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DEPARTMENTS  OF  LABOR,  HEALTH  AND 
HUMAN  SERVICES,  EDUCATION,  AND  RE- 
LATED AGENCIES  APPROPRIATIONS  FOR 
1996 


Wednesday,  March  8,  1995. 
OFFICE  OF  THE  ASSISTANT  SECRETARY  FOR  HEALTH 

WITNfESSES 

PHILIP  R.  LEE,  M.D.,  ASSISTANT  SECRETARY  FOR  HEALTH 

JO  IVEY  BOUFFORD,  M.D.,  PRINCIPAL  DEPUTY  ASSISTANT  SECRETARY 
FOR  HEALTH 

SUSAN  BLUMENTHAL,  M.D.,  DEPUTY  ASSISTANT  SECRETARY  FOR 
WOMEN'S  HEALTH 

FELICIA  H.  STEWART,  M.D.,  DEPUTY  ASSISTANT  SECRETARY  FOR  POP- 
ULATION AFFAIRS 

CLAY  SIMPSON,  PH.D.,  ACTING  DEPUTY  ASSISTANT  SECRETARY  FOR 
MINORITY  HEALTH 

SUSANNE  STOIBER,  DIRECTOR,  OFFICE  OF  PLANNING  AND  EVALUA- 
TION 

lyle  bivens,  ph.d.,  director,  office  of  research  integrity 
anthony  l.  itteilag,  deputy  assistant  secretary  for  health 

management  operations 
w.  harell  little,  director,  division  of  phs  budget 
dennis  p.  williams,  deputy  assistant  secretary,  budget,  de- 
partment of  health  and  human  services 

Welcome 

Mr.  Porter.  The  subcommittee  will  come  to  order. 

This  afternoon  we  have  before  us  the  Assistant  Secretary  for 
Health,  Dr.  Philip  Lee. 

Dr.  Lee,  we  appreciate  your  being  here  today,  and  we  appreciate 
your  dedicated  service  to  our  country.  I  want  to  make  a  few  com- 
ments before  you  begin.  You  perhaps  may  want  to  comment  upon 
them. 

STREAMLINING  REPORT 

Last  year  at  our  hearing,  we  discussed  streamlining  initiatives  at 
the  Office  of  the  Assistant  Secretary  for  Health.  This  subcommittee 
raised  it  as  a  high  priority.  The  Senate  also  raised  the  issue,  and 
the  conference  report  on  our  bill,  enacted  on  September  30th,  pro- 
vided $1.5  million  to  help  you  streamline  the  Assistant  Secretary's 
operations. 

The  conference  report  asked  for  you  to  report  back  on  your  ef- 
forts to  streamline  OASH,  which  is  comprised  of  over  1,000  FTEs. 
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The  conference  report  asks  for  that  report  to  be  submitted  to  us  by 
January  15th. 

Dr.  Lee,  on  January  17th,  we  got  a  letter  not  from  you,  but  from 
the  Assistant  Secretary  for  Management  and  Budget,  explaining 
that  the  report  could  not  be  submitted  on  time  but  that  it  would 
be  given  priority  and  would  be  submitted  by  March  1st. 

On  the  basis  of  that  assumption,  we  scheduled  your  hearing  for 
today,  March  8th.  Last  night  at  8:00  p.m.,  we  received  the  report 
on  streamlining. 

Dr.  Lee,  that  is  simply  not  acceptable.  I  understand  that  this  has 
been  a  practice  with  OASH  during  your  entire  tenure.  The  reports 
are  often  submitted  late,  often  at  the  last  minute,  as  in  this  case, 
so  that  we  do  not  have  sufficient  time  to  analyze  the  information 
you  have  sent  us. 

I  want  you  to  know  that  I  strongly  considered  cancelling  this 
hearing  of  the  subcommittee  to  give  our  Members  time  to  analyze 
the  streamlining  report.  We  have  got  a  very  tight  schedule.  I  find 
this  latest  incident  sjnnptomatic  of  larger  problems  we  have  dis- 
cussed with  you  before. 

OASH  is  a  muscular,  middle-management  bureaucracy  which  in 
our  experience  hinders  rather  than  facilitates  the  free  flow  of  infor- 
mation and  good  decision  making.  It  seems  to  me  that  with  over 
a  thousand  FTEs  in  your  employ,  this  simple  two-page  report  could 
have  been  submitted  in  a  more  complete  form  and  in  a  more  timely 
manner. 

Dr.  Lee,  in  the  future,  when  we  ask  for  information  we  expect 
to  receive  good  quality  responses  in  a  timely  fashion,  not  a  hastily 
prepared  document  submitted  at  the  very  last  minute. 

I  will  tell  you  right  now.  Dr.  Lee,  that  I  have  told  my  subcommit- 
tee Members  already  that  if  there  are  any  areas  of  the  budget 
hearings  where  we  need  to  go  back  and  have  further  hearings  be- 
fore our  markup  that  we  will  have  ample  time  in  May  to  do  that, 
and  that  we  will  expect  all  of  our  Secretaries,  Assistant  Secretaries 
and  others  who  are  scheduled  to  testify  before  the  subcommittee  to 
come  back  and  retestify  if  that  is  necessary.  So  I  am  warning  you 
right  now  it  is  very  likely  we  will  ask  you  to  return  at  that  time 
as  well. 

Now,  why  don't  you  proceed  with  your  statement? 

Dr.  Lee.  Mr.  Chairman,  thank  you.  I  personally  apologize  to  you 
and  the  Members  of  the  committee  for  the  delay  in  that  report.  We 
will  briefly  discuss  the  content  of  the  report  and  what  has  been  ac- 
complished in  a  few  minutes.  But  there  is  clearly  no  excuse.  I  can 
only  apologize  to  you  for  the  delay. 

I  also  apologize  for  the  delay  in  the  delivery  of  other  appropria- 
tions documents  to  this  committee  and  the  staff,  including  our 
opening  statement  and  some  of  the  specific  appropriations  re- 
quests, particularly  the  request  for  the  Centers  for  Disease  Control 
and  Prevention.  I  can  assure  you  that  we  will  do  ever3^hing  pos- 
sible and  we  will  not  permit  that  to  happen  again.  Again  I  want 
to  apologize  to  you  personally  and  to  all  the  Members  of  this  com- 
mittee for  that  occurrence. 


INTRODUCTION  OF  WITNESSES 

Let  me  introduce  those  who  are  accompanying  me.  On  my  left  is 
Dr.  Jo  Ivey  Boufford,  Principal  Deputy  Assistant  Secretary  for 
Health.  On  my  immediate  right  is  Mr.  Harell  Little,  Director  of  the 
Division  of  PHS  Budget,  and  on  my  far  right  is  Mr.  Dennis  Wil- 
liams, Deputy  Assistant  Secretary  for  Budget,  Department  of 
Health  and  Human  Services. 

In  addition,  I  have  with  me  Dr.  Susan  Blumenthal,  Deputy  As- 
sistant Secretary  for  Women's  Health;  Dr.  Felicia  Stewart,  Deputy 
Assistant  Secretary  for  Population  Affairs;  Dr.  Clay  Simpson,  Act- 
ing Deputy  Assistant  Secretary  for  Minority  Health;  Dr.  Lyle 
Bivens,  Director  of  the  Office  of  Research  Integrity;  Ms.  Susan 
Stoiber,  Director  of  the  Office  of  Health  Planning  and  Evaluation; 
and  Mr.  Anthony  Itteilag,  Deputy  Assistant  Secretary  for  Health 
Management  Operations. 

Opening  Statement 

As  you  know,  the  responsibility  of  the  Public  Health  Service  is 
to  protect  and  promote  the  health  of  the  American  people.  In  my 
printed  opening  statement,  I  describe  some  of  the  areas  where  we 
have  seen  advances  as  a  result  of  activities  supported  or  directly 
provided  by  the  agencies  in  the  Public  Health  Service.  I  will  not  de- 
tail those  in  this  statement. 

Let  me  just  say  that  there  have  been  some  significant  develop- 
ments in  the  last  year  that  are  very  encouraging.  I  think  you  will 
be  hearing  more  about  them  from,  first  of  all,  NIH,  when  you  hear 
Dr.  Varmus  and  the  Institute  directors.  First,  let  me  mention  the 
advances  in  clinical  research  which  showed  that  AZT  reduces  moth- 
er-to-child HIV  transmission.  We  have  taken  the  results  of  that  re- 
search at  NIH,  and  are  working  with  all  the  other  agencies  of  the 
Public  Health  Service,  to  assure  rapid  implementation  of  those 
findings. 

Secondly,  research  has  determined  the  effectiveness  of  hormone 
replacement  therapy  in  reducing  the  incidence  of  heart  disease  in 
post-menopausal  women. 

Thirdly,  I'd  like  to  mention  the  cloning  of  the  gene  responsible 
for  breast  cancer,  and  therapy  to  reduce  symptoms  of  pain  from 
sickle  cell  disease  crisis  and  reduce  mortality. 

I  know  you  have  been  a  long  and  strong  supporter  of  NIH,  and 
these  are  just  recent  examples  of  the  investment  that  has  been 
made  over  a  number  of  years  that  is  now  bearing  fruit. 

The  Centers  for  Disease  Control  and  Prevention  has  been  leading 
a  successful  effort  nationwide  to  increase  immunization  levels.  In 
1993,  67  percent  of  children  under  three  years  of  age  were  immu- 
nized with  a  full  series  of  DPT,  MMR,  and  oral  polio.  That  com- 
pares to  55  percent  in  1992. 

A  very  important  collaboration  between  the  NIH,  FDA,  CDC  and 
the  pharmaceutical  industry  in  the  late  1980s  led  to  the  develop- 
ment and  rapid  utilization  of  Hemophilus  influenza  type  b  vaccine. 
This  has  reduced  the  number  of  cases  by  10,000  to  15,000  every 
year.  That  saves  $400  million  a  year. 

That  is,  in  fact,  about  equal  to  the  increase  in  funding  requested 
for  NIH  alone.  This  is  very  significant,  not  only  in  dollar  savings 


but  in  preventing  mental  retardation  and  preventing  what  was  the 
most  frequent  cause  of  deafness  in  children. 

The  Substance  Abuse  and  Mental  Health  Services  Administra- 
tion has  been  looking  intensively  at  the  effects  of  drug  treatment. 
A  recent  study  for  California  reports  we  save  $7  through  reduced 
crime  and  other  social  costs  for  every  dollar  spent  on  the  imple- 
mentation of  substance  abuse  treatment  services. 

These  illustrate  some  of  the  advances,  some  of  the  benefits  of  the 
programs  supported  throughout  the  Public  Health  Service. 

The  total  budget  request  to  this  subcommittee  includes  a  discre- 
tionary request  of  $19.5  billion,  an  increase  of  $679  million,  or  3.6 
percent  over  our  1995  current  estimate,  reflecting  the  importance 
the  Administration  places  on  discretionary  health  programs.  The 
budget  will  enable  the  Public  Health  Service  to  continue  and  im- 
prove the  services  it  provides  to  protect  the  Nation's  health. 

The  most  important  increases  include: 

For  NIH,  $468  million,  a  4.1  percent  increase; 

For  the  Health  Resources  and  Services  Administration  Ryan 
White  AIDS  services  programs,  a  $90.5  million  increase,  or  14.3 
percent; 

For  CDC  prevention  programs,  $105  million,  predominantly  for 
violence  against  women;  HIV/AIDS  prevention,  $35  million;  and 
childhood  immunization,  $14  million. 

For  SAMHSA  substance  abuse  treatment  programs,  we  are  re- 
questing $49  million;  and  for  the  Agency  for  Health  Care  Policy 
and  Research,  $31  million  to  fully  support  the  National  Medical 
Care  Expenditure  Survey  and  other  high  priority  research. 

At  the  same  time,  Mr.  Chairman,  we  are  requesting  a  decrease 
of  $1.2  million  below  the  1995  level  for  OASH  activities. 

For  1996,  we  will  be  proposing,  and  have  begun  discussions  with 
authorizing  committees  in  the  Senate,  to  increase  flexibility  to  the 
States  through  an  agreement  with  the  States,  for  increased  per- 
formance and  accountability  through  consolidation  of  107  categor- 
ical programs  and  activities  into  five  performance  partnerships 
with  the  States  and  11  consolidated  clusters.  These  new  partner- 
ships will  help  us  achieve  savings  of  $15  million  in  Federal  admin- 
istrative costs.  There  will  be  further  savings  for  the  grantees  as 
well. 

Mr.  Chairman,  since  we  were  here  last  year  we  have  been  en- 
gaged in  a  thorough  review  of  OASH,  as  this  committee  had  in- 
structed, to  improve  the  effectiveness  of  OASH  as  a  corporate  head- 
quarters through  streamlining  and  reinvention.  We  have  devoted 
considerable  time  and  energy  to  this  effort. 

The  streamlining  efforts  have  focused  on  our  management  re- 
sponsibilities where  the  goal  is  to  provide  staffing  in  OASH  for  only 
those  most  essential  functions  related  to  carrying  out  the  national 
leadership  and  management  responsibilities  of  the  Assistant  Sec- 
retary for  Health. 

The  1996  budget  reflects  a  reduction  in  OASH  staffing  of  109 
FTEs  or  9.2  percent  below  1994.  For  the  management  activities,  we 
are  planning  a  reduction  of  84  FTEs  or  34  percent  between  1994 
and  1996.  These  streamlining  and  reinvention  efforts  will  continue 
in  1996. 


OASH  currently  supports  approximately  1,075  FTEs.  Approxi- 
mately 300  of  those  are  for  program  and  policy  support,  with  some 
of  those  offices  mandated  by  Congress;  approximately  160  for  man- 
agement support,  where  the  34  percent  reduction  has  occurred;  ap- 
proximately 500  are  for  shared  support  services,  services  for  all  the 
Public  Health  Service  agencies;  and  approximately  130  are  reim- 
bursable FTEs. 

The  OASH  discretionary  budget  request  of  $66.2  million  is  $1.2 
million  below  the  1995  level.  It  supports  national  leadership  and 
direction  that  can  only  be  provided  at  this  level.  We  identify  prob- 
lems, coordinate  and  manage  crosscutting  efforts  on  priority  na- 
tional objectives  such  as  improving  the  health  of  women  and  mi- 
norities, directing  a  coordinated  response  to  the  HIV/AIDS  epi- 
demic, managing  a  process  to  achieve  the  Healthy  People  2000  ob- 
jectives, coordinating  Departmental  emergency  preparedness  and 
disaster  response,  providing  overall  vaccine  policy  to  improve  im- 
munization levels  in  our  Nation's  children,  and  assuring  scientific 
integrity  for  all  the  research  programs  supported  by  the  PHS. 

The  Office  of  HIV/AIDS  Policy  coordinates  Department-wide  ef- 
forts in  HIV  research,  treatment  and  prevention,  including  the  im- 
plementation of  the  guidelines  related  to  the  076  clinical  trials 
which  demonstrated  the  significant  reduction  in  transmission  of 
HIV  to  infants. 

The  Office  of  Emergency  Preparedness  is  responsible  for 
overseeing  and  coordinating  the  Federal  Government's  emergency 
planning  for  health,  and  medical  services,  and  related  recovery  re- 
sponsibilities. The  PHS  has  responded  to  seven  major  disasters  in 
the  past  two  years.  The  Office  of  Emergency  Preparedness  coordi- 
nated these  activities  not  only  among  12  Federal  departments  and 
agencies  but  through  the  mobilization  of  the  private  sector  as  well. 

The  Office  on  Women's  Health  is  the  focal  point  for  women's 
health  activities  throughout  the  Department  and  is  also  responsible 
for  coordinating  the  implementation  of  the  National  Breast  Cancer 
Action  Plan.  Through  its  national  leadership,  programs,  and  policy 
direction,  the  Office  on  Women's  Health  has  fostered  greater  atten- 
tion to  and  coordination  of  women's  health  research,  service  deliv- 
ery, and  public  health  professional  education  within  the  Public 
Health  Service,  other  governmental  agencies,  public  and  private  or- 
ganizations, and  consumer  and  health  care  professional  groups. 

The  OASH  Office  of  Minority  Health  works  to  improve  the  health 
status  of  minority  populations  in  the  United  States,  provides  fo- 
cused attention  to  the  health  of  minorities,  and  administers  grant 
programs  assisting  communities  and  educational  institutions  in 
meeting  community  and  national  needs. 

The  Office  of  Disease  Prevention  and  Health  Promotion  manages 
the  national  efforts,  including  PHS'  contribution  to  achieving  the 
goals  of  Healthy  People  2000  through  its  involvement  with  hun- 
dreds of  private  organizations  as  well  as  State  and  local  govern- 
ments to  improve  the  health  of  all  Americans.  The  Office  of  Disease 
Prevention  and  Health  Promotion  coordinates  PHS  policy  and  pro- 
grams related  to  school  health,  nutrition  and  health,  and  commu- 
nity-based health  promotion,  among  other  activities. 

The  Office  of  Health  Policy,  Planning  and  Evaluation  led  the 
PHS  effort  to  develop  the  new  Performance  Partnerships  with  the 


States  and  to  develop  flexible,  consolidated  grant  programs  for 
health  professions  education,  substance  abuse,  mental  health,  and 
health  services — including  the  development  of  performance  meas- 
urements to  assure  accountability  £ind  efficiency.  This  office  is  also 
responsible  for  the  overall  direction  and  administration  of  PHS 
one-percent  evaluation  funds. 

The  National  Vaccine  Program  coordinates  immunization  and  re- 
search activities  throughout  the  PHS  and  plays  an  importEint  role 
in  the  overall  PHS  prevention  effort. 

The  Office  of  Research  Integrity  investigates  and  resolves  allega- 
tions of  research  misconduct  and  retaliation  against  whistleblowers 
through  out  the  PHS-supported  research  community. 

The  Office  of  the  Assistant  Secretary  is  responsible  for  defining 
unmet  needs  and  coordinating  a  response  to  these  needs  which  are 
often  defined  by  Congress,  the  President  or  the  American  people. 
In  addition,  my  office  is  responsible  for  addressing  the  con- 
sequences of  any  given  health  policy  decision  and  responding  to 
those  affected.  In  this  manner,  we  are  accountable  to  the  Congress, 
the  President  and  the  American  people. 

This  concludes  my  remarks,  Mr.  Chairman.  I  would  be  pleased 
to  answer  questions. 

[The  prepared  statement  and  biography  of  Dr.  Philip  Lee  follow:] 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

PUBLIC  HEALTH  SERVICE 

Statement  of  the  Assistant  Secretary  for  Health 

on  the 

FY  1996  Budget  Request 

for  the  Office  of  the  Assistant  Secretary  for  Health 

Mr.  Chairman  and  Members  of  the  Committee: 

It  is  my  pleasure  to  appear  before  you  in  support  of  the 
Fiscal  Year  (FY)  1996  budget  request  for  the  U.S.  Public  Health 
Service  (PHS). 

The  seven  PHS  agencies  and  Office  of  the  Assistant 
Secretary  for  Health  (OASH)  are  responsible  for  the  protection  and 
improvement  of  the  health  of  all  of  the  American  people.   And  we  do 
this  every  day  using  PHS  employees  working  through  our  grantee 
partners  in  State  and  local  governments  and  in  the  private  sector, 
through  activities  such  as:   performing  research  to  identify  the 
causes  of  disease  and  to  develop  methods  of  prevention  and  clinical 
treatments;  assuring  the  safety  of  the  food  we  eat,  as  well  as  the 
drugs  and  medical  devices  that  are  essential  to  protecting  and 
improving  health;  preparing  for  public  health  emergencies; 
preventing  and  controlling  outbreaks  of  disease;  and  providing 
health  services  to  American  Indians  and  Alaska  Natives,  as  well  as 
building  safety-net  services  of  prevention  and  treatment  for  our 
most  vulnerable  populations. 

The  programs  that  we  lead  work I 

•  Life  expectancy  for  Americans  now  stands  at  a  record  75.8 
years . 

•  From  1989  to  1992,  breast  cancer  mortality  rates  declined  five 
percent  among  all  women,  and  by  18  percent  since  1987  among 
women  in  their  thirties. 

•  Fewer  adults  are  using  tobacco  products,  and  alcohol-related 
automobile  deaths  have  declined. 

•  Blood  lead  levels  among  children  declined  by  60  percent 
between  1984  and  1993. 

•  Work-related  deaths  have  decreased. 

•  More  pregnant  women,  and  especially  minority  pregnant  women, 
are  seeking  prenatal  care  in  the  first  trimester;  and, 

•  Infant  mortality  continues  to  decline. 

I  am  very  proud  of  our  accomplishments.   In  the  last  year 
alone,  the  National  Institutes  of  Health  (NIH)  funded  research  that 
has  produced  important  advances  to  save  lives  and  improve  health, 
including  advances  in  clinical  research  showing  that  the  use  of  the 
drug  AZT  reduces  mother-to-child  HIV  transmission;  determining  the 
effectiveness  of  hormone  replacement  therapy  in  reducing  the  risk  of 
heart  disease  in  postmenopausal  women;  cloning  the  gene  responsible 
for  breast  cancer;  and  most  recently,  the  announcement  of  a  therapy 
to  improve  the  quality  of  life  for  sickle  cell  disease  patients. 
(Chart  1) 


The  Centers  for  Disease  Control  and  Prevention  (CDC)  is 
currently  leading  a  successful  effort  to  increase  childhood 
immunization  rates  and  thus  reduce  preventable  infectious  diseases. 
And,  in  fact,  childhood  immunization  rates  are  higher  than  ever.   In 
1993,  we  immunized  67  percent  of  children  under  3  years  of  age  for 
the  full  series  of  DTP/MMR/Oral  Polio,  compared  to  55  percent  in  FY 
1992. 

The  collaboration  of  CDC,  NIH,  the  Food  and  Drug 
Administration  (FDA)  and  the  pharmaceutical  industry  led  to  the 
development  and  rapid  utilization  of  a  conjugated  Hemophilus 
influenzae  type  b  (Hib)  vaccine,  and  has  eliminated  10,000  to  15,000 
cases  annually  of  Hib  disease  —  the  most  common  cause  of 
meningitis,  and  an  important  cause  of  mental  retardation  in  the  U.S. 
In  1993,  we  immunized  55  percent  of  eligible  children  for  Hib, 
compared  to  28  percent  in  1992.  We  estimate  that  cost  savings  will 
exceed  $400  million  annually.  (Chart  2) 

CDC  also  provides  national  leadership  and  front-line  defense 
in  dealing  with  new  and  emerging  infections .   The  swift  action  of 
CDC  in  collaboration  with  the  Indian  Health  Service  (IHS),  the 
Navajo  Nation  and  State  health  departments  identified  a  deadly  Hanta 
virus  as  the  cause  of  mysterious  deaths  in  the  Southwest,  and 
initiated  effective  measures  to  prevent  additional  infections  and 
deaths.   Our  expert  ability  to  carry  out  this  type  of  effort  with 
success  remains  one  of  our  most  important  Federal  responsibilities. 

The  Substance  Abuse  and  Mental  Health  Services  Administration 
(SAMHSA)  programs  have  demonstrated  that  substance  abuse  treatment 
and  prevention  strategies  work.   A  recent  California  study 
estimated  that  every  dollar  spent  on  substance  abuse  treatment 
yields  more  than  $7  in  savings  through  reduced  crime  and  other 
social  costs.   (Chart  3) 

These  examples  illustrate  the  impact  that  the  PHS  has  on  the 
health  and  well-being  of  the  American  people,  and  particularly  on 
our  vulnerable  populations. 

The  total  PHS  budget  before  this  Subcommittee  includes  a 
discretionary  request  of  $19.5  billion,  an  increase  of  $679  million, 
or  3.6Z  over  our  FY  1995  current  estimates,  reflecting  the 
importance  that  the  Administration  places  on  discretionary  health 
programs.   This  budget  will  enable  PHS  agencies  to  continue  to 
improve  and  protect  the  Nation's  health.   The  most  important 
increases  include: 

•  NIH  biomedical  research  -  $A68  million,  or  4.1  percent; 

•  Health  Resources  and  Services  Administration  (HRSA)  Ryan  White 
HIV/AIDS  programs  -  $90.5  million,  or  14.3  percent; 

•  CDC  prevention  programs  -  $105  million  -  predominantly  for 
violence  against  women  ($39  million  from  the  Crime  bill), 
HIV/AIDS  prevention  ($35  million)  and  childhood  immunization 
($14  million); 

•  SAMHSA  substance  abuse  programs  -  $49  million;  and 

•  Agency  for  Health  Care  Policy  and  Research  activities  -  $31 
million  to  fully  support  the  National  Medical  Expenditure 
Survey  and  other  high  priority  research. 


Throughout  its  history,  PHS  has  responded  to  changing 
circumstances  and  challenges,  by  finding  new  and  better  ways  to 
address  the  priority  health  needs  of  the  American  people.   We  are 
now  in  the  process  of  redesigning  the  structure  of  Federal-State 
relationships  and  our  relationships  to  other  grantee  institutions  by 
instituting  new  partnerships  with  the  States  and  the  private  sector. 
We  believe  firmly  in  the  concept  of  "performance  partnerships"  with 
the  States.   We  propose  to  provide  increased  flexibility  to  the 
States  in  return  for  agreements  on  performance  and  accountability. 

In  FY  1996,  we  plan  to  consolidate  107  programs  and  activities 
into  5  performance  partnerships  and  11  consolidated  programs  for 
health  professions  education,  substance  abuse,  mental  health  and 
health  services.   This  will  give  States  and  other  grantees  increased 
flexibility  in  exchange  for  increased  accountability  for  results. 
(Chart  4)   These  new  partnerships  and  consolidations  will  help  us 
achieve  savings  of  $15  million  in  Federal  administrative  costs,  and 
will  shift  much  of  the  program  management  responsibility  to  States 
and  grantees.   In  addition,  there  will  also  be  a  savings  for  the 
grantees.   I  have  a  sample  of  the  current  immunization  grant 
application,  and  an  example  of  the  size  of  what  the  new  application 
will  look  like.   You  can  see  the  difference. 

This  partnership  and  consolidation  effort  is  just  one  example 
of  how  the  Assistant  Secretary's  office  provides  the  overall 
leadership  and  direction  for  a  national  change  in  program  policy  and 
direction.   We  are  continuing  to  streamline  our  operations,  and 
identify  those  programs  that  can  best  be  performed  at  State  or  local 
levels.   However,  we  will  continue  to  lead  and  direct  those 
activities  such  as  NIH  and  AHCPR  research,  CDC  prevention,  and 
others,  that  only  the  Federal  government  can  do. 

Mr.  Chairman,  since  I  was  here  last  year,  we  have  been  engaged 
in  making  a  thorough  review  of  OASH  in  order  to  improve  our 
effectiveness  as  a  corporate  headquarters  through  streamlining  and 
reinvention.  We  have  devoted  considerable  time  and  energy  to  these 
efforts . 

As  you  know,  the  functions  of  the  Office  go  well  beyond 
"management"  of  the  PHS.   In  fact,  the  majority  of  the  staff  is 
engaged  in  program  coordination  responsibilities  (minority  health, 
women's  health,  HIV/ AIDS,  etc.)  or  in  providing  consolidated 
administrative  services  efficiently  for  all  PHS  agencies. 

Our  streamlining  efforts  have  focused  on  our  "management" 
responsibilities  where  the  goal  is  to  provide  staffing  in  OASH  for 
only  the  most  essential  responsibilities  related  to  carrying  out  my 
management  and  direction  responsibilities  as  set  forth  in  Sections 
201  and  202  of  the  PHS  Act. 

The  FY  1996  budget  reflects  a  reduction  in  OASH  staffing  of 
109  FTEs,  or  9.2  percent,  below  FY  1994.   To  accomplish  this,  we 
have  begun  the  process  of  delegating  all  program  authorities  in  the 
field  to  the  operating  agencies,  so  that  those  responsible  for 
program  performance  would  have  the  authority  necessary  to  more 
effectively  carry  out  their  responsibilities  and  serve  customers. 
We  have  streamlined  several  corporate  policy  functions;  consolidated 
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OASH  administrative  functions  into  a  separate  office  so  as  not  to 
interfere  with  the  corporate  policy  functions;  downsized  our 
management  oversight  functions  to  focus  only  on  the  highest  priority 
policy-significant  functions;  and  initiated  two  major  studies: 
(1)  a  thorough  analysis  of  all  common  administrative  support 
services  in  the  PHS  with  the  intended  result  that  those  that  are 
unnecessary  will  be  eliminated  and  those  that  are  necessary  will  be 
organized  most  effectively;  and,  (2)  a  detailed  analysis  of  the  PHS 
Commissioned  Corps  with  the  intended  result  that  the  operations  of 
the  Corps  will  be  improved  and  made  more  responsive  to  our  program 
priorities. 

The  streamlining  and  reinvention  effort  will  continue  in 
FY  1996.   The  most  important  aspect  of  the  effort  is  our  commitment 
and  perseverance  to  improve  the  PHS  corporate  headquarters  and,  as  a 
result,  the  operation  of  the  entire  Public  Health  Service.   Our 
corporate  leadership  continues  to  set  the  overall  policy  for  public 
health  in  the  United  States  with  the  overall  objective  to  improve 
the  health  status  of  the  American  people,  especially  our  most 
vulnerable  populations. 

We  appreciate  the  provision  of  streamlining  funds  appropriated 
to  us  in  FY  1995  and  have  used  them  for  employee  buyouts,  terminal 
leave,  severance  pay,  and  other  costs  associated  with  FTE 
reductions. 

The  OASH  budget  before  you  today  includes  $66.2  million  in 
discretionary  funding,  $1.2  million  below  the  FY  1995  level. 
However,  in  real  dollars,  the  savings  are  even  greater  due  to 
absorption  of  projected  pay  raise  and  other  inflationary  costs. 
Most  of  the  funding  in  the  OASH  request  is  for  coordinating  high 
priority  cross-cutting,  multi-agency  programs  listed  below,  while 
the  remainder,  amounting  to  less  than  one  tenth  of  one  percent  of 
the  total  PHS  budget,  is  for  the  overall  management  of  PHS. 

The  OASH  request  supports  the  national  leadership  and 
direction,  consistent  with  my  responsibilities  under  the  PHS  Act, 
that  can  only  be  provided  at  the  headquarters  level.  We  manage 
crosscutting  efforts  on  priority  national  objectives  such  as: 
(1)  improving  the  health  of  women  and  minorities;  (2)  directing  a 
coordinated  response  to  the  HIV/AIDS  epidemic;  (3)  managing  the 
process  to  achieve  Healthy  People  2000  objectives;  (4)  coordinating 
Departmental  emergency  preparedness  and  disaster  response; 
(5)  providing  overall  vaccine  policy  to  improve  the  immunization 
levels  of  our  Nation's  children;  and  (6)  assuring  scientific 
integrity  of  all  PHS  research  programs. 

The  PHS  Office  on  Women's  Health  (OWH)  is  the  focal  point  for 
women's  health  activities  throughout  HHS.   Through  its  national 
leadership,  programs,  and  policy  direction,  OWH  has  fostered  greater 
attention  to  and  coordination  of  women's  health  research,  service 
delivery,  and  public  health  professional  education  within  PHS,  other 
government  agencies,  public  and  private  organizations,  and  consumer 
and  health  care  professional  groups. 
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The  OWH  coordinates  crosscutting  initiatives  across  the  PHS 
agencies  and  offices  and  thereby  is  filling  gaps  in  knowledge, 
initiating,  and  synthesizing  program  activities  in  ways  that  no 
single  agency  or  office  can  accomplish  alone. 

The  budget  request  for  FY  1996  of  $2.6  million  will  support 
both  the  continuation  of  ongoing  OWH  initiatives  and  the 
implementation  of  high-priority  activities  planned  for  initiation  in 
FY  1996,  including: 

•  The  National  Action  Plan  on  Breast  Cancer,  a  public-private 
partnership  to  improve  the  diagnosis,  treatment  and  prevention 
of  breast  cancer; 

•  A  National  Women's  Health  Clearinghouse  with  an  "800"  toll- 
free  number  to  disseminate  a  broad  range  of  women's  health- 
related  information; 

•  Supporting  regional  women's  health  programs  and  initiatives  in 
State  and  local  communities. 

•  Promoting  and  monitoring  progress  in  meeting  the  objectives  of 
Healthy  People  2000  focused  specifically  on  women'  s  health, 
including  development  of  initiatives  to  promote  disease 
prevention  in  women,  including  development  of  a  new 
initiative,  Healthy  Women  2000,  to  promote  healthy  behavior  in 
women,  and  expansion  of  health  initiatives  for  women  of  color; 
and 

•  Leading  the  Department's  initiative  to  prevent  physical  and 
sexual  violence  against  women. 

For  the  Office  of  Minority  Health  (OMH),  established  under 
Title  XVII,  Section  1707  of  the  PHS  Act,  we  are  requesting 
$20.6  million  in  FY  1996.   OMH  serves  as  the  Department-wide  focus 
for  the  coordination  of  minority  health  issues  and  efforts  designed 
to  improve  the  health  status  of  minority  populations  in  the  U.S. 
The  Family  and  Community  Violence  Prevention  Program,  which  seeks 
ways  to  decrease  domestic  violence  by  strengthening  family  values, 
is  an  important  OMH-administered  program.   In  FY  1996,  priority  will 
be  given  to: 

•  Technical  assistance,  training,  and  information  exchange  with 
State  agencies  responsible  for  minority  health; 

•  Establishing  a  center  for  the  improvement  of  bilingual  health 
services ; 

•  In  collaboration  with  States  and  local  governmental  entities, 
seeking  improvements  in  community  health  status  and  extending 
bilingual  health  services  to  limited  English-speaking 
populations;  and 

•  Operating  the  national  resource  center  for  minority  health 
information,  which  serves  State  health  departments,  community 
organizations,  health  care  providers,  and  consumers. 

The  FY  1996  budget  request  includes  $20.6  million  for  OMH. 

The  Office  of  Disease  Prevention  and  Health  Promotion  (ODPHP), 

authorized  by  Section  1701  of  the  PHS  Act,  provides  the  overall 
management  direction  for  achieving  the  goals  of  Healthy  People 
2000  --  namely,  to  increase  the  span  of  healthy  life  for  all 
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Americans,  to  reduce  (and  finally  to  eliminate)  disparities  in  the 
health  status  of  American  disadvantaged  populations,  and  to  achieve 
access  to  preventive  health  care  for  all  Americans. 

The  Office  promotes  Healthy  People  2000  plans  as  part  of  a 
national  effort  with  many  private  sector  organizations  as  well  as 
other  Federal,  State,  and  local  partners.   Of  particular  importance 
is  the  growing  participation  of  States  in  the  Healthy  People  2000 
objectives.   Forty-one  states  and  the  District  of  Columbia  have 
completed  development  of  their  own  year  2000  health  objectives. 

The  Office  coordinates  PHS  policy  and  programs  related  to 
school  health,  nutrition  and  health,  clinical  preventive  services, 
worksite  preventive  health  activities,  and  community-based  health 
promotion.  We  are  currently  working  with  20  health  maintenance 
organizations,  serving  millions  of  people,  to  encourage  the  use  of 
"Put  Prevention  into  Practice",  a  guide  to  improve  the  delivery  of 
preventive  care  by  primary  care  providers.    In  addition,  the  Office 
provides  leadership  in  developing  and  implementing  advanced 
communication  technology  as  a  tool  for  health  education.   The 
FY  1996  budget  request  includes  $4.6  million  for  ODPHP. 

The  President's  Council  on  Physical  Fitness  and  Sports 
(PCPFS),  established  by  President  Eisenhower  in  1956,  promotes  and 
encourages  physical  activity,  fitness  and  sports  participation  for 
Americans  of  all  ages  and  abilities.   CDC  has  determined  that 
physical  inactivity  is  a  key  risk  factor  for  chronic  disease  and 
health  conditions,  including  coronary  heart  diseases,  osteoporosis, 
hypertension,  and  mental  health  conditions.  Current  programs  and 
public /private  partnerships  serve  our  youth  and  disadvantaged 
through  school-based  activities,  park  and  recreation  projects,  and 
the  medical  and  sports  communities.   The  PCPFS  facilitates 
initiatives  with  minorities,  women,  the  disabled,  older  and  Native 
Americans  and  is  the  lead  agency  in  coordinating  the  "physical 
activity"  goals  in  Healthy  People  2000. 

The  FY  1996  budget  request  of  $1.4  million  will  enable  the 
PCPFS  to  continue  to  encourage  Americans  to  make  a  commitment  to 
fitness  through  active  and  regular  participation  in  sports  and 
fitness  activities. 

In  the  FY  1996  budget,  we  are  requesting  $6.1  million  for  the 
Adolescent  Family  Life  Program.   This  program,  which  was  authorized 
in  1981  as  Title  XX  of  the  PHS  Act,  is  the  only  Federal  program 
focused  directly  on  the  issues  of  adolescent  sexuality,  pregnancy 
and  parenting.   The  health  problems  of  adolescents  present  a 
formidable  public  health  challenge  --  one  in  five  adolescents 
suffers  at  least  one  serious  health  problem;  the  three  leading 
causes  of  death  among  adolescents  are  injury,  suicide  and  homicide; 
nearly  one  million  teens  become  pregnant  each  year;  and 
approximately  25  percent  of  all  adolescents  will  have  had  at  least 
one  sexually  transmitted  disease  before  leaving  high  school.   The 
budget  request  of  $6.1  million  will  permit  the  continuation  of 
demonstration,  prevention,  and  research  projects  and  other 
activities. 
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The  National  Vaccine  Program  is  authorized  by  Title  XXI,  and 
plays  an  important  role  in  the  overall  PHS  prevention  effort. 
Through  the  National  Vaccine  Advisory  Committee,  the  following  four 
subcommittees  have  been  established:   (1)  the  Future  Vaccines 
Subcommittee,  (2)  the  Subcommittee  on  Vaccine  Safety,  (3)  the 
Subcommittee  on  Expanding  Immunization  Coverage,  and  (4)  the 
Subcommittee  on  Adult  Immunization.   The  FY  1996  budget  request 
includes  $1  million  for  the  National  Vaccine  Program  Office,  which 
is  the  same  as  the  FY  1995  level. 

The  Office  of  HIV/AIDS  Policy  (OHAP)  coordinates  Department- 
wide  efforts  in  HIV/AIDS  research,  treatment  and  prevention, 
including  the  implementation  of  guidelines  related  to  the  076 
clinical  trials  dealing  with  administration  of  AZT  to  pregnant  women 
and  their  newborns.   In  addition,  the  Office  of  HIV/ AIDS  Policy 
coordinates  efforts  to  incorporate  recent  advances  in  the  areas  of 
research  and  prevention  into  clinical  practice.   Examples  of  such 
advances  include  the  use  of  new  combinations  of  antiviral  drugs, 
such  as  protease  inhibitors;  coordinating  discussions  leading  to  the 
development  of  standards  of  care;  defining  appropriate  timing  of  the 
introduction  of  new  antiviral  drugs  as  monotherapy  or  in  combination 
for  HIV-infected  patients;  the  use  of  immunopotentiators  such  as 
interleukin-2  in  augmenting  treatment  of  early  and  late  HIV  disease, 
and  finally,  the  diagnosis,  prophylaxis  and  treatment  of 
opportunistic  infections  in  this  population.   The  President  places  a 
high  priority  on  providing  resources  to  combat  the  HIV/AIDS 
epidemic.   Our  FY  1996  PHS  budget  contains  $2.9  billion  for  this 
purpose,  an  increase  of  $199  million.   An  estimated  one  million 
Americans  are  already  infected,  and  over  a  quarter  million  have  died 
from  AIDS.   The  FY  1996  budget  for  OHAP  includes  $1.7  million  to 
maintain  approximately  the  same  level  of  activity  as  in  FY  1995. 

In  FY  1996,  we  are  requesting  $3.9  million  for  Health  Policy, 
Planning  and  Evaluation.   This  staff  provides  the  policy  support  for 
our  proposed  transformation  of  107  PHS  categorical  programs  into  new 
Performance  Partnership  grants  with  States;  our  intensive  effort  to 
rethink  PHS  program  operations  to  respond  to  the  opportunities 
offered  by  managed-care  developments;  the  development  of  performance 
measurements  to  assure  accountability  and  efficiency;  and,  the 
direction  of  PHS  participation  in  State-initiated  health  reform 
options,  such  as  1115  waivers  and  the  Oregon  Option  and  our 
collaboration  with  State  governments  and  managed-care  plans  to 
integrate  the  Nation's  personal  health  care  delivery  system  and  its 
public  health  system. 

This  Office  manages  coordination  of  health  data  issues  across 
PHS,  including  survey  review  and  approval.   It  is  also  directing  a 
far-reaching  effort  involving  the  PHS  agencies  and  the  States  to 
promote  the  development  of  integrated  information  systems  to  assure 
that  all  participants  in  the  health  system  have  the  information  they 
need  to  define  health  problems,  assess  performance,  assure  quality, 
support  decision  making,  and  take  timely  action  to  protect  and 
improve  health.   The  initiative  builds  upon  the  National  Library  of 
Medicine's  efforts  to  develop  a  universal  health  vocabulary  and 
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standards  to  assure  uniformity  of  health  information  across  various 
systems,  and  seeks  to  bring  the  latest  in  information  technology  to 
the  practice  of  public  health  across  the  Nation. 

Finally,  this  Office  provides  overall  direction  and 
administration  of  the  PHS  one-percent  evaluation  program.   During 
the  past  year,  we  have  thoroughly  reviewed  the  use  of  one-percent 
funds.   We  agree  with  GAO  that  some  of  our  evaluation  efforts  have 
not  reached  their  potential,  and  we  have  taken  steps  to  correct 
this.   The  FY  1996  request  of  $3.9  million  will  support  the  staff 
involved  in  this  essential  work. 

This  budget  request  includes  $2.4  million  for  the  Office  of 
Emergency  Preparedness  (OEP),  which  is  responsible  for  overseeing 
and  coordinating  emergency  planning,  response  and  recovery 
responsibilities.   The  Public  Health  Service  is  the  Federal 
designated  agency  responsible  for  the  health  and  medical  response  to 
disasters.   The  PHS  works  in  partnership  with  the  Federal  Emergency 
Management  Administration  (FEMA),  the  Department  of  Defense,  and  the 
Department  of  Veterans  Affairs.   PHS  serves  as  the  HHS  action  agent 
in  disaster  response.   It  has  government -wide  responsibilities  to 
develop  National  plans  and  programs  to  assure  that  the  Federal 
sector  is  able  to  perform  essential  health  and  medical  functions 
during  emergency  situations.   The  responses  coordinated  by  PHS  in 
the  last  three  years  are  included  in  Chart  5. 

The  FY  1996  request  will  provide  support  to  ensure 
Departmental  readiness  to  meet  responsibilities  under  the  FEMA 
coordinated  Federal  Response  Plan,  including  provision  of  emergency 
Federal  health  and  medical  assistance  to  States  and  local 
governments  at  a  time  of  major  emergency  or  disaster. 

Another  important  Department -wide  effort  included  in  this 
budget  is  the  Office  of  Research  Integrity  (ORI),  authorized  under 
Title  IV,  Subsection  C  of  the  PHS  Act.   This  Office  investigates  and 
resolves  allegations  of  research  misconduct  and  retaliation  against 
whistleblowers  in  PHS  intramural  research  as  well  as  in  all  PHS 
extramural  research  grants  and  contracts.   In  FY  1994,  in  addition 
to  handling  a  tremendous  workload  of  complex  research  integrity 
issues,  ORI  recovered  approximately  $1.2  million  in  Federal  funds  as 
part  of  case  resolution  and  saved  countless  hours  of  scientific 
research  that  would  have  been  conducted  based  upon  false  or 
fabricated  research  had  it  not  been  exposed.   In  FY  1996,  we  are 
requesting  $3.9  million  to  continue  these  efforts. 

Finally,  the  OASH  budget  request  also  includes  $166.9  million 
for  the  Retirement  Pay  and  Medical  Benefits  for  Commissioned 
Officers  appropriation.  This  mandatory  appropriation  provides 
retirement  costs  for  approximately  3,000  retirees  and  over 
500  survivors,  as  well  as  medical  care  for  approximately 
6,500  active  duty  officers,  in  addition  to  the  retired  officers, 
their  dependents,  and  survivors. 

Mr.  Chairman,  that  concludes  my  remarks.   I  will  be  pleased  to 
answer  any  questions  that  you  and  the  other  members  have. 
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PHILIP  R.  LEE.  M.D. 

Head  of  the  U.S.  Public  Health  Service 
and  Assistant  Secretary  for  Health 
. S.  Department  of  Health  and  Human  Services 


Dr.  Philip  Randolph  Lee,  M.D. ,  was  sworn  in  to  lead  the  U.S. 
Public  Health  Service  as  the  Assistant  Secretary  for  Health  on 
July  2,  1993,  after  being  nominated  by  President  Clinton  on 
May  18,  1993,  and  confirmed  by  the  Senate  on  July  1,  1993. 

Dr.  Lee  brings  to  his  post  more  than  four  decades  of 
involvement  in  health  care  and  public  health  policy. 

Twenty-eight  years  ago  (November  1965),  Dr.  Lee  was  sworn  in 
as  Assistant  Secretary  for  Health  and  Scientific  Affairs  under 
President  Johnson.   In  his  first  two  years  as  Assistant  Secretary, 
from  1965  to  1967,  Congress  enacted  more  health  legislation  than  all 
the  previous  Congresses  put  together.   Not  since  that  period  has  the 
public's  health  and  health  care  been  such  a  huge  priority  on  the 
Nation's  agenda. 

Among  his  activities  as  Assistant  Secretary  of  the  Public 
Health  Service  in  the  1960's,  Dr.  Lee  helped  fashion  health 
manpower,  family  planning,  health  care,  consumer  protection, 
environmental  health  and  biomedical  research  policies. 

Before  his  first  appointment  to  the  top  Public  Health  Service 
role.  Dr.  Lee  served  as  Director  of  Health  Services  in  the  Agency 
for  International  Development.  Prior  to  his  government  service,  he 
was  a  staff  member  at  the  Palo  Alto  Medical  Clinic  in  California, 
and  before  that  a  fellow  at  the  Mayo  Clinic  and  Bellevue  Medical 
Center.   Dr.  Lee's  clinical  experience  enhances  his  commitment  to 
public  health  policy  and  improving  both  care  and  access  to  care. 

Dr.  Lee  has  served  with  distinction  as  Director  of  the 
Institute  of  Health  Policy  Studies,  School  of  Medicine  at  the 
University  of  California,  San  Francisco  for  the  past  twenty-one 
years.   In  these  years,  he  has,  as  a  colleague  recently  said,  worked 
with  and  influenced  hundreds  of  health  care  policymakers  and 
researchers,  many  of  whom  name  Dr.  Lee  as  their  mentor.   Since  1969, 
Dr.  Lee  has  been  a  Professor  of  Social  Medicine  at  UCSF. 

Dr.  Lee  has  frequently  advised  federal  and  state  health 
groups,  and  served  on  numerous  advisory  boards  and  planning 
committees.   In  1985,  San  Francisco  Mayor  Dianne  Feinstein  named  him 
as  the  first  president  of  the  city's  Health  Conmission,  which  was 
the  governing  body  in  the  city/county  health  department  that 
included  public  health,  mental  health  and  substance  abuse  services, 
as  well  as  the  San  Francisco  General  Hospital  (the  major  AIDS  care 
facility  in  the  city),  and  a  1,000-bed  long-term  care  facility. 

In  1986,  when  Congress  set  up  the  Physician  Payment  Review 
Commission  to  examine  reimbursement  of  physicians  under  Medicare, 
Dr.  Lee  was  named  to  head  the  Commission.   The  Commission  worked 
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closely  with  Congress  and  many  physician  groups,  consumer  groups  and 
others  in  shaping  the  physician  payment  reform  adopted  by  Congress 
in  1989.   Dr.  Lee  resigned  from  the  Commission  in  1993  after  being 
asked  by  President  Clinton  to  serve  as  Assistant  Secretary  for 
Health. 

Until  1993  and  his  confirmation  as  Assistant  Secretary, 
Dr.  Lee  served  on  the  Board  of  Trustees  of  several  California-based 
organizations  representing  a  variety  of  public  interests:   the  Henry 
J.  Kaiser  Foundation,  Jenifer  Altman  Foundation,  World  Institute  on 
Disability,  and  the  Glide  Foundation  of  the  Glide  Memorial  United 
Methodist  Church.  Also,  from  1971  to  1979  Dr.  Lee  served  on  the 
Board  of  Trustees  of  the  Carnegie  Corporation  of  New  York. 

Dr.  Lee  was  a  member  of  the  editorial  boards  of  the  health 
policy  journal  Milbank  Quarterly  and  of  the  Annals  of  Internal 
Medicine  until  assuming  his  Public  Health  Service  responsibilities. 

The  Public  Health  Service  includes  eight  agencies  that  lead 
the  world  in  health  care  for  the  underserved,  in  biomedical 
research,  in  food  and  drug  safety  and  in  disease  control.   These 
agencies  are  the  National  Institutes  of  Health,  the  Centers  for 
Disease  Control  and  Prevention,  the  Food  and  Drug  Administration, 
the  Agency  for  Toxic  Substances  and  Disease  Registry,  the  Health 
Resources  and  Services  Administration,  the  Indian  Health  Service, 
the  Substance  Abuse  and  Mental  Health  Services  Administration,  and 
the  Agency  for  Health  Care  Policy  and  Research. 

Also  located  in  the  Office  of  the  Assistant  Secretary  are  the 
Office  of  the  Surgeon  General,  the  National  Vaccine  Program  Office, 
the  Office  of  Population  Affairs,  the  Office  of  Minority  Health,  the 
Office  on  Women's  Health,  the  Office  of  Disease  Prevention  and 
Health  Promotion,  the  Office  of  Health  Care  Reform,  the  Office  of 
International  Health,  the  Office  of  Emergency  Preparedness,  and  the 
Office  of  HIV/AIDS  Program. 

Dr.  Lee  advises  and  assists  HHS  Secretary  Donna  Shalala  on 
health  policy  and  on  all  health-related  activities  of  the 
Department.   He  played  an  active  role  in  the  health  care  reform  task 
force. 

Dr.  Lee  received  an  A.B.  from  Stanford  University  in  19A5,  an 
M.D.  from  Stanford  in  1948,  an  M.S.  from  the  University  of  Minnesota 
in  1955,  and  an  honorary  Sc.D.  from  MacMurray  College  in  1967. 

Dr.  Lee  lives  in  Washington,  D.C.   His  wife.  Professor  Carroll 
Estes,  also  of  the  University  of  California,  is  a  world  recognized 
expert  in  aging  and  long-term  care  policy.   Dr.  Lee  has  five 
children,  a  stepdaughter  and  five  grandchildren. 
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STREAMLINING 


Mr.  Porter.  The  report  on  streamlining  issues  you  sent  us  last 
night  indicates  that  the  money  provided  for  streamlining  activities 
went  to  obtain  a  reduction  of  97  FTEs.  However,  the  budget  jus- 
tification reflects  a  decrease  of  only  92  FTEs  in  1995. 

Last  night's  report  also  indicates  the  Department  will  experience 
$3.2  million  in  savings  as  a  result  of  the  1995  downsizing.  Nowhere 
in  the  budget  justification  are  these  savings  indicated. 

Why  isn't  the  $3.2  million  reflected  in  the  budget? 

Mr.  Itteilag.  Mr.  Chairman,  the  answer  in  part  is  that  the  sav- 
ings are,  in  fact,  reflected;  the  congressional  action  in  fiscal  year 
1995  to  reduce  funds,  in  combination  with  action  over  a  period  of 
years  where  we  had  to  absorb  pay  raise  increases,  rental  increases 
and  other  inflationary  increases,  led  to  a  situation  where  we  simply 
could  not  fund  the  staff  that  we  had  on  board. 

When  the  Administration  in  fiscal  year  1995  then  reduced  the 
budget  further,  it  absolutely  required — not  only  because  of  the  di- 
rection of  the  Congress  but  just  to  keep  our  appropriation  fiscally 
sound — that  we  reduce  approximately  the  level  of  FTEs  that  you 
have  noted. 

So  the  money  was,  in  effect,  used  up  in  fiscal  year  1995,  as  I 
said,  because  of  the  congressional  reduction  and  because  of  other 
cost  increases.  We  have,  in  fact,  reflected  the  savings  in  fiscal  year 
1996.  We  have  not  included  it  in  the  appropriation  request. 

Mr.  Porter.  Your  answer  is  it  is  not  reflected  in  the  budget? 

Mr.  Itteilag.  It  is,  Mr.  Chairman.  There  is  a  balance  in  fiscal 
year  1996  between  the  number  of  staff  that  we  have  requested  and 
their  associated  costs,  and  the  amount  of  money  requested.  What 
I  am  saying  is  that  in  fiscal  year  1995  there  was  insufficent  fund- 
ing in  our  request  for  staff  and  then,  on  top  of  that,  the  Congress 
reduced  the  appropriation. 

Mr.  Porter.  Can  you  point  to  where  it  is  found  in  the  budget? 
Tell  us  where  we  are  looking  at  decreases  in  the  justification.  We 
don't  see  it. 

Mr.  Itteilag.  Mr.  Chairman,  it  would  not  show  as  an  explicit  de- 
crease because  it  was  already  excluded  in  fiscal  year  1995. 

Mr.  Porter.  Where  did  the  $3.2  million  figure  come  from,  then? 
What  does  that  actually  reflect?  You  say  there  is  a  savings  of  $3.2 
million,  but  you  can't  show  me  where  it  shows  up  in  the  budget. 
Where  did  you  derive  the  figure  from? 

Mr.  Itteilag.  If  we  hadn't  reduced  the  number  of  FTEs,  we  esti- 
mate that  it  would  be  costing  us  $3.2  million  more  in  fiscal  year 
1996. 

Mr.  Little.  In  clarification  Mr.  Chairman,  the  1994  appropria- 
tion totaled  $20,072,000  for  the  PHS  management  line,  while  the 
fiscal  year  1995  appropriation  is  only  $17,320,000. 

As  you  can  see,  we  sustained  a  significant  reduction  in  fiscal  year 
1995,  and  it  is  that  savings  that  is  indicated  in  the  Streamling  Re- 
port. 

Mr.  Porter.  All  right.  The  budget  justification  requests  a  further 
$785,000  for  streamlining  activities  in  1996.  However,  the  request 
indicates  an  FTE  reduction  in  1996  of  only  17.  That  seems  like  a 
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very  low  number  to  me,  given  that  the  budget  projects  over  1  000 
FTEsatOASH.  &      ^    j 

Why  is  the  FTE  reduction  for  1996  so  minimal,  given  the  wide- 
ranging  streamlining  activities  OASH  is  undertaking? 

Mr.  ITTEILAG.  Mr.  Chairman,  we  have  basically  reflected  a  steady 
state  in  1996,  after  the  significant  reductions  of  92  FTEs  in  1994 
and  1995,  while  we  further  examine  the  various  programs  and  of- 
fices in  the  appropriation. 

As  a  matter  of  fact,  the  further  reinvention  activities  in  the  Exec- 
utive Branch,  so-called  REGO-II,  in  addition  to  some  of  the  points 
that  Dr.  Lee  made  in  his  opening  statement,  would  indicate  that 
further  economies  are  likely  in  this  appropriation.  We  have  not  re- 
flected anything  in  the  appropriation  before  you  because  there  is 
nothing  specific  on  the  table  right  now  that  we  could  point  to  with 
certainty  that  we  know  we  are  going  to  accomplish. 

FTES 

Mr.  Porter.  How  many  actual  FTEs  did  OASH  have  in  1994*? 

Mr.  ITTEILAG.  Mr.  Chairman,  1,185  FTEs. 

Mr.  Porter.  So,  if  I  read  correctly,  you  had  855  in  1990,  947  in 
1991,  1,027  in  1992,  1,105  in  1993,  and  1,185  in  1994?  Is  that  cor- 
rect? 

Mr.  ITTEILAG.  I  believe  those  are  the  correct  figures,  Mr  Chair- 
man. 

Mr.  Porter.  So  over  the  past  five  years  or  so  you  have  gone  from 
855  to  1,185? 

Mr.  ITTEILAG.  That  is  correct,  Mr.  Chairman. 

Mr.  Porter.  How  many  do  you  project  for  fiscal  year  1995? 

Mr.  ITTEILAG.  One  thousand  and  ninety-three,  Mr.  Chairman. 
Might  I  comment  on  those  historical  figures? 

Mr.  Porter.  Sure. 

Mr.  ITTEILAG.  Mr.  Chairman,  over  a  period  of  time,  additional  re- 
sponsibilities have  accrued  to  this  account,  primarily  transfers  from 
elsewhere  in  the  Department. 

„J^^  example,  the  Office  of  Research  Integrity,  which  now  has  51 
FTEs,  was  an  entity  in  the  National  Institutes  of  Health  through 
x?T??T?^*^  ^^^  supported  by  the  PHS  agencies  in  FY  1993.  In  the 
NIH  Reauthorization  Act  of  1993,  the  Congress  provided  that  it  be- 
come an  office  within— at  the  departmental  level  within  the  Office 
of  the  Secretary.  It  has  administratively  been  assigned  to  OASH 
within  the  Public  Health  Service.  Therefore,  those  NIH  51  FTEs 
were  appropriated  to  this  account. 

Mr.  Porter.  For  1994,  right? 

Mr.  ITTEILAG.  Yes,  Mr.  Chairman,  starting  in  FY  1994. 

Mr.  Porter.  Which  is  the  year  when  it  began  to  go— it  was  still 
going  up 

Mr.  ITTEILAG.  1994  was  the  high  point. 

In  addition  to  that — and  perhaps  it  would  be  a  good  idea  to  pro- 
vide a  complete  answer  for  the  record,  because  we  can  give  you 
chapter  and  verse  on  these  transfers— we  have  an  office  called  the 
Office  of  Payment  Management,  which  was  a  departmental  office. 
This  IS  the  office  that  pays  out  all  of  our  grant  costs,  whether  we 
have  grants  to  the  States  or  to  private  nonprofit  entities  or  what- 
ever, and  it  pays  those  grants  on  behalf  not  only  of  all  of  the  Public 


24 

Health  Service  but  also  the  entire  Department  and  some  other  de- 
partments as  well. 

The  Secretary  felt  a  couple  of  years  ago  that,  because  of  the  ex- 
pertise in  the  Public  Health  Service  in  terms  of  managing  grants, 
the  Payment  Management  System  was  more  appropriately  budg- 
eted in  the  Office  of  the  Assistant  Secretary  for  Health.  That  con- 
sists of  54  FTEs,  that  were  transferred  to  this  account. 

So  we  have  a  number  of  items  like  that  that  I  can  expand  upon 
for  the  record,  and  we  can  go  back  to  the  first  year  that  you  cited 
in  that  historical  information  and  give  you  step  by  step  the  add- 
ons which  have  occurred  and  where  they  have  come  from  and  why 
they  are  now  in  the  Office  of  the  Assistant  Secretary  for  Health. 

Mr.  Porter.  Why  don't  you  do  that  for  the  record,  then? 

Mr.  Itteilag.  We  would  be  pleased  to  do  that. 

[The  information  follows:] 
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HISTORY  OF  OASH  FTEs 

Between  FY  1990  and  FY  1996,  the  OASH  FTE  level  increased  by  221 
FTEb,  from  855  in  FY  1990  to  1,076  in  FY  1996,  due  mainly  to 
organizational  transfers  into  OASH  and  the  establishment  of  new 
offices  to  respond  to  certain  high  priority  areas  in  which  PHS  has 
assumed  additional  responsibilities.   It  should  be  noted  that  since 
FY  1994,  the  first  full  budget  of  Dr.  Lee's  tenure  and  in  response 
to  the  President's  Reinventing  Government  Initiative  and 
Congressional  concerns,  the  OASH  office  has  been  reduced  by  104  FTEs 
(excluding  reimbursements)  between  FY  1994  and  FY  1995.   Further  we 
expect  additional  reductions  for  FY  1996  as  a  result  of  external 
reviews  of  two  units  (the  Administrative  Services  Center  and  the 
Division  of  Commissioned  Personnel)  involving  412  FTEs  in  FY  1995. 
The  results  of  these  reviews  are  due  in  May;  at  that  time,  more 
precise  FTE  projections  will  be  possible.   Details  of  the  major 
changes  between  FY  1990  and  FY  1996  follow: 

DIRECTLY  FUNDED  -I-47 

•  Office  of  Disease  Prevention/Health  Promotion  +6   —  The 
increase  in  staff  for  this  legislatively  established  office 
reflects  increasing  responsibilities  such  as  1)  preparing  the 
Congressional ly-required  Surgeon  General's  Report  on  Nutrition 
and  Health;  2)  implementing  the  "Put  Prevention  into  Practice" 
campaign;  3)  management  of  Healthy  People  2000  as  it  has  grown 
and  become  widely  accepted  and  working  with  the  many  states  in 
developing  their  own  Healthy  People  2000  objectives;  and  4) 
completion  of  staffing  of  the  U.S.  Preventive  Services  Task 
Force  and  development  of  the  second  edition  of  the  Clinical 
Guide  to  Preventive  Services. 

•  Office  of  Minority  Health  +59  —  The  enactment  of  the 
Disadvantaged  Minority  Health  Improvement  Act  of  1990  (P.L. 
101-527)  established  the  Office  of  Minority  Health  in  statute, 
expanding  the  functions  of  the  Office  to  include  coordination 
of  minority  health  activities  across  DHHS  and  expansion  of 
health  promotion/disease  prevention  efforts  for  minorities  and 
low-income  groups.   Congressional  action  provided  additional 
funding  to  support  staffing  required  to  comply  with  elements 
contained  in  the  legislation  such  as:  1)  implementation  of 
demonstration  grant  programs  (including  the  Minority  Male 
Initiative);  2)  increasing  interagency  coordination;  3) 
providing  technical  assistance  to  States  with  emerging  state 
offices  of  minority  health;  and  4)  providing  minority  health 
coordinators  and  staff  support  to  each  of  the  10  PHS  regional 
offices. 

•  National  Vaccine  Program  Office  +2   —  Legislatively 
established  by  Title  XXI  of  the  PHS  Act,  resources  for  the 
National  Vaccine  Program  were  appropriated  to  OASH  beginning 
in  FY  1990  in  addition  to  a  number  of  PHS  vaccine-related 
activities  going  on  in  CDC,  NIH  and  FDA.   The  positions 
allocated  to  the  NVP  were  assigned  to  the  National  Vaccine 
Program  Office  (NVPO)  and  the  PHS  agencies  responsible  for 
vaccine  work.   Of  the  FTEs  budgeted  in  the  National  Vaccine 
Program,  45%  to  50%  were  allocated  to  the  National  Vaccine 
Program  Office.   The  remainder  were  allocated  to  the  PHS 
agencies  (CDC  and  FDA)  to  respond  to  newly-emerging,  high 
priority  vaccine  initiatives  and  projects.   Additional  FTEs 
were  provided  in  FY  1991  for  development  of  the  National 
Vaccine  Plan  and  for  improved  coordination  and  direction  for 
all  vaccine-related  activities  in  the  Federal  Government.   FY 

1995  Congressional  action  transferred  26  FTEs  and  $1.4  million 
to  the  Centers  for  Disease  Control  and  Prevention.   The  FY 

1996  budget  for  NVPO  reflects  the  residual  9  FTEs  necessary 
for  overall  coordination  of  PHS  efforts  and  support  of  the 
legislatively  established  National  Vaccine  Advisory  Committee. 
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Office  of  Research  Integrity  ■t-44  —  The  Office  of  Research 
Integrity  was  established  in  OASH  in  June  1992  by  combining 
separate  offices  in  NIH  and  OASH  in  response  to  Congressional 
and  Executive  Branch  desire  to  strengthen  the  Department's 
research  integrity  policies  and  procedures.   Research 
misconduct  activities  were  removed  from  the  agencies  to  assure 
the  required  independence  from  those  being  investigated  and  to 
strengthen  the  Department's  legal  position  on  many  cases. 
The  NIH  Revitalization  Act  of  1993  mandated  the  establishment 
of  the  office,  endorsed  the  position  that  a  single  office  was 
the  most  effective  and  efficient  means  of  carrying  out  the 
functions,  and  further  required  that  the  director  report  to 
the  Secretary.   ORI  was  organizationally  located  in  OASH  to 
facilitate  administrative  management,  given  that  nearly  all 
research  integrity  activity  occurs  in  PHS. 

Office  on  Women's  Health  ■t-20  —  This  Office  was  established  in 
OASH  in  FY  1991  in  response  to  Congressional  interest  to  serve 
as  the  focal  point  within  PHS  for  the  coordination  of  women's 
health  issues  and  initiatives.   The  Administration  agreed  to 
establish  this  Office  following  introduction  of  legislation 
and  subsequent  meetings  with  House  and  Senate  leadership 
including  the  Congressional  Caucus  for  Women's  Issues. 
Congressional  action  increased  FY  1995  funding  for  the  Office, 
in  part  to  support  additional  FTEs  to  advance  the  National 
Action  Plan  on  Breast  Cancer,  to  provide  women's  health 
coordinators  in  the  10  PHS  regional  offices,  to  begin 
developing  and  implementing  an  HHS/PHS  information 
clearinghouse  on  women's  health,  to  develop  a  set  of  model 
women's  health  curricula  for  medical  schools,  to  establish  a 
Federal  Interagency  Task  Force  on  Women's  Health  and  the 
Environment,  and  to  develop  a  national  program  on  the 
prevention  of  domestic  violence  among  other  cross-cutting 
public/private  partnership  activities. 

Office  of  Emergency  Preparedness  +14  —  This  Office  was 
administratively  established  based  on  legislative  direction, 
i.e.,  the  Stafford  Act,  and  in  recognition  of  the 
Administration's  and  The  Federal  Emergency  Management  Agency's 
direction  that  the  Department  have  one  overall  entity  to 
address  national  disasters  and  other  emergencies.   The 
Secretary  has  the  final  role  in  coordinating  the  medical 
response  for  Emergency  Support  Function  #8. 

Key  partners  are  the  Federal  Emergency  Management  Agency,  the 
Department  of  Defense,  and  the  Veterans  Administration.   The 
DHHS  chairs  a  coordinating  committee  to  assure  readiness  and 
efficient  mobilization  of  a  health  response  in  emergencies. 
Responsibility  for  emergency  preparedness  functions  for  the 
entire  Department  was  delegated  from  the  Secretary  to  the 
Assistant  Secretary  for  Health  in  FY  1990.   The  unique 
authority  and  expertise  of  the  ASH  and  the  need  for  effective 
coordination  of  PHS-wide  preparedness,  response,  and  recovery 
activities  require  that  OEP  reside  at  the  level  of  the 
Assistant  Secretary  or  the  Secretary.   FTE  usage  has  increased 
to  assure  the  appropriate  management  of  the  increased 
resources  provided  to  address  more  frequent  disasters,  such  as 
Hurricanes  Andrew  and  Iniki  in  1992,  the  Midwest  Floods  of 
1993,  the  January  1994  California  Earthquake,  and  floods  in 
the  southeast  United  States  in  1994. 

Health  Policy.  Planning,  and  Evaluation  +31   —  FTEs  shown  on 
the  Health  Policy,  Planning,  and  Evaluation  budget  activity 
are  not  increases  to  the  OASH  total,  but  rather  a  realignment 
of  OASH  FTEs  from  the  Office  of  Health  Care  Reform  (22)  and 
the  Office  of  Planning  and  Evaluation  in  the  PHS  Management 
activity  (15).   This  staff  provides  essential  policy, 
planning,  and  evaluation  support  for  the  Assistant  Secretary 
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in  the  following  areas:  1)  the  radical  redesign  of  107  PHS 
programs  to  create  new  partnership  grants  set  forth  in  the  FY 
1996  budget;  2)  an  intensive  effort  to  refocus  PHS  program 
operations  in  response  to  managed-care  developments;  3)  new 
State  health  care  reforms  initiative  waiver  experiments 
(Medicaid,  AFDC)  involving  PHS  progreuns;  4)  coordination  of 
PHS  strategic  planning  efforts  in  response  to  Secretarial 
directives;  and  5)  provision  of  progreun  policy  analysis  and 
recommendations  on  substantive  public  health  matters  coming  to 
the  Assistant  Secretary  for  decision.   This  office  also 
provides  policy  coordination  in  those  program  areas  that  fall 
outside  OASH  program  offices  but  affect  more  than  one  PHS 
agency,  such  as  Indian  health  matters,  environmental  health 
issues,  children's  issues,  health  of  senior  citizens,  and 
staff  the  Assistant  Secretary  in  Cabinet-level  committees.   He 
chairs  the  Office  of  Science  and  Technology  Policy. 

•  PHS  Management  -135  —  This  is  the  only  area  of  the  OASH 
budget  that  can  be  classified  as  "middle  management"  in  the 
sense  of  layering  that  the  reinvention  process  seeks  to 
reduce.   In  fact,  it  is  the  are  that  has  experienced  the  most 
dramatic  FTE  reduction  in  FY  1994  -  FY  1995  due  to  our 
streamlining  efforts.   The  FY  1996  budget  request  for  PHS 
Management  reflects  staffing  levels  which  are  significantly 
lower  than  in  FY  1990  as  part  of  the  Administration's 
government-wide  staffing  reduction  plan  and  is  the  result  of  a 
rigorous  effort  by  the  current  Assistant  Secretary  for  Health 
to  substantially  reduce  FTEs,  administrative  costs,  and 
overhead  needed  for  managing  the  PHS.   As  a  result,  the  FTEs 
requested  in  this  area  for  FY  1996  represent  a  45%  reduction 
from  FY  1990.   The  remaining  FTEs  provide  core  staffing  in 
administrative  policy  areas  including  executive  direction, 
budget  policy,  executive  level  and  special  compensation 
personnel  areas,  equal  employment  opportunity,  and  financial 
and  procurement  policy. 

•  Streamlining  +6  —  FY  1995  Congressional  action  on  the  budget 
request  for  the  PHS  Management  budget  activity  reduced  funding 
to  the  extent  that  significant  streamlining  of  management 
positions  needed  to  occur  in  FY  1995  and  FY  1996.   The 
streamlining  FTEs  reflect  the  estimated  FTE  usage  accumulated 
by  employees  prior  to  their  anticipated  separation  from  OASH 
in  FY  1996. 

PHS  SERVICE  AND  SUPPLY  FUND  (Revolving  Fund>  -t-lPg;   This  fund  is 
legislatively  established  (42  U.S.C.  231)  and  is  used  when  common 
services  activities  are  carried  out  on  a  consolidated  basis,  for  the 
PHS  agencies  and  other  customers,  to  effect  maximum  efficiency  and 
economy.   These  service  functions  are  separate  and  distinct  from  the 
management  functions  (in  PHS  Management  above)  of  the  Assistant 
Secretary  for  Health.   The  FTE  increases  result  from  the  following: 

•  Payment  Management  System  (54  FTEs):   This  activity,  which 
makes  over  $150  billion  in  grant  and  contract  payments  for  PHS 
and  several  other  Federal  entities  both  within  and  outside  of 
DHHS,  was  transferred  in  FY  1993  from  the  Office  of  the 
Secretary.   This  activity  was  transferred  because  the  vast 
majority  of  the  DHHS  grants  and  contracts  are  in  PHS.   No 
changes  were  made  in  management  and  billing  procedures  as  a 
result  of  this  transfer. 

•  Parklawn  Services  (306  FTEs>;   This  is  an  aggregation  of 
several  service  functions  in  suburban  Maryland  where  PHS  owns 
or  leases  space  in  150  buildings.   The  major  FTE  increases 
have  occurred  for  the  following  reasons: 
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-  The  Telecommunications  Improvement  Project  (TIP),  which 
centrally  manages  the  telecommunications  services  for 
all  PHS  components  in  the  Maryland  suburbs  including  the 
NIH  campus,  began  in  FY  1993  and  required  10  additional 
FTEs.   This  sta£f  oversees  the  entire  telecommunications 
program,  including  the  requesting  of  highly  complex  and 
technical  services  and  equipment  from  the  contractor, 
billing  procedures,  planning  for  data  and  voice 
transmission  requirements,  and  other  aspects.   This 
project  alone  is  expected  to  save  the  Federal  government 
over  $50  million  over  7  years  through  centralization  and 
economies  of  scale. 

-  Increased  procurement,  contracting,  and  lease 
negotiation  workload  for  customers  outside  OASH  — 
workload  grew  by  as  much  as  30  percent  over  a  two-year 
period,  requiring  an  additional  15  FTEs.   This  increased 
workload  had  previously  been  addressed  in  other  more 
costly  ways,  i.e.  overtime  for  existing  staff  or 
contracting  for  costs  analysts,  both  of  which  are  far 
more  expensive  than  employing  additional  Federal  staff. 

•  Division  of  Commissioned  Personnel  (DCP)  (106  FTEs);   The  DCP 
provides  a  centrally  managed  payroll  and  personnel  system  for 
approximately  6,500  active  duty,  6,400  inactive  reserve,  3,000 
retired  PHS  Commissioned  Officers,  and  500  annuitants. 
Officers  serve  in  every  PHS  agency,  the  Bureau  of  Prisons,  the 
Environmental  Protection  Agency,  the  Coast  Guard,  and  the 
Health  Care  Financing  Administration. 

In  FY   1993,  6  FTEs  supported  by  the  Indian  Health 
Service  (IHS)  were  transferred  from  IHS  to  perform 
payroll  administration  and  support  functions  on  behalf 
of  IHS,  which  has  more  commissioned  officers  than  any 
other  agency. 

Also  in  FY  1993,  an  additional  5  FTEs  were  required  to 
comply  with  requirements  in  the  Defense  Authorization 
Act  that  all  housing  and  quarters  allowances  be  audited 
annually  for  all  uniformed  officers. 

In  FY  1994,  14  FTEs  were  transferred  to  DCP  from  the 
Health  Resources  and  Services  Administration  to 
administer  the  Beneficiary  Medical  Program  (BMP).   The 
BMP  pays  for  dental  and  civilian-sector  medical  care  for 
active  duty  officers  and  their  dependents  in  PHS  and  the 
National  Oceanic  and  Atmospheric  Administration.   In  an 
arena  where  data  collection  and  speed  of  administrative 
actions  are  essential  to  success,  the  efficiency  and 
economy  of  effort  increased  with  this  transfer.   This 
consolidates  all  service  functions  for  the  Commissioned 
Corps  in  one  organization. 

Outside  studies  of  the  Administrative  Services  Center  and  the 
Division  of  Commissioned  Personnel  are  due  in  May  to  make 
further  recommendations  on  streaunlining  and  the  potential  for 
franchising/contracting  out.   This  will  permit  more  precise 
FTE  projections  for  FY  1996. 

REIMBURSEMENTS  •t-65 

•  International  Health  •*-33  —  The  core  staff  in  International 
Health  is  7  FTEs.  All  other  staff  are  reimbursable  FTEs  to 
support  activity  commissioned  in  cooperative  health 
relationships  between  the  Office  of  International  Health  and 
the  Department  of  State  and  the  Agency  for  International 
Development  (AID).   As  the  result  of  rapidly  moving 
international  events  and  related  forces,  particularly  in 
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Central  Europe,  the  Newly  Independent  States,  and  Subsaharan 
Africa,  PHS  has  been  requested  to  provide  its  health  expertise 
to  program  efforts  of  new  agencies.   Specific  projects  which 
are  new  or  expanded  during  this  time  period  include; 

-  Cooperation  with  India  to  assist  in  establishing  their 
National  Institute  of  Biologies  to  assure  efficacy  and 
safety  of  vaccines; 

-  Cooperation  with  the  Newly  Independent  States  of  the 
former  Soviet  Union  to  assist  in  improving  their  vaccine 
production  and  quality  control,  particularly  for 
children's  vaccines; 

-  Health  and  Human  Resources  Analysis  for  Africa  Project 
for  improving  health,  particularly  children's  health,  in 
that  continent;  and 

-  Government-to-Government  program  of  cooperation  in 
health  involving  activities  of  the  U.S. -Russian  Health 
Committee  under  the  Gore-Chernomyrdin  Joint  Commission 
on  Economic  and  Technological  Cooperation. 

Refugee  Health  +4  —  These  reimbursable  FTEs  provide  medical 
and  mental  health  care  services  and  certain  other  related 
services  to  detained  aliens  for  the  Immigration  and 
Naturalization  Service's  Health  Care  Program,  as  provided  by 
Section  412  of  the  Immigration  and  Nationality  Act  as  Amended, 
Section  501c  of  the  Refugee  Education  Assistance  Act  of  1980, 
and  Section  325  of  the  Public  Service  Act. 

Other  Reimbursements  -*-28  —  These  reimbursable  FTEs  include  6 
FTEs  to  carry  out  personnel  functions  for  the  Agency  for 
Health  Care  Policy  and  Research,  following  its  establishment 
in  FY  1990;  4  FTEs  to  assist  the  Surgeon  General  in  carrying 
out  special  program  initiatives  of  interest  to  the  Surgeon 
General;  6  FTEs  to  carry  out  evaluation  functions;  and  12  FTEs 
for  mutually  agreed  upon  interagency  agreements  with  PHS 
agencies  and  other  Federal  Departments  for  a  variety  of 
projects  which  are  beneficial  to  both  parties,  such  as  the 
detail  of  commissioned  officers  to  the  Department  of  Defense, 
the  Department  of  Energy,  agreements  with  the  Indian  Health 
Service  for  procurement  and  other  administrative/management 
assistance,  and  agreements  with  the  Food  and  Drug 
Administration  and  the  National  Institutes  of  Health  for  EEC 
functions. 
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OASH  FUNCTIONS 


Mr.  Porter.  Let's  get  to  the  fundamental  question  we  want  to 
address  with  OASH.  You  have  over  a  thousand  FTEs.  They  essen- 
tially fill  middle-management  functions.  According  to  the  report 
you  submitted  last  year,  over  half  of  the  agency  personnel  are  at 
grade  GS-12  or  above. 

According  to  the  information  you  gave  us  last  year  also,  OASH 
has  14  Deputy  Assistant  Secretary  positions.  It  also  has  six  Special 
Assistants  at  grades  GS-15  or  above. 

When  I  look  at  the  things  you  do,  from  the  core  central  manage- 
ment activities  to  the  program  activities,  I  don't  see  anything  that 
OASH  does  that  isn't  duplicative  of  another  program  at  the  Depart- 
ment or  can't  be  done  either  at  the  level  of  the  Office  of  Secretary 
or  by  the  agencies  themselves. 

As  an  example,  the  justification  describes  the  purpose  of  the  Of- 
fice of  Minority  Health  as  serving  a  catalytic  coordinative  advocacy 
and  policy  development  role. 

The  functions  of  the  Office  on  Physical  Fitness  could  certainly  be 
performed  in  the  private  sector.  Many  already  are. 

The  Office  of  Research  Integrity  could  be  located  as  a  higher 
level  in  the  Department. 

The  Office  of  Emergency  Preparedness  could  be  administered  by 
HRSA. 

There  is  even  one  coordinating  office  at  OASH  coordinating  the 
activities  of  another  coordinating  ofiice  at  OASH.  That  is,  the  Na- 
tional AIDS  Program  Office  coordinates  the  AIDS  activities  of  the 
Office  of  Minority  Health. 

My  staff  has  spoken  privately  to  many  of  your  constituents,  both 
in  government  and  out  of  government,  and  the  unanimous  reaction 
of  these  constituents,  privately  at  least,  is  that  OASH  is  super- 
fluous to  the  operation  of  the  Public  Health  Service.  Observers  say 
that  OASH  personnel  are  too  removed  from  the  field  to  know  and 
understand  important  issues.  And  yet,  because  the  OASH  reports 
to  the  Secretary,  it  cannot  effectively  or  efficiently  impact  the  deci- 
sion-making process. 

These  are  serious  indictments.  Dr.  Lee,  but  I  am  struck  by  the 
universality  of  the  response  of  the  people  that  we  have  asked.  So 
tell  us  in  your  opinion  which  of  the  OASH  functions  cannot  be  per- 
formed at  another  level  within  the  Department. 

Dr.  Lee.  The  OASH  is  an  office  which  reports  to  the  Secretary. 
In  the  last  year,  we  looked  at  the  management  functions.  We  are 
now  reviewing  the  areas  remaining. 

Some  of  these  offices  are  mandated  by  the  Congress  to  be  in 
OASH,  and  we  are  carrying  out  those  mandates  of  the  Congress. 

Mr.  Porter.  I  realize  that  we  are  often  the  problem. 

Dr.  Lee.  I  wouldn't  say  often.  Over  the  next  six  to  nine  months, 
we  will  be  looking  at  those  functions  that  can  in  fact  be  carried  out 
more  efficiently  through  staff  offices  in  the  Office  of  the  Secretary. 
There  are  some  functions  now  where  we  do  that — the  General 
Counsel  and  in  the  area  of  legislation,  the  positions  are  funded  by 
OASH,  but  in  fact,  are  serving  the  Assistant  Secretary  for  Legisla- 
tion. 
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We  will  be  reviewing  those  in  coordination  with  the  Secretary's 
office,  particularly  in  light  of  the  fact  that  at  the  end  of  this  month, 
the  Social  Security  Administration  will  no  longer  be  part  of  the  De- 
partment of  Health  and  Human  Services. 

With  respect  to  those  functions  that  could  be  in  the  Secretary's 
Office,  the  Office  of  Research  Integrity  is  designated  as  in  the  Sec- 
retary's Office.  We  provide,  in  a  sense,  the  support  for  it  in  our 
budget,  but  in  fact.  Congress  put  ORI  in  the  Office  of  the  Secretary 
via  the  NIH  Reauthorization  Act.  We  carry  ORI  in  our  budget. 

Other  functions,  such  as  minority  health,  include  grant  manage- 
ment functions  which  could  be  performed  in  the  agencies. 

If  we  look  at  women's  health,  certain  things  need  to  be  coordi- 
nated across  the  Department.  Those  could  be  coordinated  from  the 
Secretary's  Office  or  from  the  Assistant  Secretary's  Office.  We  will 
be  looking  at  those  over  the  next  six  to  nine  months. 

Certain  other  programs  were  established  by  Presidential  Execu- 
tive Orders,  such  as  the  President's  Council  for  Physical  Fitness 
and  Sports,  that  was  established  in  the  Eisenhower  administration. 
We,  again,  are  carrying  out  those  functions  established  through  Ex- 
ecutive Orders. 

We  are  also  looking  at  the  Office  of  Disease  Prevention  and 
Health  Promotion,  again  another  Congressionally  mandated  office. 
Some  of  those  functions  have  to  be  at  the  Secretary's  level,  either 
at  OASH  or  at  the  level  of  the  Secretary,  because  we  are  working 
with  hundreds  of  public  and  private  organizations,  including  the 
States.  But  some  of  those  office  functions  could  be  at  CDC. 

Some  of  the  planning  and  evaluation,  policy  investment  functions 
could  be  in  the  Office  of  the  Assistant  Secretary  for  Planning  and 
Evaluation.  We  will  be  looking  at  that  over  this  period  of  time,  but 
I  think  that  there  are  various  of  these  management  and  support 
functions  that  also  have  to  be  performed. 

Another  program  function,  the  Office  of  Emergency  Prepared- 
ness, you  could  put  administratively  in  HRSA,  but  you  have  to 
have  the  coordination  of  the  Secretary  or  OASH,  because  it  in- 
volves, in  an  emergency,  CDC,  SAMHSA,  HRSA,  and  very  often, 
the  Defense  Department  and  the  Veterans  Administration.  We  are 
responsible  for  the  coordination  of  the  public  health  and  medical 
care  response  in  national  disasters.  And  to  put  that  in  an  agency 
would  make  the  coordination,  which  has  been  very  effective  the  last 
few  years  under  Frank  Young's  leadership,  much  more  difficult. 

Mr.  Porter.  Dr.  Lee,  OASH  kind  of  reminds  us  of  the  old  IBM — 
hugely  burdened  with  middle-management  executives  that  every- 
body in  business  realized  had  to  go  or  the  company  was  gone.  A 
giant  on  its  way  down  and  out.  And,  luckily,  they  reformed  them- 
selves and  got  rid  of  their  middle-management  belt  line  and  have 
become  once  again  a  competitive  company. 

This  government  is  streamlining.  The  American  people  demand 
it.  We  see  you  as  kind  of  the  bad  example  at  the  moment  in  defi- 
nite need  of  streamlining  and  reformation  and  reorganization.  We 
thought  we  had  sent  you  a  very  good  message  last  year  that  this 
had  to  be  done.  We  don't  think  that  you  really  made  any  significant 
progress  on  it — although  maybe  I  am  wrong  on  that. 

I  will  tell  you  right  now  that  it  may  be  that  people  think  the  old 
ways  of  coming  before  the  Appropriations  Committee — they  can't 
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change  anything,  they  can  only  deal  with  dollars  and  we  can  get 
the  Senate  to  correct  it — that  isn't  going  to  happen  in  this  cycle. 
A  lot  of  the  authorizing  is  going  right  through  the  appropriations 
process.  And  changes  will  be  made  here  that  will  be  sent  in  the 
overall  bill  to  the  President  that  normally  would  happen  in  author- 
izing. It  will  happen  in  appropriations. 

And  we  do  definitely  want  to  meet  with  you  again  in  May.  We 
want  to  see  what  your  ideas  are  then.  And  we  definitely  want  to 
see  a  good  deal  of  progress. 

Ms.  Pelosi. 

NATIONAL  women's  HEALTH  CLEARINGHOUSE 

Ms.  Pelosi.  Thank  you  very  much,  Mr.  Chairman. 

Mr.  Chairman,  first  I  want  to  add  my  welcome  to  Dr.  Lee.  Every 
chance  I  get  I  want  to  say  how  proud  I  am  as  a  San  Franciscan 
and  a  Califomian  that  Dr.  Lee  is  where  he  is.  I  think  people  of  our 
country  are  very  fortunate  to  have  a  person  of  his  distinction,  his 
experience  and  his  knowledge  serving  the  people  of  our  country. 

I  particularly  want  to  commend  you,  Mr.  Secretary,  for  your 
work  in  the  management  improvements  that  you  are  trying  with 
the  reinvention  of  government,  as  well  as  some  specifics  that  you 
are  achieving — the  breast  cancer  action  plan  and,  for  the  NIH,  re- 
search finding  related  to  the  gene  responsible  for  breast  cancer. 

I  particularly  want  to  point  out  the  white  paper,  "Effectiveness 
of  Substance  Abuse  Treatment."  I  note  from  your  statement  when 
you  mentioned  that  $1  spent  on  substance  abuse  prevention  treat- 
ment saves  $7  in  other  costs  to  society — of  course  not  even  men- 
tioning the  cost  to  the  quality  of  life  of  the  individuals,  which  is 
most  important. 

I  want  to  ask  a  couple  of  budget  questions  and  then,  with  the 
Chairman's  indulgence,  go  from  there.  Your  budget  request  in- 
cludes $2.6  million  for  the  Office  of  Women's  Health.  So  many  of 
us  in  Congress,  particularly  women,  were  so  pleased  with  this  ini- 
tiative. Will  this  level  of  funding  be  sufficient  to  fund  the  National 
Women's  Health  Clearinghouse? 

And  addressing  the  Chairman's  mention  of  centralization  at  your 
office,  will  the  proposed  level  of  funding  be  sufficient  to  fund  re- 
gional coordinators  in  all  regions? 

Dr.  Lee.  We  are  planning  to  fund  regional  women's  health  coor- 
dinators. We  have  sufficient  funding  to  fund  five  regional  coordina- 
tors. We  may  have  some  people  serve  more  than  a  single  region. 

On  the  clearinghouse,  let  me  ask  Dr.  Susan  Blumenthal. 

Dr.  Blumenthal.  We  have  begun  plans  to  develop  a  clearing- 
house, but  at  this  time  we  don't  have  sufficient  funds  for  a  Na- 
tional Women's  Health  Clearinghouse  which  would  bring  together 
in  a  coordinated  way  all  of  the  information  that  is  developed  in  the 
Public  Health  Service  agencies— the  NIH,  CDC,  FDA,  SAMHSA— 
and  make  it  available  through  a  "1-800-4-WOMEN"  number. 
Women  across  the  country  could  call  in,  get  information  they  need 
about  a  health  question,  and  be  linked  to  resources  in  their  States 
and  communities  for  more  information  and  for  available  treatment 
services.  This  clearinghouse  service  is  something  we  think  would  be 
great  for  women. 

Ms.  Pelosi.  But  there  is  not  enough  funds  in  the  budget  request? 
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Dr.  Blumenthal.  As  you  know,  we  are  leveraging  limited  re- 
sources through  public-private  partnerships.  We  work  with  all  the 
agencies  of  the  Public  Health  Service  to  synergize  and  to  catalyze 
activities,  work  with  other  agencies  of  government,  and  with  the 
public  and  private  sector  to  achieve  our  goals. 

So  we  will  look  for  public-private  partnerships  to  support  the 
Clearinghouse  if  sufficient  funds  are  not  included  in  our  own 
budget. 

BREAST  CANCER 

Ms.  Pelosi.  Well,  I  certainly  hope  you  will  be  able  to  achieve  the 
goals,  because  I  know  that  many  women  in  America  pin  their 
hopes  on  the  success  of  the  clearinghouse  as  well  as  the  PHS  Office 
on  Women's  Health.  I  thank  you  for  your  leadership. 

Mr.  Secretary,  through  the  goodness  of  our  Chairman,  last  week 
we  had  a  very  exciting  panel  of  Nobel  laureates,  and  among  them 
was  our  own  Dr.  Bishop  from  San  Francisco.  At  that  time — follow- 
ing up  on  my  question  on  breast  cancer,  I  took  the  occasion  to  ask 
him  about  environmental  causes  of  breast  cancer  and  how  we  can 
more  fully  address  that  issue. 

We  had  talked  about  diet  and  heredity  and  all  the  rest  in  terms 
of  women's  disposition  to  breast  cancer.  Far  be  it  from  me  to  try 
to  characterize  what  he  said,  but  I  think  what  he  said  was  that  en- 
vironmental causes  are  probably  significant,  but  we  will  learn  more 
about  the  probable  environmental  causes  by  increasing  and  inten- 
sifying our  research  in  the  laboratory  and  seeing  what  the  environ- 
ment may  do  to  genes  in  addition  to  whatever  research  we  do  on 
the  environment  and  any  changes  in  the  environment  that  have  led 
to  the  increase  we  have  seen  in  breast  cancer. 

Do  you  see  any  prospects  for  such  research  that  talk  not  only 
about  diet,  et  cetera,  and  the  genetic  situation,  but  also  the  re- 
search on  environmental  causes  of  breast  cancer? 

Dr.  Lee.  There  are  some  specific  studies  that  the  National  Can- 
cer Institute  is  doing.  The  Long  Island  epidemic,  for  example 

Ms.  Pelosi.  Thanks  to  our  colleague,  Congresswoman  Lowey, 
who  called  for  that  study. 

Dr.  Lee.  That  is  a  new  initiative,  and  I  think  it  is  that  kind  of 
effort — in  addition  to  the  kind  of  thing  that  Mike  Bishop,  men- 
tioned— that  is  going  to  help  us.  It  is  a  combination  of  the  environ- 
mental factors,  whether  it  is  diet  or  whether  it  is  some  other  fac- 
tors in  the  environment.  But  the  most  obvious  one,  of  course,  in  re- 
lation to  cancer,  is  cigarettes  and  lung  cancer.  That  also  contrib- 
utes to  many  other  forms  of  cancer. 

We  have  radiation,  radon  and  uranium.  We  have  very  clear  rela- 
tionships. In  breast  cancer,  the  relationships  are  much  less  obvious, 
so  we  have  to  do  longer-term,  multifaceted  studies.  It  can't  just  be 
one  factor  in  the  environment.  It  is  probably  three  or  four  things 
interacting  with  each  other  and  the  human  biology  or  genetics. 

Of  course,  we  are  making  very  significant  progress  with  things 
like  the  development  of  the  breast  cancer  gene  where,  although 
that  will  directly  benefit  a  limited  number  of  women,  the  advances 
will  help  us  then  take  a  step  forward  from  there  to  learn  more 
about  these  environmental  and  biological  interactions  in  relation  to 
breast  cancer. 
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Ms.  Pelosi.  I  appreciate  that,  and  I  once  again  want  to  commend 
you  for  the  cloning  of  the  gene  responsible  for  breast  cancer. 

As  you  may  know,  when  Representative  Lowey's  area  came  up 
highest,  unfortunately,  on  that  chart  of  the  incidence  of  breast  can- 
cer, she  was  able  to  get  an  authorization  for  this  study  to  be  made. 
Unfortunately  for  us,  our  area,  the  Bay  area  of  San  Francisco,  is 
now  the  number  one  area  in  the  world.  We  have  replaced  Long  Is- 
land, unfortunately — it  is  unfortunate  all  around. 

And  I  don't  know  what  the  possibilities  are  for  an  authorization 
of  such  a  study,  but  listening  to  my  Chairman  on  how  strong  a  role 
the  Appropriations  Committee  is  going  to  take  in  these  decisions, 
perhaps  that  is  something  we  could  talk  about,  the  demonstration 
of  the  usefulness  of  such  a  study,  to  compare  the  two. 

When  I  was  saying  environment,  I  was  thinking  beyond  environ- 
ment of  our  homes  but  the  whole  environment. 

Dr.  Lee.  There  were  earlier  studies  which  suggest  that  with  the 
refineries  and  all  the  facilities  there,  that  environment  plays  a  role 
in  the  increased  incidence  of  cancer.  And  that  is  certainly  some- 
thing. If  there  is  a  problem  with  either  a  cluster  or  a  geographic 
area,  we  should  be  looking  into  it. 

Ms.  Pelosi.  Thank  you,  Dr.  Lee. 

Thank  you,  Mr.  Chairman. 

Mr.  Porter.  Thank  you,  Ms.  Pelosi. 

Mr.  Istook. 

streamlining 

Mr.  Istook.  Thank  you,  Mr.  Chairman,  Dr.  Lee. 

Did  I  understand — the  Chairman,  of  course,  was  emphasizing  the 
need  for  structural  changes,  including  downsizing,  as  part  of  that. 
If  I  understood  correctly  your  response  is — and  please  correct  me 
if  I  am  inaccurate  on  that.  You  mentioned  that  with  some  things 
like  Social  Security  Administration  changes,  there  were  some  re- 
ductions forthcoming. 

But  if  I  understand  you  correctly,  even  though  you  have  known 
of  those  changes  for  several  months,  you  said  it  is  going  to  be  six 
to  nine  months  just  to  take  a  look  at  restructuring  or  downsizing. 
What  really  is  your  timetable? 

Dr.  Lee.  We  are  in  the  process  now  of  looking  at  these  relation- 
ships, and  we  have  been  a  part  of  the  Vice  President's  reinvention 
process.  It  is  now  in  Phase  II.  And  he  has  asked  us  to  look  very 
fundamentally  at  the  office.  Is  this  an  essential  Federal  function? 
If  it  is,  then  how  is  it  best  performed?  Can  you  do  it  more  effi- 
ciently? And  then  at  what  level  should  it  be  performed? 

We  are  taking  a  very  active  look  at  this.  And  if  we  report  back 
to  you  in  May,  we  will  have  some  things  to  report  to  you  then  or 
certainly  by  July.  These  are  not  simple  issues  to  resolve. 

As  you  Imow,  we  have  been  working  on  streamlining  and  making 
some  significant  improvements  over  the  past  year  or  more.  And 
currently  we  are  looking  at  this  very  actively.  I  gave  that  as  kind 
of  an  outside  dimension.  We  would  be  coming  back  and  making 
some  very  specific  recommendations. 

Mr.  Istook.  I  know,  of  course,  from  experience  that  sometimes 
the  speed  with  which  something  is  handled  is  often  a  function  of 
the  resolve  and  the  commitment  to  it  rather  than  the  complexity 
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of  it.  And  certainly  because  this  committee  is  going  to  be  having 
to  make  recommendations  certainly  by  June — and  if  you  have  any 
that  are  after  that,  it  may  be  a  little  too  late.  We  may  have  made 
some  decision  for  you  already. 

And  certainly  I  know  all  of  us  would  like  to  have  your  input  to 
make  sure  that  cuts  that  have  to  be  made  are  made  in  the  proper 
fashion,  rather  than  interfering  with  any  sort  of  essential  service. 

Dr.  Lee.  With  the  Vice  President's  effort  in  mind,  I  would  say 
there  is  a  very  high  priority  within  the  Administration  in  this  area. 
We  clearly  have  this  committee's  interest.  We  also  have  very  strong 
interest  on  the  part  of  the  administration. 

SURGEON  GENERAL 

Mr.  ISTOOK.  Can  you  tell  me — ^because  I  think  the  organizational 
chart,  of  course,  involves  your  office — what  is  it  that  the  Surgeon 
General  and  the  Surgeon  General's  Office  does  that  you  or  others 
cannot  do? 

Dr.  Lee.  Currently  the  Surgeon  General  is  the  senior  officer  in 
the  PHS  Commissioned  Corps.  I  am  not  a  Commissioned  Officer. 

Mr.  ISTOOK.  You  could  be  appointed  one,  which  I  think  is  the 
routine  way  of  appointing  a  Surgeon  General,  commissioning  him 
at  the  same  time. 

Dr.  Lee.  There  has  been  one  Assistant  Secretary  who  also  served 
as  the  Surgeon  General,  Dr.  Julius  Richmond.  My  own  view  is  that 
the  workload  in  the  Office  of  the  Assistant  Secretary  is  such  that 
if  you  add  to  the  responsibilities  directly  of  the  Assistant  Secretary, 
which  would  include  the  spokesperson  role  which  Dr.  Koop  devel- 
oped to  such  a  high  art,  it  would  make  cariying  out  the  other  func- 
tions extremely  difficult. 

The  Surgeon  General  does  oversee  the  Commissioned  Corps  di- 
rectly, and  has  traditionally,  since  Dr.  Koop's  tenure,  been  in  a 
sense,  an  independent  voice  on  key  issues  of  public  health  concern, 
whether  it  was  smoking  or  the  AIDS  epidemic  which  were  two  of 
his  areas. 

I  think  those  functions — in  fact,  could  be  combined  in  the  Office 
of  the  Assistant  Secretary,  and  that  is  something  we  can  certainly 
look  at  and  report  back  to  you  in  this  process.  My  own  view,  cur- 
rently, is  that  the  workload  would  make  that  very  difficult  to  add 
to  the  direct  duties  of  the  Assistant  Secretary. 

Mr.  ISTOOK.  As  a  practical  matter,  are  the  decisions  in  overseeing 
the  Commissioned  Corps  actually  handled  by  the  Surgeon  (General 
or  someone  else  to  whom  it  is  delegated? 

Dr.  Lee.  Well,  the  staff  reports  to  the  Surgeon  Greneral.  There  is 
a  personnel  staff  that  handles  operational  matters,  assignments 
and  things  of  that  sort  and  evaluates  performance.  So  there  is  a 
staff  office.  We  have  how  many  people  in  that  office,  Harell,  now — 
105  people  in  the  office  that  oversee  and  handle  those  personnel 
matters  that  relate  to  the  Commissioned  Corps. 

Mr.  ISTOOK.  So,  really,  that  load  is  really  taken  off  the  shoulders 
of  the  Surgeon  General  so  that  the  Surgeon  General  is  really  freed 
up  to  handle  mostly  what  you  mentioned  as  the  spokesperson? 

Dr.  Lee.  More  or  less,  that  is  true. 

Mr.  ISTOOK.  And,  of  course,  I  am  trying  to  think  of  any  other 
place  in  government  where  we  have  somebody  that  is  hired  in  es- 
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sence  to  do  a  public  relations  function  at  that  level.  Are  you  aware 
of  any? 

Dr.  Lee.  I  wouldn't  call  it  a  public  relations  function,  but  I  don't 
think  any  other  department  has  someone  like  the  Surgeon  General. 
The  Surgeon  General,  of  course,  in  the  Army,  Navy  and  Air  Force 
serves  a  rather  different  purpose  in  those  departments  and  in  those 
services. 

Mr.  ISTOOK.  Well,  I  am  not  sure  what  is  the  difference  between 
a  spokesperson  and  a  PR  person.  I  do  know,  for  example,  recently 
Senator  Joseph  Biden  said — and  these  are  his  words — we  could 
eliminate  it,  and  the  lives  of  Americans  aren't  going  to  fundamen- 
tally change. 

And  when  we  are  looking  at  ways  that  we  can  improve  this  gov- 
ernment and  make  funding  decisions  that  aren't  going  to  cause  det- 
riment to  people,  if  we  can  do  something  that  doesn't  make  any 
fundamental  change,  I  would  certainly  think  this  is  one  that  we 
could  look  at. 

As  you  mentioned,  of  course,  previously,  during  the  Carter  Ad- 
ministration, the  person  that  occupied  your  position  wore  both  hats 
and  functioned  also  as  the  Surgeon  General.  But  I  am  still  not 
sure — I  guess,  spokesperson  is  about  as  much  definition  as  anybody 
can  put  on  what  the  Surgeon  General  actually  does. 

Dr.  Lee.  If  the  Surgeon  General  nominee  is  confirmed  by  the 
Senate,  the  Surgeon  General  would  in  fact  play  a  significant  role 
on  the  executive  team  in  our  office,  in  addition  to  the  spokesperson 
role  in  terms  of  the  policies  of  the  Public  Health  Service  and  in 
major  areas  of  responsibility  and  leadership  relating  to  public 
health  issues  in  general. 

Mr.  ISTOOK.  We  have  had  a  vacancy  for  a  period  of  time.  Who 
is  handling  that  function  and  who  is  overseeing  the  Commissioned 
Corps  now? 

Dr.  Lee.  The  Acting  Surgeon  General  is  Dr.  Audrey  Manley,  a 
career  public  health  officer. 

Mr.  ISTOOK.  Before  the  resignation  of  Dr.  Elders,  Dr.  Manley  was 
performing  the  same  duties  in  overseeing  the  Commissioned  Corps? 

Dr.  Lee.  No,  Dr.  Antonia  Novello  was  the  Surgeon  General  prior 
to  Dr.  Elders. 

Mr.  ISTOOK.  I  am  talking  about  before  Dr.  Elders's  resignation. 
You  are  talking  about  Dr.  Manley  that  is  Acting  Surgeon  General. 
During  the  time  that  Dr.  Elders  was  Surgeon  General 

Dr.  Lee.  During  most  of  that  time.  Dr.  Manley  was  the  Deputy 
Surgeon  General. 

Mr.  ISTOOK.  Yes.  And  she  was  the  one  to  whom  was  delegated 
this  oversight  of  the  commission? 

Dr.  Lee.  Much  of  that,  yes. 

Mr.  ISTOOK.  So,  really,  as  far  as  taking  care  of  any  formal  or 
legal  duties,  this  is  the  person  to  whom  it  was  delegated  under 
Joycelyn  Elders,  who  is  still  handling  that  today. 

Dr.  Lee.  Correct. 

Mr.  ISTOOK.  Which  is  just — as  you  understand,  I  am  just  trying 
to  establish  the  point  that  those  particular  duties,  though  by  law 
they  may  devolve  to  the  Surgeon  General,  by  practice  are  not  really 
performed  by  the  Surgeon  General. 

Dr.  Lee.  They  can  be  delegated,  absolutely. 
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Mr.  ISTOOK.  I  thank  you,  Dr.  Lee. 
Thank  you,  Mr.  Chairman. 
Mr.  Porter.  Thank  you,  Mr.  Istook. 
Mrs.  Lowey. 

OFFICE  ON  women's  HEALTH 

Mrs.  Lowey.  Thank  you,  Mr.  Chairman. 

Welcome,  Dr.  Lee,  Doctors,  members  of  the  panel.  I  strongly  sup- 
port the  Public  Health  Service  and  the  work  you  do  in  your  office. 
As  you  said  in  your  statement,  you  are  responsible  for  the  protec- 
tion and  improvement  of  the  health  of  all  the  American  people,  and 
that  is  quite  a  responsibility.  I  know  you  do  a  remarkable  job,  and 
I  just  want  to  thank  you  and  your  entire  staff. 

Some  of  my  colleagues  on  the  subcommittee  may  be  unfamiliar 
with  the  work  that  the  Office  of  Women's  Health  does  and  the  im- 
portant role  that  it  plays  within  the  Department  and  the  commu- 
nity in  improving  women's  health. 

Your  testimony  covers  the  important  work  the  office  has  already 
conducted.  I  wonder  if  you  or  Dr.  Blumenthal  could  elaborate  on 
the  role  the  Office  of  Women's  Health  plays  in  leveraging  support 
from  outside  the  government  for  programs  that  benefit  women's 
health.  Could  you  again  elaborate  on  the  office's  role  in  promoting 
the  breast  cancer  plan?  And,  finally,  could  you  discuss  the  office's 
plans  for  future  activities. 

Dr.  Lee.  Yes,  I  would  like  to  ask  Dr.  Blumenthal  to  elaborate. 
There  are  several  areas  where  she  has  taken  the  initiative,  for  ex- 
ample, with  private  foundations,  to  develop  joint  ventures,  working 
with,  interestingly  enough,  the  CIA  as  well  as  outside  organiza- 
tions on  developing  new  methodologies  for  breast  cancer  screening. 

The  National  Breast  Cancer  Action  Plan  itself  involves,  of  course, 
a  mobilization  of  outside  groups.  I  would  just  like  to  have  Dr. 
Blumenthal  briefly  describe  some  of  those  activities.  But  the  in- 
volvement of  the  outside  organizations  is  almost  as  important  as 
the  internal  coordination. 

Mrs.  Lowey.  Actually,  that  is  exactly  what  I  was  referring  to. 
Congresswoman  Pelosi  mentioned  our  activity  in  the  area  of  invest- 
ments in  breast  cancer  research,  and  I  think  it  is  very  important 
for  our  colleagues  to  understand  that  this  is  really  cost  effective. 
With  your  coordination,  you  are  really  bringing  in  the  private  sec- 
tor, making  sure  that  we  are  utilizing  all  the  resources  at  our  dis- 
posal. 

Thank  you. 

Dr.  Blumenthal.  Thank  you  very  much.  And  thank  you,  Con- 
gresswoman Lowey,  for  your  leadership  in  women's  health,  and  to 
you,  Mr.  Chairman,  for  your  support  of  eating  disorders  and  really 
bringing  this  issue  to  public  and  scientific  attention.  Because  it  is 
an  understudied  area,  young  women  are  now  suffering  at  double 
the  rate  they  did  in  the  previous  decade. 

The  Public  Health  Service's  Office  on  Women's  Health  was  estab- 
lished in  1991  during  the  Bush  Administration  because  it  was  rec- 
ognized that  there  were  long-standing  inequities  in  the  health  of 
women,  that  most  of  the  research  studies  that  had  been  conducted 
were  done  only  on  men,  that  women  had  inadequate  access  to  life- 
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saving  treatment  and  preventive  services,  and  that  this  had  put 
the  health  of  American  women  at  risk. 

Our  office  coordinates  research,  health  care  service  delivery,  and 
public  and  health  care  professional  education  activities  across  the 
agencies  of  the  Public  Health  Service,  including  NIH,  CDC,  FDA, 
SAMHSA,  and  others,  and  also  with  other  agencies  of  government 
and  with  the  public  and  private  sector. 

Let  me  give  you  several  examples  of  how  we  are  leveraging  our 
small  budget  to  undertake  activities  that  we  hope  will  have  far- 
reaching  effects  on  improving  the  health  of  our  Nation's  women. 

The  first  is  the  National  Breast  Cancer  Action  Plan.  This  action 
plan  was  put  into  place  at  the  request  of  the  President  by  Sec- 
retary Shalala,  after  a  petition  with  2.6  million  signatures  was  pre- 
sented to  the  President  urging  that  we  have  a  national  war  against 
this  disease  that  now  affects  one  out  of  eight  of  our  Nation's 
women,  up  from  one  in  20  women  in  the  1950s. 

The  plan  brings  together  for  the  first  time  in  a  unique  public-pri- 
vate partnership  consumer  groups,  women's  groups,  health  care 
professional  groups,  private  industry,  Congress,  and  in  the  media, 
to  fight  this  war  on  multiple  fronts.  Breast  cancer  has  become  an 
epidemic  in  our  country.  We  have  formed  six  high-priority  working 
groups  that  are  focusing  on  disseminating  information  to  people, 
using  new  technology,  involving  consumers,  among  other  activities. 

We  are  in  partnership  with  the  private  sector  in  the  implementa- 
tion of  this  activity.  Support  for  the  Plan's  activities  comes  from 
the  $10  million  put  into  the  NCI's  budget  for  support  of  cross- 
cutting  initiatives  and  new  activities. 

One  of  the  areas  you  talked  about.  Congress  woman  Pelosi,  is  the 
impact  of  the  environment  on  women's  health.  As  you  know,  a 
breast  cancer  gene  has  been  discovered,  but  it  explains  only  5  per- 
cent of  all  breast  cancer  cases.  Ninety-five  percent  of  all  cases  have 
some  environmental  influence.  One  of  the  activities  of  the  Plan  is 
to  increase  knowledge  of  the  causes  of  breast  cancer  with  a  particu- 
lar focus  on  environmental  factors. 

Another  example  of  public-private  cooperation  is  an  eating  dis- 
orders initiative  that  we  have  undertaken  with  the  McKnight 
Foundation.  Eating  disorders  affect  2  to  5  percent  of  our  Nation's 
young  women,  and  it  kills  them. 

We  have  brought  together  all  agencies  of  government  with  the 
private  sector  to  develop  a  national  education  initiative  and  to  sup- 
port a  multi-site  research  study  on  the  treatment  of  eating  dis- 
orders. Again,  this  is  an  area  that  was  not  well  funded  in  govern- 
ment, but  through  our  public-private  partnership,  we  have  been 
able  to  leverage  resources  from  both  the  public  and  private  sector 
in  this  area. 

Another  area  is  the  early  detection  of  breast  cancer.  We  know 
mammography  is  a  lifesaving  technology  for  women  over  50  and 
that  it  decreases  breast  cancer  death  rates  by  30  percent.  But  it 
also  is  a  40-year-old  technology  and  for  younger  women,  the  effects 
are  less  certain. 

I  figure  if  we  can  image  missiles  15,000  miles  away  and  with  the 
Hubble  telescope  see  the  surface  of  Mars,  surely  we  should  be  able 
to  apply  some  of  these  technologies  to  the  early  detection  of  breast 
cancer,  among  other  medical  problems. 
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We  have  been  working  with  the  Central  Intelligence  Agency, 
NASA  and  the  DoD  to  bring  their  imaging  expertise  to  bear  on  the 
early  detection  of  breast  cancer  in  collaboration  with  our  radiolo- 
gists. We  are  able  to  see  structures  in  the  breast  that  we  haven't 
seen  before.  We  are  very  hopeful  that  we  should  be  able  to  yield 
a  more  accurate  technology  in  the  not-too-distant  future. 

These  are  some  examples  of  what  the  PHS  Office  on  Women's 
Health  is  doing.  There  are  other  things  we  would  like  to  do.  We 
are  also  working  to  strengthen  our  women's  health  programs  in  the 
PHS  regions,  States,  and  communities  by  supporting — we  have 
money  now  for  five  coordinators  and  some  program  activity.  We 
would  like  to  see  that  in  all  the  regions  so  that  we  can  reach  the 
women  who  need  this  information  in  our  State  and  local  commu- 
nities. We  would  also  like  to  establish  the  National  Women's 
Health  Clearinghouse. 

We  have  extended  the  lifespan  by  30  years  for  both  women  and 
men  in  this  century  due  to  innovations  and  applications  of  the  Pub- 
lic Health  Service's  work  does,  through  service  delivery,  public 
health  interventions,  research,  and  education.  It  is  through  the  co- 
ordination— ^bringing  together  research,  service  delivery,  and  public 
and  health  care  professional  education — that  we  can  achieve  im- 
provements in  the  public  health  in  ways  that  no  single  agency's 
mission  can  do  alone. 

We  are  very  appreciative  of  the  support  that  you  have  given  to 
the  PHS  Office  on  Women's  Health  and  we  hope  that  we  will  be 
able  to  do  even  more  in  this  next  year  to  improve  the  health  of  our 
Nation's  women. 

Thank  you. 

Mrs.  LOWEY.  Do  I  have  another  question?  Or  have  we  used  our 
time? 

Mr.  Porter.  Well,  why  don't  you  try  one  more? 

FAMILY  PLANNING 

Mrs.  LowEY.  Maybe  Felicia  Stewart  can  answer  one  question. 

I  was  sorry  to  see  the  fiill  Committee  cut  international  family 
planning.  In  addition,  a  Member  of  the  Committee  at  the  time  ex- 
pressed the  intention  to  offer  a  Floor  amendment  to  cut  $25  million 
from  domestic  family  planning.  I  would  appreciate  it  if  you  could 
discuss  the  effect  these  cuts  will  have  on  women  and  families' 
choice,  particularly  in  light  of  welfare  reform. 

Dr.  Stewart,  TTiank  you  very  much,  Congresswoman  Lowey.  It 
is  a  pleasure  to  have  a  chance  to  talk  to  all  of  you. 

Cutting  family  planning  at  this  time  in  our  Nation's  history 
would  be,  I  think,  a  very  tragic  thing  and  would  have  consequences 
for  the  individuals  involved — men  and  women  and  families. 

It  also  would  have  a  very  major  effect  on  costs — because  family 
planning  services  are,  like  many  other  prevention  services,  highly 
cost  effective,  and  unintended  pregnancy  is  really  expensive.  Preg- 
nancy also  occurs  right  away. 

Leave  aside  the  long-term  economic  effects  of  increased  welfare 
loads  or  increased  pressure  on  our  social  services  capabilities. 
Thinking  only  about  the  immediate  health  care  dollars,  we  can  es- 
timate that  for  one  unprotected  woman  in  one  year,  the  cost  that 
someone  will  pay  in  just  health  care  for  pregnancy  is  about  $3,000. 
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The  reason  it  is  so  high  is  because,  of  course,  once  a  woman  is 
pregnant,  all  of  the  outcomes  are  expensive,  whether  that  woman 
has  a  full-term  delivery  and  medical  care,  whether  that  woman 
chooses  to  have  an  abortion,  whether  that  woman  has  a  mis- 
carriage or  whether  that  woman  has  an  ectopic  pregnancy.  Those 
are  the  only  four  things  that  can  happen  medically,  and  they  all 
are  very  expensive. 

I  think  cutting  family  planning  would  be  a  real  tragedy  both  in 
individual  terms,  certainly  in  relationship  to  our  most  pressing  so- 
cial issues  such  as  welfare  reform  and  our  goal  to  really  reduce  the 
burden  that  unintended  pregnancy  means  for  the  United  States. 

It  also  would  increase  immediate  health  care  costs.  There  is  no 
way  around  that.  We  will  pay  for  it  either  through  the  Medicaid 
system  or  private  insurance  system  or,  if  the  woman  isn't  covered 
by  either  one,  that  cost  will  get  shifted  to  one  or  the  other.  So 
somebody  is  going  to  pay  that  $3,000  for  every  single  woman  who 
goes  unprotected  for  one  year. 

Mrs.  LOWEY.  Thank  you,  Mr.  Chairman. 

Mr.  Porter.  Thank  you,  Mrs.  Lowey. 

Mr.  Bonilla. 

SURGEON  GENERAL 

Mr.  Bonilla.  Thank  you,  Mr.  Chairman. 

Dr.  Lee,  I  would  like  to  start  out  by  asking  a  couple  of  questions 
about  the  Surgeon  General's  position.  I  want  you  to  understand 
where  I  am  coming  from.  My  concerns  are  strictly  financial  or 
structural  and  have  nothing  to  do  with  the  pending  nomination,  be- 
cause this  committee  has  nothing  to  do  with  that. 

What  is  your  opinion  of  bill  H.R.  860  that  would  terminate  the 
office  of  the  Surgeon  General? 

Dr.  Lee.  Well,  I  personally  would  not  at  this  time  favor  that  bill. 

The  Surgeon  General  has  played  a  very  important  role  histori- 
cally. Some  Surgeon  Generals  have  played  more  visible  roles  than 
others.  Dr.  Thomas  Parran  was  a  legendary  Surgeon  General  lead- 
ing the  attack  on  sexually  transmitted  diseases  in  the  1930s  and 
1940s.  Surgeon  General  Luther  Terry's  reports  on  health  really 
transformed  the  health  of  this  country.  Dr.  C.  Everett  Koop  was 
another — very  articulate,  very  effective  Surgeon  General.  And  in 
different  eras,  various  Surgeon  Generals  have  played  rather  dif- 
ferent roles. 

Until  1968,  when  the  management  of  the  Public  Health  Service 
was  transferred  to  the  Assistant  Secretary,  when  I  was  in  that  po- 
sition before,  the  Surgeon  General  was  in  charge  of  the  Public 
Health  Service.  The  agencies  reported  to  the  Surgeon  General. 
That  is  no  longer  the  case  so  that  role  is  no  longer  there. 

I  think  despite  that,  and  despite  the  experience  that  Dr.  Julius 
Richmond  had  in  the  1970s  where  he  did  both  jobs,  that  is  cer- 
tainly a  possibility,  the  Surgeon  General  has  important  functions. 
I  would  not  be  in  favor  of  eliminating  the  position  at  the  present 
time. 

Mr.  Bonilla.  How  much  does  the  Surgeon  General's  office  re- 
ceive for  everything — salaries,  expenses,  staff? 

Dr.  Lee.  The  budget  figures — pay  costs  for  the  Surgeon  General 
and   six  staff,   overhead,   travel — totals   $867,000.   That   does   not 
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count  the  Commissioned  Corps  personnel  office.  This  is  just  the  di- 
rect Office  of  the  Surgeon  Greneral. 

Mr.  BONILLA.  Other  than  issuing  poUcy  statements  about  health 
and  warning  labels  on  the  sides  of  beer  cans  and  cigarettes,  how 
would  the  average  American  be  affected  if  this  post  were  elimi- 
nated? 

Dr.  Lee.  Well,  I  think  that  we  should  look  at  the  very  significant 
contributions  of  past  Surgeon  Grenerals.  Going  back  to  Dr.  Terry 
and  his  report  on  smoking  and  health,  there  had  not  been  a  Sur- 
geon General  with  the  authority  and  respect  Dr.  Terry  held  to 
issue  that  report.  There  had  been  articles  published  in  the  lit- 
erature. This  was  not  a  new  subject.  But  putting  it  all  together,  is- 
suing it  as  a  Surgeon  Greneral's  report,  had  a  tremendous  impact 
not  only  on  public  knowledge  but  also  on  behavior. 

The  Surgeon  General's  report  on  nutrition,  again,  began  to  high- 
light some  of  the  issues.  I  think  that  kind  of  focal  point  of  a  re- 
spected, independent-minded  professional  leader  is  needed. 

I  think  also,  in  the  current  situation,  the  Surgeon  General  would 
play  a  broader  role  in  terms  of  examining  issues  within  the  Public 
Health  Service  and  providing  leadership  in  particular  areas  of  pol- 
icy— in  a  sense  augmenting  the  activities  of  the  Assistant  Secretary 
for  Health. 

Mr.  BONILLA.  Couldn't  the  Director  theoretically  of  the  NIH,  for 
example,  fill  that  void  and  be  the  medical  crusader,  if  you  will,  if 
that  function  is  indeed  a  good  one? 

Dr.  Lee.  Well,  the  one  person  you  might  think  of  in  terms  of  the 
traditional  role  is  the  Director  of  the  Centers  for  Disease  Control 
and  Prevention  rather  than  the  NIH.  The  NIH  Director  is  not  con- 
cerned with  public  health  practice,  because  he — and  all  of  NIH — 
is  devoted  to  improving  health  through  research. 

But  I  would  say  it  is  could  be  in  the  CDC  more  than  any  other 
agency  of  the  Public  Health  Service  where  you  might  have  a  dual 
role  as  a  Surgeon  General.  You  could  have  the  Assistant  Secretary 
or  the  Director  of  the  Centers  for  Disease  Control  and  Prevention 
serve  that  role.  Although,  again,  there  are  large  management  re- 
sponsibilities in  both  NIH  and  CDC,  and  you  would  be  adding  some 
additional  responsibilities. 

OBESITY 

Mr.  BONILLA.  I  would  like  to  move  now  to  another  subject,  and 
that  is  the  subject  of  obesity.  It  seemed  like  10,  15  years  ago,  peo- 
ple were  seeing  the  light  about  eating  healthier  and  taking  care  of 
themselves.  But  I  happen  to  believe  very  firmly,  and  I  think  the 
facts  back  what  I  believe,  that  obesity  is  a  much,  much  greater 
threat  to  people's  lives  than  smoking,  yet  smoking  receives  90  per- 
cent of  the  attention,  it  seems  like,  by  the  crusaders  in  this  country 
who  think  they  can  change  their  habits. 

Last  month,  we  all  saw  the  cover  story  on  Time  Magazine  on 
how  our  Nation  is  getting  fatter  and  fatter  again  and  fast  foods  are 
thriving  more  than  ever.  The  costs  related  to  obesity  are  staggering 
compared  to  other  health  problems. 

Does  Healthy  People  2000  deal  with  obesity  in  any  way? 

Dr.  Lee.  We  do  deal  with  that  in  Healthy  People  2000,  and  this 
is  one  of  the  areas  where  we  have  actually  been  losing  ground  rath- 
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er  than  gaining  ground.  Despite  the  changes  in  cholesterol  and  the 
changes  in  some  people's  dietary  habits  with  respect  to  dietary  fat, 
the  overall  factor  has  been  an  increase.  Obesity  is  now  higher  in 
lower  income  populations.  And  it  is  very  clear,  it  presents  serious 
public  health  problems. 

I  don't  know  that  I  would  put  it  right  with  cigarettes,  but  cer- 
tainly diet  is  a  major  factor  in  health  status,  one  of  the  major  con- 
tributing factors.  A  high-fat  diet  is  a  serious  problem.  Obesity  is  a 
very  serious  problem,  particularly  when  you  combine  it  with  things 
like  diabetes  and  hypertension. 

We  have  not  done  a  very  good  job  in  developing  effective  inter- 
ventions to  help  people  deal  with  that  problem.  We  have  done  a 
much  better  job  with  smoking.  We  have  done  a  much  better  job 
with  things  like  alcohol  abuse  and  driving  automobiles,  with  teen- 
agers and  significant  reductions  in  accidents.  But  this  is  an  area 
where  we  have  not  done  the  job  that  needs  to  be  done,  and  it  is 
a  very  serious  public  health  problem. 

Mr.  BONILLA.  I  would  hope  that  medical  researchers  in  all  areas 
and  those  who  can  drive  our  health  concerns  would  really  pay  at- 
tention to  that  more — one  of  my  pet  peeves  is  fairness.  And  I  don't 
encourage  anyone  to  smoke,  that  is  not  my  point  here,  but  I  don't 
think  people  should  be  constantly  on  the  attack  against  smokers 
while  ignoring  people  who  are  putting  pounds  of  lard  in  their  body 
every  day,  and  killing  themselves. 

Dr.  Lee.  There  are  some  recent  advances  with  the  mouse  gene 
for  obesity.  That  is  a  major  research  advance  that  is  going  to  help 
us  improve  our  understanding  at  a  very  basic  level  of  the  problem 
of  obesity.  We  have  tended  to  say,  people  tend  to  eat  too  much.  But 
they  may  have  a  thermostat  or  some  other  factors  that  simply  don't 
turn  it  off,  and  we  will  be  looking  at  this.  I  think  it  is  a  very  sig- 
nificant development  in  terms  of  our  understanding  of  obesity. 

Mr.  BONILLA.  Very  good.  Thank  you  very  much.  Dr.  Lee. 

Thank  you,  Mr.  Chairman. 

OFFICE  OF  HIV/AIDS  POLICY 

Mr.  Porter.  Dr.  Lee,  earlier  this  year  the  Department  requested 
to  transfer  unneeded  funding  from  the  National  AIDS  Program  Of- 
fice to  the  National  AIDS  Policy  Coordinator  at  the  White  House. 
Is  the  requested  decrease  in  funding  for  the  National  AIDS  Pro- 
gram Office  reflected  in  the  1996  budget? 

Dr.  Lee.  With  that  letter,  we  are  not  further  transferring  money 
to  the  White  House.  We  definitely  will  not  be  doing  that. 

Mr.  Porter.  So  the  money  wasn't  needed  in  the  National  AIDS 
Program  Office?  Why  is  that  decrease  not  reflected  in  the  1996  re- 
quest? 

Dr.  Lee.  In  the  budget,  part  of  what  we  need  to  do  is  reflected, 
was  reflected  in  the  resources  that  we  would  have  allocated  to  the 
White  House,  to  facilitate  coordination.  With  the  advances  that 
have  been  occurring  in  research  such  as  the  076  clinical  trials,  the 
recent  meeting  we  had  of  the  AIDS  Drug  Task  Force  where  we 
have  gotten  new  multidrug  clinical  trials  coming  down  the  pike, 
and  where  we  have  seen  improvements  in  prevention,  we  have  a 
bigger  load  in  this  coordination  role  than  we  would  have,  say,  two 
years  ago. 
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Maybe  I  didn't  answer  your  question  specifically  enough.  But  we 
think  the  level  of  activity  merits  the  request  that  we  have  made. 

CHRONIC  FATIGUE  SYNDROME 

Mr.  Porter.  Now  I  am  going  to  ask  you  a  home-run  question 
that  shouldn't  be  too  tough.  Can  you  bring  us  up  to  date  on  the  ac- 
tivities of  the  Chronic  Fatigue  Syndrome  Coordinating  Committee? 

Dr.  Lee.  I  chair  that  committee,  as  you  know,  and  this  is  an  area 
where  I  think  you  and  I  share  a  personal  interest.  The  coordinating 
committee  meets  in  person  and  also  via  teleconferencing.  I  have 
been  particularly  pleased  with  the  developments  with  NIH's  re- 
search. Because  of  my  interest  in  this,  I  am,  I  think,  more  actively 
involved  in  that  coordination  than  previous  Assistant  Secretaries 
have  been. 

Also,  there  is  some  very  basic  research  now  that  is  giving  us 
some  hints  of  major  possibilities  in  chronic  fatigue.  At  CDC,  we  are 
looking  at  the  epidemiological  studies,  at  clusters  in  communities, 
the  surveillance  studies,  you  might  say  the  traditional  CDC  func- 
tions. 

Also  in  December  of  1994,  the  Annals  of  Internal  Medicine  pub- 
lished a  case  definition,  a  very  significant  development  to  have  in 
a  mainstream  medical  journal,  a  legitimization  of  chronic  fatigue, 
when  many  physicians  said  it  is  depression  or  it  is  in  their  head 
or  it  is  not  really  a  disease. 

I  think  we  now  are  beginning  to  see  an  acceptance  and  a  realiza- 
tion of  this  as  a  real  syndrome,  and  I  would  believe  over  the  next 
few  years  we  will  see,  particularly  as  a  result  of  CDC's  epidemio- 
logical studies,  a  much  clearer  definition  and  as  a  result  of  the  NIH 
studies,  some  potential  advances  for  therapy.  Of  course,  that  has 
been  the  hardest  problem,  finding  advances  that  really  contribute 
to  improved  treatments. 

Mr.  Porter.  The  subcommittee  will  stand  in  recess  until 

Mrs.  LowEY.  Mr.  Chairman,  just  before  you  do  that,  because  I 
know  we  are  going  to  go  back  to  the  next  panel 

Mr.  Porter.  We  are  going  to  go  to  Mr.  Stokes  as  soon  as  you  re- 
turn. 

Mrs.  LowEY.  Then  I  will  wait. 

Mr.  Porter.  We  will  stand  in  recess  until  Mr.  Stokes  returns 
and  he  will  pick  up  questioning.  We  will  go  vote. 

[Recess.] 

LIFE  EXPECTANCY 

Mr.  Stokes.  Dr.  Lee,  it  is  nice  to  see  you.  Welcome  to  our  sub- 
committee. 

Let  me  start  with  some  statements  that  were  made  in  your  for- 
mal testimony  this  morning.  On  page  2,  you  make  some  very  strik- 
ing statements.  You  tell  us,  for  instance,  that  the  life  expectancy 
for  Americans  now  stands  at  a  record  75.8  years,  an  increase  of 
28.5  years  since  1900,  primarily  as  a  result  of  public  health  pro- 
grams. 

From  1989  to  1992,  breast  cancer  mortality  rates  declined  5  per- 
cent among  all  women,  about  18  percent  since  1987  among  women 
in  their  30s.  Fewer  adults  are  using  alcohol.  Blood  lead  levels 
among  children  declined  by  60  percent  between   1984  and  1993. 
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Work-related  deaths  have  decreased.  Infant  mortality  continues  to 
decline. 

Let  me  pursue  this  with  you  for  a  moment.  Let's  take  first  your 
statement  that  life  expectancy  for  Americans  now  stands  at  a 
record  75.8  years. 

Is  that  true  for  all  Americans? 

Dr.  Lee.  That  is  the  average  for  all  Americans,  but  for  various 
minorities  it  is  shorter  than  that.  For  women,  it  is  higher  than 
that. 

Mr.  Stokes.  As  it  relates  to  minorities,  would  you  tell  us,  please, 
what  is  their  life  expectancy? 

Dr.  Lee.  Well,  let's  see.  We  have  the  figures.  I  don't  have  those 
figures  in  my  head.  But  I  can  certainly — we  do  in  fact  have  figures. 
Life  expectancy  at  birth  was  69.6  years  for  all  black  Americans  in 
1992,  compared  to  76.5  for  whites.  And  following  three  years  of  in- 
crease in  life  expectancy  for  African  American  males,  life  expect- 
ancy was  65  years  in  1992.  That  was,  however,  lower  than  its  high 
of  65.3  years  in  1984. 

Infant  mortality,  which  is  a  significant  contributor  to  life  expect- 
ancy, has  been  going  down  for  both  minorities  and  whites.  For  Afri- 
can Americans  particularly,  that  disparity  has  in  fact  increased,  be- 
cause the  rate  has  gone  down  more  slowly  for  blacks  than  it  has 
for  whites,  at  least  since  1970. 

Mr.  Stokes.  So  there  is  a  substantial  difference  between  the  life 
expectancy  of  the  average  American  and  an  African  American. 

Dr.  Lee.  Right.  Particularly  males. 

Mr.  Stokes.  Particularly  males. 

Dr.  Lee.  Correct.  That  is  true  for  Native  Americans,  and  is  also 
true  for  Hispanics,  although  not  to  quite  the  same  extent. 

BREAST  CANCER  MORTALITY  RATES 

Mr.  Stokes.  All  right,  let's  take  your  next  bullet.  From  1989  to 

1992,  breast  cancer  mortality  rates  declined  5  percent  among  all 
women.  Is  that  also  an  average  figure  that  is  not  applicable  to  Afri- 
can American  women? 

Dr.  Lee.  For  African  American  women,  from  1985  to  1992,  age- 
adjusted  death  rate  for  breast  cancer  increased  5.9  percent  and  de- 
clined 7.3  percent  for  white  women.  Part  of  that  relates  to  the 
white  women  getting  mammographies  earlier,  particularly  older 
women,  where  the  breast  cancer  rates  are  the  highest.  They  have 
an  earlier  diagnosis  and  earlier  treatment  which  is  a  significant 
factor  in  this  regard.  We  know  that  mammography  rates  are  sig- 
nificantly lower  for  African  American  women  over  the  age  of  50 
than  they  are  for  white  women.  That  is  a  very  serious  problem. 

Mr.  Stokes.  It  is  a  very  serious  disparity? 

Dr.  Lee.  Absolutely. 

BLOOD  LEAD  LEVELS 

Mr.  Stokes.  Let's  deal  with  the  bullet  that  says  that  blood  lead 
levels  among  children  declined  by  60  percent  between   1984  and 

1993.  Is  this  an  area  in  which  we  find  a  serious  disparity  between 
white  children  and  minority  children? 

Dr.  Lee.  I  don't  have  those  figures  immediately  available  but  I 
would     say     that     low-income     children,     whether     minority     or 
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nonminority,  are  the  ones  most  severely  affected.  The  dramatic  de- 
clines in  lead  levels  in  kids  followed  the  removal  of  lead  from  gaso- 
line. That  was  the  principal  factor.  Now  it  seems  to  be  concentrated 
in  low-income  households  where  lead  paint  is  peeling  off  the  wall, 
and  in  those  areas  where  there  is  lead  in  the  soil. 

But  we  will  get  the  figures  comparing  blood  lead  levels  in  whites, 
African  Americans,  and  Hispanics. 

Mr.  Stokes.  I  would  appreciate  it  if  you  could  expand  upon  that 
for  me  in  the  record. 

Dr.  Lee.  We  will  do  that. 

[The  information  follows:] 

BLOOD  LEVEL  LEVELS 

The  latest  data  available  from  the  National  Health  and  Nutrition  Examination 
Survey  III  (1988-1991)  indicate  that  there  are  considerable  difTerences  in  the  blood 
lead  levels  of  minority  children  when  compared  to  non-minonty  children  The  follow- 
ing displays  a  comparison  of  the  percentage  of  children  with  blood  lead  levels  above 
25  micrograms  per  deciliter  which  is  the  level  of  concern  for  health: 

[In  percentage] 


1-2  years  of       3-5  years  of 
age  age 


White 

African-American  ., 
Mexican-American 


0.4  0.4 

1.4  0.8 

1.0  0.7 


INFANT  MORTALITY 

Mr  Stokes.  Your  bullet  regarding  infant  mortality  says  that  it 
continues  to  decline.  Tell  us  about  that,  whether  or  not  we  find  a 
serious  disparity  between  infant  mortality  as  it  relates  to  white 
Americans  and  infant  mortahty  as  it  relates  to  African  Americans. 

Dr  Lee  If  we  go  back  to  1970,  we  had  an  infant  mortality  rate 
for  all  races  of  20;  for  whites,  it  was  17.6;  and  for  blacks,  it  was 
33.3.  That  is  a  ratio  of  1.89.  .r.r.   c 

By  1980,  the  all-races  rate  was  12.6,  for  whites  it  was  10.9,  tor 
blacks  it  was  22.2.  That  is  a  ratio  of  2.04.  In  other  words,  an  in- 
creased disparity.  ,     , ,     ,       .  .no       j  4.u 

By  1992,  the  white  rate  was  6.9,  the  black  rate  was  16.8,  and  the 
ratio  is  now  2.43.  So  even  though  the  rate  is  coming  down,  the 
black  infant  mortality  rate  in  1992  was  about  what  the  white  rate 
was  in  1971.  Which  shows  you  how  big  the  gap  is. 

Mr.  Stokes.  You  say  it  was  about  what  the  white  rate  was  in 
1971? 

Dr  Lee  The  white  infant  mortality  rate  was  17  in  1971.  In 
1992,  the  black  infant  mortality  rate  fell  below  17  for  the  first  time 
at  16.8. 

heritage  foundation 

Mr  Stokes.  We  have  recently  had  some  testimony  before  this 
subcommittee  coming  from  a  group  called  the  Heritage  Foundation 
That  organization  recommended  the  elimination  of  a  number  ot 
programs  and  offices  within  your  Department.  ,    ,.    .     ,.        r 

In  particular,  the  Heritage  Foundation  emphasized  elimination  ot 
the  Office  of  Minority  Health,  the  Office  of  Women's  Health,  and 
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the  National  Service  Corps.  In  light  of  the  type  of  testimony  you 
have  just  given,  relative  to  this  disparity  between  white  and  Afri- 
can American  and  other  minorities,  would  you  discuss  the  rec- 
ommendation that  these  particular  departments  be  eliminated. 

Dr.  Lee.  Let  me  discuss  the  Office  of  Minority  Health  first.  This 
office  serves  a  policy  coordinating  function  across  all  the  Public 
Health  Service  agencies.  A  second  function  they  perform  is  to  ad- 
minister grant  programs  authorized  by  the  Congress  with  appro- 
priations, of  course,  from  this  committee. 

One  of  those  programs  is  the  Minority  Male  Grant  Program. 
That  is  a  grant  program  designed  to  look  at  the  issues  of  family 
and  conrimunity  violence  prevention.  It  draws  on  black  colleges  and 
universities  linked  with  communities  to  develop  model  programs  in 
those  communities,  to  teach  people  how  to  run  programs,  to  provide 
opportunities,  to  significantly  deal  with  what  is  a  critical  problem 
in  communities  across  this  country,  in  minority  and  nonminority 
communities.  To  me,  that  is  a  singularly  important  effort,  coordi- 
nated by  the  Office  of  Minority  Health,  to  deal  with  what  is  a  social 
problem  but  is  a  major  public  health  problem  as  well.  That  is  just 
one  example. 

OMH  also  has  a  role  in  looking  at  these  other  issues:  at  NIH, 
what  can  we  be  doing  in  funding  research  relating  to  minority 
health;  at  CDC,  what  can  we  be  doing  that  would  more  effectively 
target  some  of  these  higher  risk,  such  as  infants  or  kids  with  lead 
poisoning;  what  can  we  do  in  substance  abuse  mental  health  pro- 
grams or  in  the  community  health  center  programs  to  more  appro- 
priately target  resources  to  meet  these  high  priority  public  health 
needs?  I  think  OMH  is  a  critically  important  office. 

Dr.  Susan  Blumenthal  in  her  testimony,  described  the  role  the 
Office  on  Women's  Health  plays  with  the  private  sector.  The  breast 
cancer  initiative  is  an  example  of  a  fundamental  public  health 
problem. 

To  say,  well,  we  don't  need  to  be  concerned  about  that  at  the  Of- 
fice of  the  Secretary  level  or  across  the  Public  Health  Service, 
where  we  have  to  look  at  various  agency  programs  to  see  how  they 
deal  with  this,  and  work  with  the  private  sector  to  develop  effective 
responses  would  be  incorrect.  I  think  both  of  those  offices  are  of 
critical  importance.  There  may  be  some  of  lesser  importance  but  I 
would  say  those  are,  from  a  policy  standpoint,  two  very,  very  im- 
portant coordinating  policy  offices  that  should  be  preserved. 

The  National  Health  Service  Corps  has  for  a  long  time  met  sig- 
nificant needs.  There  was  some  concern  in  the  Heritage  Founda- 
tion's report  about  the  default  rate.  That  is  down  to  about  3  per- 
cent. We  have  had  over  20,000  health  professionals  placed  in  areas 
around  the  country  to  meet  the  needs  in  health  profession  shortage 
areas  and  those  millions  of  people  that  would  otherwise  not  be 
served  or  have  a  very  difficult  time  being  served  in  the  absence  of 
those  practitioners.  That,  as  you  know,  began  in  the  early  1970s. 
In  the  last  several  years,  there  have  been  significant  improvements 
in  the  management  of  the  program.  We  have  been  very  happy,  ac- 
tually, in  recent  years  as  to  how  that  has  been  led. 

Mr.  Stokes.  In  light  of  the  questions  that  I  have  posed  and  the 
replies  you  have  given  me,  would  it  behoove  us  as  Americans  to  be 
working  toward,  or  have  as  a  goal,  that  one  day  when  you  come 
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before  this  subcommittee  and  reference  the  Hfe  expectancy  for 
Americans,  that  your  testimony  would  then  be  appHcable  to  all 
Americans  and  not  just  white  Americans? 

Dr.  Lee.  I  would  absolutely  hope  so,  and  actually  one  of  our  goals 
in  the  Public  Health  Service  is  not  just  to  protect  and  improve  the 
health  of  all  Americans,  but  to  close  the  gap  between  those  dis- 
advantaged populations  and  the  rest  of  the  population.  Closing  the 
gap  has  got  to  be  our  goal.  Up  until  now,  in  Healthy  People  2000, 
the  goal  has  been  to  narrow  the  gap.  We  have  to  close  the  gap.  A 
great  deal  of  work  has  to  be  done  to  do  that,  but  that  has  to  be 
what  we  are  about. 

Mr.  Stokes.  In  your  professional  opinion.  Dr.  Lee,  which  I  re- 
spect very  highly,  does  this  Nation  have  the  capacity  and  the  abil- 
ity to  be  able  to  close  that  gap? 

Dr.  Lee.  I  think  we  do.  It  starts  with  the  basic  research  at  NIH, 
moves  to  prevention  programs  at  the  CDC,  to  the  services  to  vul- 
nerable populations  at  HRSA  and  SAMHSA.  We  can  do  a  great 
deal. 

There  are  certain  economic  factors  associated  with  minority  sta- 
tus you  cannot  overcome  with  better  medical  care.  But  we  can  over- 
come some  problems  with  public  health  programs.  Lead  poisoning 
is  a  perfect  example.  The  dramatic  improvements  that  occurred,  for 
example  in  auto  and  highway  safety  where  we  have  had  public  pol- 
icy interventions,  saving  thousands  and  thousands  of  lives.  If  25 
years  ago,  one  looked  at  a  problem  like  auto  safety,  they  would 
have  said,  "That  is  too  complicated,  that  is  too  difficult."  Systematic 
efforts,  involving  seat  belts,  safer  cars,  safer  roads,  dealing  with 
the  problem  of  alcohol  and  young  people  driving,  provide  progres- 
sive improvements  in  mortality. 

I  think  we  just  have  to  have  the  same  kind  of  systematic  ap- 
proach. Lead  poisoning  is  another  area  where  we  made  dramatic 
progress.  Hypertension,  breast  cancer — we  need  to  pick  these  off 
and  look  at  those  areas  where  public  health  interventions,  or  per- 
sonal care  interventions  can  make  a  difference  in  mortality  rates. 

The  socioeconomic  factors  are  those  not  really  under  the  control 
of  public  health  or  medical  care. 

Mr.  Stokes.  I  would  be  the  first  to  admit  that  there  is  a  matter 
of  life-style,  behavioral,  socioeconomic  conditions  relative  to  all  of 
this,  that  we  cannot  necessarily  place  in  the  hands  of  the  medical 
community.  Overall,  the  way  that  you  have  replied  is  what  I  also 
happen  to  believe,  not  only  do  we  have  the  wherewithal,  but  we 
have  the  corresponding  responsibility  to  try  and  narrow  these  gaps. 

Dr.  Lee.  Just  one  example,  Mr.  Stokes,  and  that  is,  black  high 
school  male  seniors  have  the  lowest  smoking  rates  of  any  kids  in 
high  school.  It  is  down  to  approximately  5  percent.  We  need  to 
learn  how  that  was  achieved,  because  if  we  could  apply  those  les- 
sons, not  only  to  cigarettes  but  to  other  areas  of  high  risk  behavior, 
and  if  those  lessons  could  also  be  applied,  for  example,  to  white 
women  in  high  school  who  smoke  more,  we  could  advance  the 
health  of  the  whole  population. 

Mr.  Stokes.  Thank  you.  Mr.  Chairman,  I  have  exceeded  the  al- 
lotment of  my  time.  I  will  wait. 
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Mr.  Porter.  We  will  charge  it  to  your  account.  We  hope,  Dr.  Lee, 
you  will  take  our  comments  to  heart.  We  expect  you  to  come  back 
before  us  in  May. 

Dr.  Lee.  We  do,  we  will.  I  apologize  for  the  delay  in  submitting 
the  materials  and  we  look  forward  to  the  hearings  in  May.  Thank 
you. 

Mr.  Porter.  Thank  you. 

[The  following  questions  were  submitted  to  be  answered  for  the 
record:] 
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HEALTB  POLICY.  PLANNIMC  AND  CVALOATION 

Mr.  Porttrt  Pagt  36  of  the  budget  Justification  contains  • 
tabic  which  shows  a  request  of  $17  ail lion  for  public  health  service 
nanagement  activities  •-  level  funding.  However,  page  31  of  the 
request  indicates  that  OASH  is  requesting  establishaent  of  a  new 
account  called  Health  Policy,  Planning  and  Evaluation.  The  footnote 
indicates  that  you  are  going  to  transfer  over  $1  aiillion  into  this 
account  from  public  health  service  Banagement  activities.  The 
remainder  of  the  funding  would  come  from  the  existing  Health  Care 
Reform  account  which  we  rescinded  in  our  recent  bill. 

Vhy  is  it  necessary  to  create  a  new  account  for  Health  Policy. 
Planning  and  Evaluation.  Why  don't  you  simply  perform  these 
functions  under  public  health  service  management  activities? 

Dr.  Lee:  There  is  no  budgetary  reason  why  we  could  not 
perform  the  functions  under  the  Public  Health  Service  (PHS) 
management  activities.   Nonetheless.  I  believe  this  is  an  important 
enough  function,  essential  to  effective  manageoent  of  PHS,  to  merit 
a  separate  budget  line  item.   The  Health  Policy,  Planning  ahd 
Evaluation  staff  will  be  directed  by  the  Deputy  Assistant  Secretary 
for  Health  {Disease  Prevention  and  Health  Promotion  and  Health 
Planning  and  Evaluation),  in  conjunction  with  the  Office  of  Disease 
Prevention  and  Health  Promotion.   I  have  requested  the  establishaent 
of  this  nev  account  combining  funds  previously  included  in  PHS 
management  and  for  health  care  reform,  in  order  to  make  explicit  the 
important  responsibilities  carried  out  by  the  Health  Policy, 
Planning  and  Evaluation  staff  in  leading  PHS  efforts  related  to 
several  reform  activities.   Let  me  make  clear  what  I  mean  by  PHS 
reform  activities. 

The  two  year  national  debate  over  health  care  reform 
accelerated  fundamental  changes  within  the  health  care  delivery 
system  that  are  now  reshaping  institutions  and  programs  in  the 
private  sector  and  at  the  federal  and  State  levels  within 
government.   These  changes  are  driven  by  the  dramatic  growth  of 
managed  care  which  has  been  accelerated  by  the  movement  among  States 
to  shift  their  Medicaid  beneficiaries  into  managed  care  plans,  and 
by   the  changing  nature  of  our  Federal-State  relationships. 

These  two  revolutions  --  managed  care  and  the  new  Federalism 
--  necessitate  correspondingly  dramatic  changes  in  every  agency 
within  the  Public  Health  Service.   The  Health  Policy,  Planning  and 
Evaluation  staff  provides  me  with  the  support  to  conduct  and  lead 
work  of  Public  Health  Service  agencies  in  iapleanentation  of  overall 
policy  changes  that  are  required  to  respond  to  this  new  reality. 
Such  leadership  is  critical  if  PHS  programs  are  to  change  rapidly 
enough  to  be  effective  in  achieving  their  missions  over  the  next 
decade.   You  questioned  the  'value  added*  by  OASH  and  reported  that 
both  outside  constituency  groups  and  agency  staff  viewed  the  OASH 
layer  as  unhelpful.   Leading  long  established  agency  programs 
through  change  is  difficult  and  may  initially  not  be  welcomed  by 
agency  staff  and  the  constituencies  they  serve.   In  times  of 
resource  constraints,  we  must  also  press  agencies  to  do  more  with 
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less,  eliminate  redundancy,  and  increase  coordination  and 
cooperation  to  assure  better  use  of  resources  and  better  service. 
These  are  all  difficult.   Without  the  support  of  a  strong  Health 
Policy,  Planning  and  Evaluation  staff,  it  would  be  impossible  for  me 
to  be  effective  in  leading  the  PHS  agencies  through  the  difficult 
challenges  ahead. 

For  example: 

•  Consolidations  and  Partnership  Grants  The  Administration  has 
proposed  very  significant  consolidations  of  categorical  grant 
programs  in  HRSA,  SAMHSA  and  CDC  to  provide  States  more 
flexibility  in  the  management  of  key  public  health  activities. 
These  consolidations  are  reflected  in  the  President's  budget 
submission  as  Performance  Partnership  Grants.   The  Health 
Policy,  Planning  and  Evaluation  staff  was  primarily 
responsible  for  the  design  of  these  grants  and  over  the  next 
six  months  will  lead  the  coordinated  analytic  effort  in  agency 
staff  to  develop  outcome  measures  that  will  provide  Congress 
with  the  information  it  needs  to  monitor  the  grants,  and 
States  the  information  they  will  need  for  program  management. 
Failure  to  develop  a  cohesive  framework  for  the  performance 
indicators  and  to  achieve  agreement  with  States  on  how 
measures  will  be  applied  and  updated  will  undermine  an 
essential  component  of  the  new  grant  structure.   An  agency  by 
agency  approach  would  lead  to  fragmentation  and  add  to 
difficulty  in  State  and  grantee  responses.   Health  Policy, 
Planning,  and  Evaluation  staff  provide  unique  expertise  in  the 
Department  to  develop  and  validate  such  outcome  measures. 

•  State  Waiver  Options   States  are  moving  rapidly  to  develop  and 
apply  for  Medicaid  waivers  in  an  effort  to  achieve  cost 
containment  and  expanded  coverage  goals  sought  under  health 
care  reform.  Based  on  our  partnership  with  HCFA  in  this 
effort,  we  review  the  waiver  requests  and  provide  technical 
assistance  on  implementation  as  requested  to  the  States.   This 
staff  manages  that  process  programmatically  for  the  PHS. 

•  PHS  Agencies  and  Managed  Care   The  managed  care  revolution  is 
having  a  profound  impact  on  all  PHS  operations  and  we  are  only 
beginning  to  appreciate  the  extent  of  change  that  will  be 
required  in  response.   This  touches  every  PHS  agency.   For 
example,  the  impact  of  managed  care  on  academic  health  centers 
is  rapidly  undermining  the  framework  within  which  NIH  supports 
clinical  research  --  we  do  not  yet  have  a  strategy  for 
sustaining  clinical  research  in  the  face  of  these  changes; 

the  enrollment  of  large  population  groups  in  managed  care 
plans  creates  important  opportunities  for  prevention  programs 
previously  supported  only  in  the  public  sector  --  the  Centers 
for  Disease  Control  and  Prevention  is  beginning  to  work  with 
managed  care  plans  to  realize  those  opportunities;  the  shift 
of  Medicaid  patients  into  managed  care  programs  threatens  the 
financial  base  of  the  Indian  Health  Service  unless  IHS 
programs  can  be  brought  into  managed  care  networks.   The 
Health  Policy,  Planning  and  Evaluation  staff  supports  my 
leadership  efforts  to  support  our  program  agencies  through  the 
difficult  changes  in  orientation  and  operations  required  by 
managed  care. 
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ADOLESCENT  FAMILY  LIFE  PROGRAM 

Mr.  Porter:   Dr.  Lee,  last  year  the  President  proposed  to 
terminate  the  Adolescent  Family  Life  Program  dedicated  exclusively 
to  promoting  sexual  abstinence  and  delay  of  sexual  activity  among 
young  people.   This  year  the  budget  proposes  to  retain  the  program 
with  an  8  percent  reduction.   I  believe  this  year's  request  is  an 
improvement  over  last  year's.   Why  has  the  President  changed  his 
mind  on  this  matter? 

Dr.  Lee:   Last  year,  the  President's  budget  proposed  to 
transfer  funding  from  the  Adolescent  Family  Life  program  and  use  the 
funds  to  support  an  Office  of  Adolescent  Health.   It  was  our  belief 
that  this  approach  would  allow  continued  focus  on  adolescent 
pregnancy  while  permitting  increased  focus  on  other  areas  of  risk 
for  teens,  including  substance  abuse,  violence,  sexually  transmitted 
diseases  including  AIDS,  accidental  injuries,  smoking,  and  dietary 
problems.   Through  the  FY  1995  HHS  Appropriations  Bill,  Congress 
clearly  expressed  a  preference  for  continuing  the  Adolescent  Family 
Life  approach. 

The  FY  1996  Budget  proposes  continuation  of  the  Adolescent 
Family  Life  Program.   We  have  taken  this  action  in  response  to  the 
expressed  will  of  Congress,  as  well  as  to  clarify  our  position  that 
abstinence  education,  a  core  element  of  the  Adolescent  Family  Life 
approach,  is  an  important  and  necessary  part  of  the  solution  to  the 
problem  of  unwanted  teen  pregnancy. 

OASH  REVIEW  TIME  OF  AGENCY  BUDGETS 

Mr.  Porter:   Dr.  Lee,  this  subcommittee  has  had  a  very 
difficult  time  getting  budget  data  and  budget  justifications 
regarding  the  public  health  service  this  year.   Please  tell  us  how 
long  it  typically  takes  the  OASH  to  review  budget  justifications 
prior  to  approval  and  provide  a  chart  showing  the  date  each  agency 
under  the  OASH  jurisdiction  submitted  its  budget  justification  and 
the  date  it  was  cleared  by  OASH. 

Dr.  Lee:   The  OASH  budget  and  policy  staff  works  very  closely 
with  the  PHS  agencies,  the  Office  of  the  Secretary  (OS),  and  the 
Office  of  Management  and  Budget  (OMB)  to  ensure  that  the  budget 
justifications  are  completed  as  quickly  as  possible  and  are 
consistent  with  administration  policy  and  Congressional  guidance. 
However,  I  must  note  that  the  Congressional  Justification  review 
process  is  an  important  vehicle  for  deciding  distribution  and  policy 
issues.   This  is  the  first  time  in  the  process  that  the  entire  PHS 
Budget  is  laid  out  in  full  detail.   Further,  both  the  OS  staff  and 
the  OMB  staff  review  all  agency  draft  justifications  before  they  are 
completed.   To  best  understand  the  material  which  follows  and  the 
accompanying  charts,  please  bear  in  mind  that  the  OASH  staff  is  the 
coordinator  of  the  entire  review  process  and  that  the  justifications 
are  printed  in  final,  usually  at  night  or  on  weekends,  by  the 
Administrative  Services  Center/PHS. 

During  the  development  of  the  FY  1996  Justification  of 
Estimates  for  Appropriations  Committees,  the  average  review  time  in 
OASH  for  an  agency  budget  request  (including  drafts)  was  5  days. 
(For  purposes  of  this  analysis,  all  weekend  days  and  holidays  count 
as  regular  work  days.)   The  average  review  time  for  all  agency 
budgets  (except  for  NIH)  was  2  days,  while  the  average  review  time 
for  NIH  budgets  was  7  days.   The  higher  NIH  average  can  be  attributed 
to  the  fact  that  NIH  has  24  separate  appropriations  and  5  separate 
volumes;  to  accommodate  that  fact,  OASH  staff  and  OS  staff 
concurrently  reviewed  the  NIH  budget  justifications,  and  OASH 
formally  provided  its  comments  and  the  OS  comments  simultaneously  to 
NIH.   This  was  done  to  reduce  the  large  NIH  workload  and  to 
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accelerate  completion  of  the  final  NIH  budget  justifications  to  the 
Appropriations  Committees.   The  attached  chart  identifies  the  actual 
days  of  review  for  each  agency  budget  request,  including  drafts. 
Also,  additional  comments  are  provided  for  those  agency 
justifications  which  were  delayed. 

The  following  paragraphs  provide  additional  information  and 
explanation  on  the  review  and  delivery  of  the  FY  1996  Congressional 
Justifications: 

The  Justifications  for  AHCPR  and  OASH  were  developed  and 
provided  to  the  Appropriations  Committees  on  February  6,  the  initial 
target  date  for  delivery  of  all  Congressional  Justifications.   For 
NIH,  three  of  the  five  volumes  (15  Institutes  budget  justifications) 
were  delivered  to  the  Appropriations  Committees  on  February  9. 

The  two  remaining  NIH  volumes  (Volumes  III  and  VII)  were 
delivered  on  February  21  and  March  2.   These  delivery  dates  were  in 
large  measure  due  to  NIH's  desire  to  refine  the  presentation  of 
portions  of  the  volumes  including  the  Overview  Justification  section 
and  to  update  the  Buildings  and  Facilities  justification.   They  were 
not  a  result  of  any  delays  outside  NIH. 

The  delivery  date  of  the  HRSA,  CDC  and  SAMHSA  justifications 
were  affected  by  the  Administration's  proposal  to  consolidate  107  PHS 
programs  and  activities  into  5  performance  partnerships  and  11 
clusters.   Throughout  late  December  and  January  and  into  early 
February,  the  PHS  agencies  and  I  worked  within  the  Administration  and 
with  Congressional  members  and  staff  to  finalize  and  improve  the 
policy  details  related  to  these  new  consolidated  programs.   While 
this  dialogue  contributed  significantly  to  improving  and  clarifying 
these  proposals,  it  made  it  impossible  to  deliver  the  Justification 
of  Estimates  for  Appropriations  Committees  for  the  three  agencies 
involved  in  the  consolidations  (HRSA,  CDC,  and  SAMHSA)  on  our 
targeted  delivery  date  of  February  6.   Finally,  problems  arose 
concerning  the  internal  allocation  of  resources  within  HRSA  and  CDC 
which  took  additional  time  to  resolve. 
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HEALTH  CARE  REFORM  FUNDING 

Mr.  Porter:   Dr.  Lee,  last  year  the  Congress  provided 
$2.7  million  to  your  office  for  activities  directly  linked  to 
developing  the  President's  health  care  initiative.   Our  rescission 
bill  terminates  funds  remaining  in  that  account.   How  much  of  that 
funding  has  been  spent  to  date,  and  specifically  how  has  it  been 
spent? 

Dr.  Lee:   The  Office  of  Health  Care  Reform  has  the  following 
obligation  of  funds  through  February  28,  1995: 

Salaries  and  benefits  $695,298 

Travel  of  persons  27,683 

Transportation  of  things  780 

Rent,  communications,  and  utilities  ....  162,150 
Contractual  services: 

IPA  agreement  98 , 901 

Temporary  secretarial  services  48,075 

Equipment  maintenance  agreements  ...  5,192 

Fixed  operating  costs  67,850 

Miscellaneous  services  3,385 

Supplies  3,396 

Equipment  21.334 

Total  $1,134,044 

It  should  be  noted  that  the  additional  amounts  required  for  staff 
costs  through  September  30  are  $452,000. 
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HIV/AIDS  RESEARCH  ACTIVITIES 

Mr.  Dickey:   I  understand  GASH  coordinates  HIV  and  AIDS  research 
activities  within  the  Department  of  Health  and  Human  Services,  and 
acts  as  a  liaison  with  other  federal  departments  on  HIV/AIDS  issues. 
Given  that  the  entire  federal  government  spends  over  $7  billion  on 
HIV  and  AIDS,  how  can  your  office  assure  this  subcommittee  that 
there  is  no  overlap  in  the  research  and  treatment  of  HIV  and  AIDS 
among  the  several  Administration  departments? 

Dr.  Lee:   The  approximately  $7  billion  cited  represents 
expenditures  not  just  for  research,  but  for  all  HIV/AIDS  activities 
within  the  Federal  government.   While  our  networks  do  not  coordinate 
AIDS  activities  across  the  entire  government,  leadership  in  the 
conduct  of  Departmental  HIV/AIDS  activities,  including  research,  is 
provided  through  the  framework  of  the  HHS  Coordinating  Group  on 
HIV/AIDS  (HCG)  which  I  chair.   The  HCG  is  comprised  of 
representatives  from  each  Departmental  operating  and  staff  division 
plus  representatives  of  each  of  the  PHS  agencies. 

The  HCG  addresses  not  only  research  activities  but  all 
Departmental  activities.   The  HCG's  activities  focus  on:   (1)  the 
development  of  compatible  agency  policies  which  lead  to  consistent 
Department-wide  activities;  (2)  the  review  and  performance 
monitoring  of  on-going  policies,  programs,  and  structures  with  an 
eye  toward  eliminating  any  unnecessary  redundancy  and  improving 
performance;  (3)  assuring  that  both  existing  and  developing  policies 
and  programs  are  timely  and  appropriately  address  the  changing 
nature  of  the  epidemic;  and  (A)  providing  a  forum  for  the  discussion 
of  emerging  issues  and  for  presenting  and  exchanging  the  most 
current  epidemiologic  and  scientific  knowledge  on  the  epidemic.   The 
activities  within  the  purview  of  the  HCG  represent  approximately  84Z 
of  total  Federal  resources  devoted  to  HIV/AIDS.   The  HCG  is  staffed 
by  the  Office  of  HIV/AIDS  Policy  (OHAP),  CASH. 

The  Research  Working  Group  is  chaired  by  NIH  OAR  and  is  an 
active  sub-activity  of  the  HCG.   It  meets  regularly  to  address 
Departmental  research  coordination  issues  in  treatment  research, 
behavioral  science  research,  prevention  research,  health  services 
delivery  research,  and  other  categories  of  research  conducted 
throughout  HHS.   A  task  of  this  work  group  is  the  development  of  an 
overall  comprehensive  research  plan,  one  purpose  of  which  is  to 
assure  that  we  avoid  duplication.   It  is  important  to  note  that  some 
overlap  in  research  activities  is  desirable  and  synergistic.   The 
work  group  strives  to  identify  that  which  does  not  serve  a  specific 
need  and  to  eliminate  it.   The  development  of  the  comprehensive  plan 
will  eliminate  undesired  overlap  before  it  emerges.   Each  of  the 
cooperating  PHS  and  HHS  entities  maintains  active  liaison  with  other 
relevant  organizations  in  the  Federal  government. 

The  Service  Working  Group,  co-chaired  by  HRSA  and  HCFA,  is 
another  sub-activity  of  the  HCG  and  assures  coordination  of  service 
planning  and  frequency  and  the  timely  implementation  of  new  service 
approaches  in  Federal  programs  and  dissemination  of  information  on 
the  developments  to  the  broader  health  community. 
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Finally,  a  Prevention  Working  Group  is  chaired  by  CDC  with 
cross-departmental  representation.   This  committee  recently 
conducted  a  valuable  public-private  partnership  review  of  PHS-wide 
prevention  programs  and  made  recommendations  for  the  FY  1996 
budgets • 

The  HOG  framework  was  established  a  little  over  a  year  ago.   The 
HCG  replaced  a  complicated  three-layer  system  of  committees  which 
acted  to  coordinate  from  agency  to  department  level.   An  additional 
committee  which  provided  for  inter-departmental  activities  was 
dissolved.   The  separate  tier  system  in  HHS  was  inefficient  and 
redundant  in  itself  and  the  new  single-layer  HCG  structure  was 
intentionally  designed  to  promote  intra-departmental  collaboration 
and  cooperation  up  front,  therefore  sharply  reducing  the  requirement 
for  more  extensive  coordinative  efforts  in  program  operations.   In 
concert  with  the  HCG  changes,  we  embarked  upon  a  redesign  of  the 
OASH  National  AIDS  Program  Office  (NAPO)  to  meet  the  new 
organizational  purpose.   We  have  just  completed  the  process  of 
removing  program  office  functions  no  longer  necessary, 
administratively  dissolving  NAPO,  and  establishing  the  Office  of 
HIV/AIDS  Policy  (OHAP)  as  a  policy  office  consistent  with  current 
needs.   OHAP  has  been  streamlined  by  redirecting  program  operations 
back  to  agencies  and  reducing  staffing  by  approximately  60  percent. 
In  addition  to  staffing  the  HCG,  OHAP  serves  as  the  focus  of 
collaboration  for  all  PHS  agencies,  provides  liaison  with  other 
private  and  public  organizations  and  governmental  bodies,  and  serves 
a  central  role  in  the  creation  and  management  of  composite  teams  of 
experts  to  address  the  complex  issues  of  the  epidemic. 

Coordination  among  Federal  departments  is  a  responsibility  of 
the  Office  of  the  National  AIDS  Policy  Coordinator  which  is  located 
at  the  White  House.   OHAP  staff  works  closely  with  the  Coordinator's 
staff  to  assure  optimal  cooperation  in  the  management  of  cross  and 
inter-departmental  activities  and  to  maintain  liaison  with  academic 
and  private  research  organizations. 


SICKLE  CELL  DISEASE 

Mr.  Stokes:  Disease  prevention,  early  detection  and 
treatment,  and  collaboration  between  the  Centers  for  Disease 
Control,  the  National  Institutes  of  Health,  and  the  Food  and  Drug 
Administration  have  proved  to  result  in  the  accelerated 
application  of  advances  stemming  from  biomedical  research.   To 
what  extent  will  a  similar  collaborative  approach  be  used  to 
advance  the  recent  development  of  the  sickle  cell  therapy  —  in 
an  effort  to  improve  the  quality  of  life  for  those  suffering  from 
this  disease? 

Dr.  Lee:  The  recent  advances  of  hydroxyurea  therapy  are 
extremely  promising  for  selected  adult  patients  with  sickle  cell 
anemia.   The  opportunity  to  maximize  this  therapeutic  approach 
will  recjuire  close  collaboration  between  the  National  Institutes 
of  Health  and  the  Food  and  Drug  Administration  (FDA)  for  a  number 
of  reasons.   First  of  all,  hydroxyurea  is  not  approved  for  use  in 
sickle  cell  disease,  and  it  will  be  critical  for  the  FDA  to  work 
with  the  manufacturer  to  evaluate  the  data  from  the  Multicenter 
Study  of  Hydroxyurea  (MSH)  in  Sickle  Cell  Anemia  for  'on-label' 
use.   In  addition,  there  is  increasing  interest  in  using  this 
drug  in  pediatric  patients.   The  Institute  recently  began  a 
pediatric  study  of  hydroxyurea  at  four  of  the  Comprehensive 
Sickle  Cell  Centers.   Collaboration  with  the  FDA  to  evaluate  this 
pediatric  data  is  essential  to  the  expanded  use  of  hydroxyurea  in 
children.   The  Centers  for  Disease  Control  could  be  invaluable  in 
disseminating  the  results  of  this  clinical  trial  through  their 
programs  on  minority  health. 

HETVLTHY    PEOPLE    2000 

Mr.  Stokes:  With  respect  to  Healthy  People  2000  having  been 
designed  to  function  as  a  partnership  plan  with  the  States,  to 
what  extent  have  the  States  joined  in  partnership  with  the 
Department? 

Dr.  Lee:  By  January  1995,  41  States  and  the  District  of 
Columbia  had  developed  their  own  Healthy  People  2000  plans,  using 
the  national  plan  as  a  model.   An  additional  four  States  had  used 
Healthy  People  2000  as  an  instrument  for  undertaking  an 
assessment  of  their  populations'  health  promotion  and  disease 
prevention  status.  All  States  had  a  designated  Healthy  People 
2000  coordinator  who  participates  with  the  Public  Health  Service 
and  330  national  membership  organizations  in  the  Healthy  People 
2000  Consortium. 

HEALTH  PROMOTION 

Mr.  Stokes:  According  to  your  opening  statement,  the  Office 
of  Disease  Prevention  and  Health  Promotion  coordinates  the  public 
health  services  policy  and  programs  related  to  school  health, 
nutrition  and  health,  clinical  preventive  services,  worksite 
preventive  health  activities,  and  community-based  health 
promotion.   You  also  indicate  that  the  Office  is  currently 
working  with  20  health  maintenance  organizations  (HMOS)  to 
encourage  the  use  of  "Put  Prevention  into  Practice."  I  understand 
that  this  is  a  guide  to  improve  the  delivery  of  preventive  care 
by  primary  care  providers. 
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How  were  the  participating  HMOs  identified  and  selected  to 
participate  in  this  program?   How  many  HMOs  are  there?   To  what 
extent  is  the  program  expected  to  be  expanded? 

Dr.  Lee:   In  January  1995,  I  hosted  a  meeting  with  the  medical 
directors  of  the  21  largest  HMOs  in  the  country  and  provided  them 
with  an  introduction  to  the  Put  Prevention  into  Practice  program. 
Very  quickly,  following  that  session,  the  HMOs  have  indicated  their 
coiranitment  to  make  use  of  the  program.   Meanwhile,  other  smaller 
HMOs  have  learned  of  the  program  and  are  obtaining  their  own 
introductions  to  its  content  and  technical  assistance  on  its  use 
from  the  Office  of  Disease  Prevention  and  Health  Promotion.   We 
understand  that  the  Government  Printing  Office  has  already  had  to 
begin  a  second  printing  of  materials,  due  to  unexpectedly  high 
demand  for  them.   We  understand  that  there  are  approximately 
554  HMOs  in  the  nation,  ^o  the  extent  that  our  staff  is  able  to  do 
so,  we  will  be  responding  to  requests  for  assistance  in  implementing 
this  program  through  any  HMOs  that  indicate  an  interest.  Meanwhile, 
we  are  seeking  to  expand  partnerships  with  national  primary  care 
organizations  in  order  to  meet  continuously  growing  demand. 

NUTRITION  AND  HEALTH 

Mr.  Stokes:   As  proposals  to  cut  food  stamps,  school  lunches, 
and  other  nutrition  programs  are  intensifying,  whether  the  funding 
cuts  are  identified  as  caps,  level  funding,  or  slowing  the  growth, 
if  implemented,  what  would  be  the  health  and  related  implications  of 
such  actions  in  the  short-  and  long-term? 

Dr.  Lee:   Federal  food  assistance  and  school  breakfast  and  lunch 
programs  have  been  key  contributors  to  significant  improvements  in 
public  health.   The  gains  can  be  counted  in  reductions  in  the 
prevalence  of  growth  retardation  in  children,  lower  prevalence  of 
iron-deficiency  anemia  in  children  and  women,  lower  incidence  of  low 
birth  weight,  and  reduced  rates  of  infant  mortality.   For  low- income 
populations,  food  security  may  be  the  most  important  disease 
prevention  and  health  promotion  intervention  that  can  be  supplied. 
While  I  cannot  give  you  exact  estimates,  there  can  be  no  doubt  that 
a  reversal  of  our  national  food  security  policy  by  eroding  the 
successful  programs  that  have  implemented  that  policy  will  very 
quickly  result  in  reversals  in  the  positive  improvements  that  these 
programs  have  achieved.   We  can  expect  to  see  almost  immediate 
changes  in  rates  of  low  birth  weight,  anemia,  and  infant  mortality 
connected  with  any  reductions  in  access  of  low- income  people  to  food 
assistance.   Growth  retardation  and  the  other  longer  lasting  results 
of  insufficient  nutrition  will  take  longer  to  emerge,  but  they  are 
predictable. 

PROGRAM  CONSOLIDATIONS 

Mr.  Stokes:   As  the  Department  proposes  to  consolidate  and  to 
cluster  a  significant  number  of  its  programs  to  what  extent  will 
programs  for  the  disadvantaged  maintain  a  visible  presence,  or  have 
we  achieved  the  level  of  success  that  indicates  that  the  visible 
presence  of  these  programs  should  be  abandoned? 


65 


Dr.  Lee:   The  consolidation  of  categorical  grant  programs  to 
States  for  immunization,  infectious  diseases,  and  chronic  diseases 
will  have  the  effect  of  providing  greater  administrative  efficiency 
at  Federal,  State,  and  particularly  at  local  program  delivery 
levels.   The  purposes  of  these  consolidated  grant  programs,  however, 
will  be  unchanged,  namely  to  reduce  the  burden  of  disease  and  to 
enhance  the  capacity  of  public  health  and  personal  health  care  to 
prevent  and  control  them.   We  will  be  providing  additional  details 
in  draft  authorizing  legislation  to  be  forwarded  to  Congress  later 
this  Spring;  but  you  should  be  assured  that  we  recognize  that  the 
disparities  in  health  status  experienced  by  low  income  and  minority 
populations  makes  it  imperative  that  the  "performance  partnerships" 
will  be  designed  to  ensure  appropriate  attention  is  given  to  those 
with  greatest  need.   We  believe  that  the  consolidations  will  enhance 
the  capacity  of  States  and  local  providers  to  address  them  with 
greater  effectiveness  and  efficiency. 

PROGRAM  ELIMINATIONS 

Mr.  Stokes:   In  testimony  before  the  Subcommittee,  the  Heritage 
Foundation  recommended  the  elimination  of  a  number  of  programs  and 
offices  within  your  department.   In  particular,  the  Heritage 
Foundation,  emphasized  the  elimination  of  the  Office  of  Minority 
Health,  the  Office  on  Women's  Health,  and  the  National  Health 
Service  Corps.   Are  these  offices  and  their  mission  no  longer 
viable?   Explain. 

Dr.  Lee:   No,  these  offices  perform  an  important  role.  With 
respect  to  the  role  of  the  Office  of  Minority  Health  (OMH),  the 
health  status  of  minority  populations  in  the  United  States  continues 
to  lag  behind  the  health  status  of  the  American  population  as  a 
whole.   The  overall  mission  of  the  OMH  is  to  increase  PHS  efforts  to 
improve  the  health  status  and  quality  of  life  for  racial  and  ethnic 
minority  populations  in  the  U.S. 

The  primary  and  unique  focus  of  OMH  is  policy  development  and 
program  coordination  across  the  PHS  and  the  Department.   No  other 
organization  can  perform  this  critical  function.   OMH  is  the  only 
office  with  responsibility  for  identifying  the  health  disparity  gaps 
among  minority  populations  and  working  with  the  PHS  agencies  to 
assure  a  coordinated  minority  health  focus  to  address  these  gaps. 

The  OMH  sets  the  tone  for  PHS  agencies  to  follow  as  they 
implement  minority  health  activities.   For  example,  in  FY  1995,  OMH 
is  developing  cooperative  agreement  mechanisms  with  seven  national 
minority  organizations  under  which  activities  within  PHS  can  be 
conducted  in  a  coordinated  and  collaborative  fashion.   The  OMH  also 
coordinates  the  PHS  implementation  of  Presidential  executive  orders 
for  the  support  of  Historically  Black  Colleges  and  Universities  and 
Educational  Excellence  for  Hispanic  Americans.   It  is  embarking  upon 
a  Hispanic  Health  Initiative  and  working  on  a  cross-PHS  effort  to 
improve  services  in  the  Pacific  Basin.   Thus,  OMH  ensures 
collaboration  of  effort  and  reduces  duplication  across  the  PHS  and 
the  Department. 
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As  we  move  closer  to  the  21st  century,  the  vision  of  the  future 
with  respect  to  minority  health  is  that  we  close  the  health  status 
gap  between  the  minority  and  majority  populations.   Therefore,  it  is 
imperative  that  the  Office  of  Minority  Health  continue  its  efforts 
in  reducing  health  disparities  in  racial  and  ethnic  minority 
populations  to  achieve  better  health  outcomes.   The  work  of  OMH  and 
its  mandate  will  not  be  complete  until  health  disparities  no  longer 
exist  between  minority  and  white  populations. 

The  PHS  Office  on  Women's  Health  (OWH)  serves  a  vital  national 
leadership  role  in  redressing  the  inequities  in  health  research, 
services,  education,  and  policy  that  have  put  the  health  of  American 
women  at  risk.  The  mission  of  the  OWH--to  direct,  stimulate, 
coordinate,  and  advance  women's  health  research,  services,  education 
and  training  across  the  PHS  agencies  and  offices,  and  to  collaborate 
with  public  and  private  sector  organizations,  foundations,  private 
industry,  consumer  and  health  care  professional  groups  to  improve 
women's  health--is  as  critical  today  as  it  was  when  the  OWH  was 
established  in  1991  by  the  Bush  Administration,  with  Congressional 
support.   The  OWH  does  far  more  than  monitor  women's  health 
activities  across  the  Public  Health  Service.   While  many  PHS 
agencies  and  offices  have  a  focus  on  particular  aspects  of  women's 
health,  the  focus  is  narrowed  by  the  purview  of  the  individual 
agency.   By  administering  crosscutting  initiatives  across  the  Public 
Health  Service,  the  OWH,  as  the  focal  point  for  women's  health  in 
the  Federal  government,  is  able  to  address  gaps  in  knowledge,  and  to 
initiate  and  synthesize  program  activities  and  develop  new 
partnerships  to  improve  women's  health  in  ways  that  no  other  single 
PHS  agency  or  office  could  accomplish  alone,  given  their  separate 
circumscribed  missions. 

The  OWH's  role  as  a  catalyst  to  the  development  of  new 
initiatives  and  collaborative  partnerships  between  the  public  and 
private  sectors  allows  the  OWH  to  leverage  limited  resources  to 
their  optimal  use  in  the  conduct  of  national  and  regional  activities 
and  initiatives  to  advance  women's  health  nationwide.   In  just  the 
past  year,  both  independently  and  through  the  development  of 
exciting  public-private  partnerships,  the  OWH  has  initiated  a  wide 
array  of  cost-effective,  public  health-driven  activities  to  improve 
the  health  of  American  women.   Some  examples  of  these  important 
initiatives  designed  to  save  women's  lives  from  disease  and 
disability  include: 

•  Implementation  of  the  National  Action  Plan  on  Breast  Cancer,  a 
major  public-private  partnership  including  all  Federal  agencies, 
consumer  groups,  scientists,  clinicians,  and  industry,  to 
improve  the  diagnosis,  treatment,  and  prevention  of  breast 
cancer  through  research,  improved  service  delivery,  and 
education; 

•  Support  of  regional  women's  health  initiatives,  program 
activity,  and  the  designation  of  regional  women's  health 
coordinators  in  each  of  the  PHS  regions  to  develop  programs  in 
the  States  and  in  local  communities.   An  important  focus  of  the 
regional  initiatives  has  been  on  the  health  of  minority  women, 
whether  women  of  color,  migrant  farm  workers.  Native  Americans, 
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or  women  living  in  or  locating  in  border  areas  adjoining  gateway 
cities ; 

•  Partnership  with  the  Department  of  Defense,  the  Central 
Intelligence  Agency,  and  the  National  Aeronautics  and  Space 
Administration  and  private  sector  industries  to  explore  how 
imaging  technologies  from  defense,  space,  intelligence,  and 
computer  graphics  might  be  applied  to  develop  more  accurate 
methods  for  the  early  detection  of  breast  cancer;  and 

•  Furthering  extensive  linkages,  coalitions  and  partnerships 
developed  with  private  sector  organizations  and  other  Federal 
agencies  to  improve  women's  health  across  the  life-span  through 
the  establishment  of  the  Healthy  Women  2000  initiative,  a 
conference  series  and  public  education  campaign  for 
policymakers,  health  care  professionals  and  the  public  that 
focuses  on  healthy  behaviors  and  understanding  the  risk  of 
illness  that  arise  uniquely  or  predominantly  in  women  throughout 
their  lives. 

The  OWH  performs  a  function  unmatched  and  unduplicated  elsewhere 
in  the  Department  or  the  Federal  government.   It  has  the  unique 
ability  to  improve  the  state-of-the-art  of  women's  health  in  its 
broadest  perspectives,  spanning   research,  services,  education  and 
training,  and  women's  health  policy.   This  capacity  defines  the  OWH 
as  the  Federal  leader  of  women's  health,  a  focal  point  to  which  the 
Federal  agencies,   policymakers,  health  care  professionals  and  the 
public  alike  at  the  national,  state  and  local  levels  turn  to  be 
informed  of  the  full  range  and  scope  of  women's  health  needs, 
programs,  and  initiatives  at  the  scientific,  educational,  services, 
and  policy  levels.   At  the  same  time,  the  convening  capacity, 
nationally-directed  policy,  gap-filling  functions,  and  partnership 
development  that  exist  as  a  product  of  the  Office's  work  could  not 
be  matched  through  a  "bottom-up"  decentralized  approach.   In  a  time 
of  changing  Federal  programs  and  structure,  the  need  for  leadership 
to  safeguard  the  health  of  our  Nation's  women  remains  critical.  The 
work  of  the  OWH  and  its  mandate  will  not  be  redundant  as  long  as 
critical  women's  health  problems  (e.g.  breast  cancer,  domestic 
violence,  heart  disease)  are  not  properly  addressed. 

In  contrast  with  the  views  of  the  Heritage  Foundation,  the 
National  Health  Service  Corps  has  been  and  continues  to  be  one  of 
the  Federal  government's  true  success  stories.   At  the  present  time, 
because  of  NHSC  clinicians,  over  3.8  million  people  have  access  to 
primary  care  that  would  not  otherwise  be  available.   Over  the  20 
plus  years  of  NHSC  placements,  20,000  clinicians  have  spent  part  or 
all  of  their  professional  careers  serving  those  most  in  need. 

The  nation's  experience  in  the  1980's  disproved  the  "diffusion 
theory"  which  assumed  that  increasing  numbers  of  health 
professionals  would  result  in  traditionally  underserved  areas  having 
care.   Historically,  most  health  care  providers  have  not  located 
their  practices  in  isolated  rural  areas  or  urban  neighborhoods  with 
overwhelming  social  problems.   At  the  present  time,  there  are  over 
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2,700  primary  care  health  professional  service  areas  across  the 
country  which  would  require  over  12,000  primary  care  clinicians  to 
achieve  a  population  to  clinician  ratio  of  2000:1. 

The  communities  served  through  the  NHSC  are  areas  where  others 
have  chosen  not  to  go  and  are  in  rural,  frontier,  and  urban  America. 
Primary  care  clinicians,  who  are  currently  in  limited  supply  and 
great  demand,  have  a  myriad  of  opportunities  to  practice  their 
profession.   The  NHSC  is  of  tremendous  assistance  in  assuring  that 
the  neediest  communities  receive  a  portion  of  their  "fair  share"  of 
the  primary  care  clinician  supply. 

The  NHSC  is  often  the  only  source  of  providers  to  care  for 
people  in  communities  with  high  rates  of  infant  mortality,  poverty, 
substance  abuse,  and  other  problems.   Over  the  years,  the  programs 
served  by  the  NHSC  have  been  successful  in  improving  health  status 
and  reducing  costs  for  these  patients  through  comprehensive,  case- 
managed  care.   In  addition  to  reduced  mortality  and  morbidity  rates, 
the  individuals  served  have  lower  hospital  admission  rates,  shorter 
lengths  of  stay,  and  make  less  inappropriate  use  of  hospital 
emergency  rooms. 

Providing  the  preventive  and  primary  health  care  to  individuals 
who  would  not  otherwise  have  access  to  such  care  is  a  highly  cost 
effective  strategy  for  addressing  the  health  needs  of  the  Nation's 
underserved  populations. 

RESCISSIONS 

Mr.  Stokes:   The  recently  reported  House  Bill  includes 
approximately  $1.7  billion  in  cuts  and  program  terminations  within 
the  Department  of  Health  and  Human  Services.   Funding  for  the 
National  Health  Service  Corps  is  cut  $12.5  million;  and  funding  for 
Infectious  Disease  Control  and  Prevention  is  also  reduced. 

I  think  it  is  absolutely  essential  that  we  realize  --  that  in 
the  rescission  process,  --  we  are  not  just  cutting  dollars.   In 
fact,  in  many  instances,  we  are  reducing  the  quality  of  life  for 
America's  most  vulnerable  citizens:   the  children,  the  elderly,  and 
the  veterans.   Would  you  highlight  for  the  Committee  the  "people 
impact"  of  the  rescission  line  items  that  I  just  outlined? 

Dr.  Lee:   For  the  National  Health  Service  Corps,  the  reduction 
would  eliminate  funding  for  approximately  125  Federal  scholarships 
and  loan  repayment  agreements.   This  reduction  would  mean  that  over 
300,000  underserved  individuals  would  be  deprived  of  the  services  of 
a  NHSC  provider. 

The  Centers  for  Disease  Control  and  Prevention  (CDC)  will  be 
unable  to  provide  funds  to  the  anticipated  12  state  health 
departments  that  critically  need  the  capacity  to  respond  to 
outbreaks  of  infectious  diseases,  often  involving  children, 
underserved  and  minority  populations.   The  diminished  capacity  of 
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many  states  to  accomplish  needed  activities  is  demonstrated  by  a 
recent  survey  by  the  Council  of  State  and  Territorial  Epidemiologist 
documenting  the  lack  of  personnel  to  direct,  investigate,  and 
control  infectious  diseases  at  the  state  and  local  level.   For 
example,  12  states  could  not  even  respond  to  routine  foodborne  and 
waterborne  disease  outbreaks. 

African-American  infants  are  twice  as  likely  as  white  infants  to 
die  from  complications  of  infectious  diseases;  however,  population- 
specific  causes  of  the  increased  risks  of  infectious  diseases  in 
minority  and  underserved  communities  are  unknown,  since  diseases  in 
these  populations  are  underreported.   Establishment  of  Emerging 
Infections  Programs  (EIP)  and/or  enhancement  of  state  health 
department  surveillance  and  response  programs  to  determine  these 
causes  are  direly  needed.   Such  programs  cannot  be  established 
without  these  resources. 

The  burden  of  infectious  diseases  falls  disproportionately  on 
African  Americans  in  this  country,  and  this  gap  has  widened  in 
recent  years.   For  example,  in  1991,  the  age-adjusted  infectious 
diseases  mortality  rate  of  79.5  per  100,000  in  African  Americans  was 
302  higher  than  in  the  population  as  a  whole;  in  contrast,  in  1980 
the  infectious  diseases  mortality  rate  among  this  population  was  46 
per  100,000,  or  9Z  higher  than  in  the  population  as  a  whole.   State- 
based,  population  specific  investigations  are  needed  to  determine 
the  reasons  for  this  increasing  gap  in  mortality.   Assistance  to 
state  health  agencies  to  strengthen,  maintain,  and  enhance  their 
capacity  for  public  health  surveillance  and  response  for  these 
infectious  threats  is  crucial. 

Earlier  this  year  a  new  type  B  strain  of  meningococcal  disease 
was  recognized  in  Oregon.   A  focus  is  to  monitor  infectious  disease 
risks  in  special  populations,  such  as  school-age  children,  minority 
and  underserved  populations.   The  incidence  of  serogroup  B 
meningococcal  disease  in  Oregon  has  primarily  affected  children  and 
youth. 

Since  this  disease  is  transmitted  by  an  airborne  route,  the  type 
B  meningococcal  strain  found  in  Oregon  has  the  capacity  to  put 
thousands  of  children  and  youth  at  risk  and  spread  to  other  parts  of 
the  United  States  producing  upsurges  in  disease  incidence.   As  a 
result  of  the  EIP  award,  Oregon  has  made  investigation  and  control 
of  meningococcal  disease  problems  a  top  priority.   Without 
restoration  of  the  $2.8  million,  it  is  unlikely  that  other  states 
will  have  the  resources  or  personnel  to  perform  investigations  and 
interventions  of  this  type  for  this  disease  or  other  emerging  and 
reemerging  infectious  diseases. 

Mr.  Stokes:   Are  there  specific  rescissions  which  really  fall 
into  the  "penny  wise  and  pound  foolish"  category  with  respect  to  the 
health  problems  that  would  result  in  the  long  term? 

Dr.  Lee:   We  believe  that  the  rescissions  that  will  seriously 
erode  our  capacity  to  coordinate  health  policies  and  programs,  not 
only  among  the  agencies  of  the  Public  Health  Service,  but  within  the 
Federal  Government  as  a  whole  --  with  Departments  of  Agriculture, 
Defense,  Transportation,  Housing  and  Urban  Development,  and 
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Education  and  with  other  Federal  agencies  --  are  indeed  "penny  wise 
and  pound  foolish."   This  capacity  provides  us  with  the  resources 
that  have  led  to  better  health  for  the  American  people,  through 
clearer  and  more  effective  leadership  in  such  areas  as  environmental 
health  policy,  nutrition  and  dietary  guidance,  improvements  in 
information  and  data  policy  as  they  relate  to  health  care  and  health 
education,  improvements  in  the  interface  of  managed  care  and 
services  for  vulnerable  populations,  and  many  others.   These  are  the 
kinds  of  health  issues  that  are  not  the  domain  of  any  one  agency  but 
have  significant,  long-term  implications  for  health. 
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BIOMEDICAL  RESEARCH 

Mr.  Hoyer:    I  see  that  the  budget  request  for  biomedical 
research  represents  an  increase  of  4.1  percent  over  1995.   How  does 
this  compare  to  the  medical  inflation  rate?   What  is  the  impact  of 
this  level  of  funding  on  biomedical  research? 

Dr.  Lee:   The  Biomedical  Research  and  Development  Price  Index 
(BRDPI)  for  the  FY  1996  current  estimate  is  4.3  percent.   The 
proposed  4.1  percent  increase  will  provide  funding  to  essentially 
maintain  NIH's  broad-based  research  portfolio  and  support  a  23 
percent  success  rate  for  competing  research  project  grants.   The  FY 
1996  request  will  provide  increases  for  high  priority  research 
initiatives  in  the  following  areas:   HIV/AIDS  research,  TB  research, 
the  Office  of  Research  on  Women's  Health,  the  Minority  Health 
Initiative,  High  Performance  Computing  (HPCC) ,  breast  cancer,  and 
the  Secretary's  Breast  Cancer  Action  Plan. 

Further,  NIH  has  identified  major  non-AIDS  areas  of  emphasis  for 
expansion  that  promise  to  yield  a  greater  return  on  the  federal 
investment  in  biomedical  research.   These  include:   Bone,  Muscle  and 
Connective  Tissue  Disease  Research,  Brain  and  Brain  Disorders 
Research,  Disorders  of  Developmental  and  Reproductive  Biology, 
Mutation  and  Environmental  Cancer  Research,  Shared  Resources,  DNA 
Sequencing  Technology  Development,  Gene  Therapy,  Structural  Biology 
and  Drug  Design,  Prevention  Research,  Computer  Technology  to  upgrade 
the  Clinical  Center's  medical  information  system.  Communications 
Infrastructure,  Buildings  and  Facilities,  loan  repayment  and 
scholarship  programs  authorized  under  the  NIH  Revitalization  Act, 
and  the  Academic  Research  Enhancement  Award  Program  (AREA) . 

INDIRECT  COSTS 

Mr.  Hoyer.   I  think  most  people  would  agree  that  American 
biomedical  research  is  among  the  best--if  not  the  best--in  the 
world.   The  NIH's  partnership  with  American  universities  has 
fostered  creativity,  trained  generations  of  brilliant  scientists  and 
researchers,  and  led  to  remarkable  scientific  breakthroughs. 

There  has  been  some  discussion  of  capping  further  the  allowance 
or  indirect  costs  for  university  research.   As  you  know,  recovery  of 
indirect  costs  for  administration  has  already  been  capped. 
Therefore,  a  cap  on  overall  indirect  costs  is  essentially  a  cap  on 
funding  for  facilities.   Would  you  explain,  from  your  point  of  view, 
the  role  of  university  research  and  the  impact  on  that  research  of 
further  limiting  indirect  cost  recovery? 

Dr.  Lee:   University  research  contributes  to  the  Nation's 
competitive  position  in  the  global  economy  and  the  source  of 
knowledge  that  can  be  applied  to  national  goals,  including  improving 
the  public's  health.   As  stated  in  Science  in  the  National  Interest, 
"...the  return  from  our  public  investments  in  fundamental  science 
has  been  enormous,  both  through  knowledge  generated  and  through 
education  of  an  unmatched  scientific  and  technical  workforce." 
University  research  is  certainly  at  the  core  of  this  essential 
national  endeavor. 
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The  Subcommittee  on  Research  of  the  Committee  on  Fundamental 
Science,  National  Science  and  Technology  Council  stated  in  their 
report  of  November  A,  1994  that  the  policy  on  the  payment  for  the 
costs  of  research  should  be  guided  by  three  principles:  fair 
financial  participation  by  both  the  universities  and  the  Federal 
government,  consistent  financing  policies,  and  simplified  payment 
policies,  consistent  with  the  spirit  of  the  National  Performance 
Review. 

We  believe  that  the  proposed  changes  to  Circular  A-21  that  0MB 
published  in  the  Federal  Register  on  February  6,  1995  will 
accomplish  these  principles.   The  changes  proposed  by  0MB  were  based 
on  discussions  with  the  research  grant  community  as  well  as  the 
recommendations  of  the  Subcommittee  on  Research  of  the  Fundamental 
Science  Committee  of  the  National  Science  Technology  Council. 
Specifically,  the  proposed  changes  embody  recommendations  of  the 
Subcommittee  to  stabilize  the  Federal  payment  of  research  costs, 
narrow  the  range  of  rates,  and  develop  a  simplified  and  more 
rational  methodology  for  financing  research  facilities.   The 
proposed  changes  would  require  all  Federal  funding  agencies  to  apply 
the  indirect  cost  rates  in  use  at  the  time  of  the  grant  award  to  the 
life  of  the  agreement,  ensuring  more  consistency  across  Federal 
agencies  and  accurate  prediction  of  outyear  costs.  Determination  of 
indirect  cost  rates  would  be  made  more  consistent  by  changes  such  a 
the  elimination  of  special  studies  used  by  many  institutions  to 
allocate  certain  facilities  costs  to  Federal  research,  as  well  as 
development  of  appropriate  criteria  for  the  reimbursement  of 
indirect  costs.   0MB  also  proposes  to  further  develop  process  that 
would  benchmark  the  costs  of  facilities  construction  and  acquisition 
and  utilities,  and  treat  specialized  services  and  facilities  more 
uniformly. 

While  previous  adjustments  for  payments  of  administrative  costs 
resulted  in  reduced  spending  for  these  costs  of  $104  million, 
according  to  a  recent  GAO  report,  the  NSTC  Subcommittee  did  not 
recommend  imposing  additional  cost  ceilings  at  this  time.   Our 
understanding  of  the  complex  issues  driving  facilities  costs  is  not 
complete,  and  there  is  not  a  consensus  on  the  appropriateness  of 
some  costs.   A  hastily  imposed  cap  on  facilities  costs  may  not 
adequately  account  for  wide  regional  variation  in  construction  and 
maintenance  costs.   Data  necessary  to  assess  the  consistent 
treatment  of  costs  of  building  and  operating  specialized  use 
facilities  has  not  been  fully  examined. 

Circular  A-21  revisions  proposed  by  0MB  provide  adjustments  that 
are  appropriate  to  our  present  understanding  of  the  issues  related 
to  research  costs.   It  is  essential  that  the  Federal  government  and 
the  research  community  complete  the  additional  data  analysis  and 
policy  development  processes  recommended  by  0MB,  in  conjunction  with 
the  Federal  science  agencies  and  the  research  grantee  community. 
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ROLE  OF  THE  SURGEON  GENERAL 

Mr.  Hoyer:   The  role  of  public  education  in  promoting  the  public 
health  has  always  been  interesting  to  me.   In  any  aspect  of 
medicine,  it  is  important  to  educate  people  about  the  sources  of 
health  and  disease  --  but  in  public  health,  education  is  one  of  the 
most  critical  tools  for  accompanying  our  goals. 

Some  people  have  suggested  --  indeed,  some  of  my  colleagues  here 
today  have  suggested  --  that  the  role  of  the  Surgeon  General  is 
essentially  that  of  a  "public  relations"  person  and  is  therefore 
unnecessary.   Could  you  elaborate  why  the  position  of  the  Surgeon 
General,  occupied  by  an  independent,  high-profile  and  respected 
medical  professional,  is  important  to  public  health  education  and 
outreach?   Do  you  believe  that,  if  the  position  of  the  Surgeon 
General  had  been  collapsed  into  another  position,  that  the  public 
health  hazards  of  smoking  and  AIDS  would  have  received  the 
prominence  that  they  did  under  Dr.  Koop? 

Dr.  Lee:   Section  201  of  Title  II  of  the  PHS  Act  mandates  that 
the  leadership  of  PHS  reside  in  the  Assistant  Secretary  for  Health 
who  is  responsible  for  overall  direction  of  and  developing  and 
implementing  health  policy  for  eight  separate  agencies.   As  I 
indicated  at  the  hearing,  these  responsibilities  preclude  me  from 
devoting  the  amount  of  time  needed  to  be  the  Nation's  chief 
spokesperson  on  good  health.   Moreover,  I  believe  that  it  is 
critical  to  have  one  individual  to  focus  full-time  on  publicly 
promoting  healthful  behaviors  and  choices,  a  matter  of  great 
importance  to  our  society  where  we're  talking  about  the  quality  of 
life  or  the  level  of  health  care  expenditures.   Increasingly  in 
recent  years,  this  role  has  been  filled  by  the  Surgeon  General. 

American  citizens  have  grown  accustomed  to  looking  to  the 
Surgeon  General  for  guidance  on  healthy  living.   The  vital  role 
played  by  the  Surgeon  General  in  our  successful  tobacco  prevention 
campaigns  is  the  most  dramatic  example  of  the  importance  of  this 
position.   In  addition,  it  was  the  Surgeon  General  who  alerted  the 
Nation  to  the  dangers  of  consuming  alcohol  while  pregnant,  and  it 
was  the  Surgeon  General  who  presented  clear  information  to  the 
public  on  the  nature  and  prevention  of  HIV/AIDS.   Today,  the 
President  looks  to  the  Surgeon  General  to  lead  special  new  efforts 
to  decrease  the  current  unacceptable  level  of  unwanted  teen 
pregnancies.   There  is  a  long  tradition  of  public  health 
professionals  serving  as  advocates  for  the  population  -  operating 
on  health  issues  and  serving  as  a  focal  point  for  efforts  in 
critical  public  areas  like  smoking  prevention.    This  is  a  full-time 
job  and  requires  the  efforts  of  an  articulate,  knowledgeable 
individual  who  can  travel  to  the  people  and  talk  to  them  about 
health  problems.   The  professional  outreach  and  public  education 
role  is  virtually  incompatible  with  the  management  responsibilities 
of  the  Assistant  Secretary  for  Health,  and  for  the  last  29  years, 
these  roles  have  been  distinct  with  the  exception  between  1977-1980 
when  Dr.  Julius  Richmond  served  as  both  the  Surgeon  General  and  the 
ASH.   It  would  be  tragic  to  the  Nation's  well-being  to  lose  the 
effectiveness  of  the  Surgeon  General  in  promoting  good  health. 


74 


The  Surgeon  General  does  serve  as  a  member  of  the  executive  team 
of  the  Assistant  Secretary  for  Health  and  also  administers  the  PHS 
Commissioned  Corps.   For  more  than  100  years,  the  Commissioned  Corps 
has  provided  PHS  with  a  flexible  and  mobile  cadre  of  highly- 
qualified  health  professionals  who  have  served  with  distinction 
throughout  PHS  and  in  many  other  Federal,  State,  local,  and 
international  agencies. 

The  Corps  consists  solely  of  health  professionals  with  expertise 
in  biomedical  research,  health  care  administration,  epidemiology, 
and  many  other  areas.   Currently,  officers  serve  in  more  than  600 
geographic  locations  in  this  country  and  abroad.   As  a  uniformed 
service,  the  Corps  provides  PHS  program  managers  officials  with 
needed  flexibility  in  meeting  their  health  professional  personnel 
needs . 
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Pub  lie  Hea 1 th  Serv ice  Managemen t 
[Office  of  the  Assistant  Secretary  for  Health] 

For  the  expenses  necessary  for  the  Office  of  the  Assistant  Secretary  for 
Health  and  for  carrying  out  titles  III,  XVII,  XX,  and  XXI  of  the  Public  Health 
Service  Act,  [$65,267,000,  together  with  $1,500,000  which  shall  be  only  for 
employee  buyouts,  terminal  leave,  severance  pay,  and  other  costs  related  to 
the  reduction  of  the  number  of  employees  in  the  Office  of  the  Assistant 
Secretary  for  \\ea^th,]$66,204,000,   and,  in  addition,  amounts  received  by  the 
Public  Health  Service  from  Freedom  of  Information  Act  fees,  reimbursable  and 
interagency  agreements  shall  be  credited  to  this  appropriation  and  shall 
remain  available  until  expended. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

Assistant  Secretary  for  Health 
Office  of  the  Assistant  Secretary  for  Health 


Amounts  Available  for  Obligation  1/ 


1994         1995  1996 

Actual    Apprppriatjgn    Estimate 

Appropriation: 
Annual  $67,194,000    $66,767,000    $66,204,000 

Section  205  Reduction  ..  -219,000 

Section  207  Reduction  ..  -  42.000 

Subtotal,  adjusted 

appropriation  66,506,000 

Comparative  transfers 
from: 

"Health  Resources 
and  Services",  HRSA 
for  Beneficiary 
Medical  Program  750,000       750,000 

"Departmental  Management", 
OS  for  transfer  of 
national  security 
emergency  preparedness 
functions  99.000       103.000    

Subtotal,  adjusted 

budget  authority  68,043,000     67,359,000     66,204,000 


Unobligated  balance, 

lapsing  -886.000 


Total  obligations  $67,157,000     $67,359,000   $66,204,000 


1/  Excludes  the  following  amounts  for  reimbursable  activities: 

FY  1994,  $57,022,000  and  629  FTEs;  FY  1995,  $59,348,000  and  625  FTEs; 
FY  1996,  $61,128,000  and  619  FTEs. 
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Office  of  the  Assistant  Secretary  for  Health 
SU^WARY  OF  CHANGES 

1995  Appropriation  $67,359  000 

1996  Request  66.204.000 


Net  Change  

-$1,155,000 

1995 

Appropriation 
Base 

Chfing 
FTE 

es  from  Bas^ 

Increases: 

fTE 

Budget 
Authority 

Budget 
Authority 

A.  P(ii1t-in: 

1.  January  1996  pay  raise  of  2.4% 

2.  Within-grade  increases  

3.  Annual ization  of  1995  pay 

raise 

""■ 

$27,405,000 
27,405,000 

27,405.000 

27,405,000 

2,308,000 

3,691.000 

— 

+$549,000 
+534,000 

+291,000 

+117,000 

+82,000 

+104,000 

4.  One  more  day  of  pay 

5.  PHS  Service  and  Supply  Fund 

6.  Rent  

Subtotal.  Built-in  

... 

+1,677.000 

B.  Prpgrflm: 

1.  Emergency  Preparedness 

Funding  for  two  staff 
positions. 

Total,  Increases  

24 

2,180.000 

... 

+126.000 
+1,803,000 

Decreases: 

A.  Built-in: 

1.  DHHS  Working  Capital  Fund  ... 

2.  Federal  Telecommunications 

System 

— 

456,000 
335,000 

... 

-47,000 
-50.000 

Subtotal,  Built-in 

... 

-97,000 

B.  Proflram: 

1.  Adolescent  Family  Life  

Program  reduction  and 
absorption  of  built-in 
increases. 

13 

6,698.000 

... 

-598,000 

2.  Disease  Prevention  

25 

4.604.000 

... 

-83,000 

Absorption  of  built-in 
increases. 

3.  Physical  Fitness  &  Sports  ... 
Absorption  of  built-in 
increases. 

16 

1.407,000 

... 

-60.000 
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1995  Appropriation 

Base Changes  froin  Base 

Budget  Budget 

FTE      Authority  FTE     Authority 


4.  Minority  Health  77    20,631,000 

Absorption  of  built-in 
increases. 

5.  National  AIDS  Program  Office     18     1,742,000 

Absorption  of  built-in 
increases. 

6.  National  Vaccine  Program  9      995,000 

Absorption  of  built-in 
increases. 

7.  Research  Integrity  51     3,863,000 

Absorption  of  built-in 
increases. 

8.  Women's  Health  20     2,562,000 

Absorption  of  built-in 
increases. 

9.  Health  Policy,  Planning,  and 

Evaluation 37     3,856,000 

Absorption  of  built-in 
increases. 

10.  Streamlining 17     1,500,000    -11 

Reduction  in  termination 
expenses. 

11.  PHS  Management  161     17,320,000    — 

Absorption  of  built-in 
increases. 

Total ,  Program  -n 

Total  Decreases  -11 

Net  Change  -11 


-184,000 
-77,000 
-48,000 

-167,000 
-66,000 

-127,000 
-715,000 
-736.000 

-2,958,000 
-1,155,000 
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Office  of  the  Assistant  Secretary  for  Health 

Budget  Authority  by  Activity 
(Dollars  in  thousands) 


1994 


£IE     M 


1995 
Appropriation 
M 


^ 


1.  Population  affairs: 

(a)  Adolescent  family 

life  10   $6,250 

2.  Special  health 

initiatives: 

(a)  Disease  prevention 

and  health 

promotion  22    4,611 

(b)  Physical  fitness 

and  sports  14    1,453 

(c)  Minority  health  ..     73   19,738 
(AIDS)  (5)  (2.394) 

(d)  National  AIDS 

program 

office  30    2,869 

(e)  National  vaccine 

program  29    2 ,  448 

(f)  Office  of  research 

integrity  50    4,000 

(g)  Office  on  women's 

health  7     925 

(h)  Emergency 

preparedness  39    2,167 

(i)  Health  care 

reform  —     — 

(j)  Health  policy, 
planning,  and 
evaluation  _22   4.022 

Subtotal  301   42,233 

3.  Streamlining  —     — 

4.  Public  health  service 

management  245   19.560 

Total,  BA  556  $68,043 


13    $6,698 


1996 

Estimate 

£I£      M 


13    $6,144 


25 

4,604 

25 

4,601 

16 

1,407 

16 

1,406 

77 
(5) 

20,631 
(2.341) 

77 
(5) 

20,592 
(2,341) 

18 

1,742 

18 

1,739 

9 

996 

9 

995 

51 

3,863 

51 

3,858 

20 

2,562 

20 

2,552 

24 

2,180  1/ 
...  2J 

24 

2,374 

_2Z 

1.M6  2/ 

_iZ 

3.854 

277 

41,841 

277 

41,971 

17 

1,500 

6 

785 

Ifii 

17.320  3/ 

IM 

17.304 

468 

$67,359 

457 

$66,204 
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£I£ 


1994 


1995 
Apgropriation 


^ 


£I£ 


1996 
Estimate 


M 


Reimbursable  FTEs: 

PHS  Service  and 
Supply  Fund  512 

Other  Reimbursements  HZ 

Total,  FTEs  1,185 


496 

12a 

1,093 


486 

121 

1,076 


1/  Reflects  comparative  transfer  of  $103,000  from  the  Office  of  the  Secretary. 

Z/     Reflects  comparative  transfer  from  Health  Care  Reform  of  $2,744,000  and  from 
PHS  Management  of  $1,112,000. 


2/  Reflects  comparative  transfer  of  $1,112,000  to  Health  Policy  Planning  and 
Evaluation  and  $750,000  from  Health  Resources  and  Services  Administration. 
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Budget  Authority  by  Object 
Office  of  the  Assistant  Secretary  for  Health 

FY  1995       FY  1996     Increase/ 
Appropriation  1/   Estimate   Decrease 

Total  compensable  workyears: 
Full-time  equivalent  employment  ..         468         457        -11 

Full-time  equivalent  of 
overtime  and  holiday  hours  2  2       — 

Average  SES  salary  $112,748      $114,101     +$1,353 

Average  GS  grade  11.19        11.22 

Average  GS  salary $53,213      $54,091      +$878 

Personnel  compensation: 

Full-time  permanent  $24,505,000 

Other  than  full-time  permanent  ...  2,733,000 

Other  personnel  compensation  653,000 

Special  personnel  service  payments  28 . 000 

Total  personnel  compensation  ...  27,919,000 

Personnel  benefits  4,944,000 

Benefits  for  former  personnel  543,000 

Travel  and  transportation  of  persons  1,046,000 

Transportation  of  things  60,000 

Rent,  communications  and  utilities: 

Rental  payments  to  GSA  3,691,000 

Communications,  utilities,  and 
miscellaneous  charges  1,180,000 

Printing  and  reproduction  406,000 

Consultant  services  contracts  (25.1) 

Other  services  (25.2)  4,235,000 


124,811,000 

+$306,000 

2,731,000 

-2,000 

645,000 

-8,000 

28.000 



28,215,000 

+296,000 

5,004,000 

+60,000 

— 

-543,000 

1,073,000 

+27,000 

65,000 

+5,000 

3,795,000 

+104,000 

1,243,000 

+63,000 

419,000 

+13,000 

3,863,000 

-372,000 
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Budget  Authority  by  Object 
Office  of  the  Assistant  Secretary  for  Health 


FY  1995 

ApprppriniQn  1/ 

FY  1996 
Estim^t? 

Increase/ 

6,247,000 

5,806,000 

-441,000 

234,000 

235,000 

+1,000 

366,000 

339,000 

-27,000 

16.488.000 

16.147.000 

-341.000 

67,359.000 

66,204,000 

-1,155,000 

Purchases  of  goods  and  services  from 
other  Government  accounts  (25.3).. 

Supplies  and  materials  

Equipment  

Grants  

Total,  budget  authority  by  object 


1/    Reflects  the  following  comparative  transfers: 

+$750,000  from  the  Health  Resources  and  Services  Administration  for 
the  Beneficiary  Medical  Program;  and 

+$103,000  from  the  Office  of  the  Secretary  for  transfer  of  National 
security  emergency  preparedness  functions. 
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Budget  Authority  by  Object 
PHS  Service  and  Supply  Fund  1/ 

FY  1995       FY  1996     Increase  or 
Estimate       Estimate      Decrease 

Total  compensable  workyears: 
Full-time  equivalent  employment: 

Indian  Health  Service  47  47  — 

Health  Resources  and  Services 

Administration  128  128 

Food  and  Drug  Administration..        117  117  — 

Office  of  the  Assistant 

Secretary  for  Health  496  486  -10 

Total,  FTE  employment  788  778  -10 

Average  SES  salary $110,293      $111,616       +$1,323 

Average  GS  grade 10.28        10.33 

Average  GS  salary $44,998       $46,348       +$1,350 


Personnel  compensation: 

Full-time  permanent  $33,647,000  $35,363,000  +$1,716,000 

Other  than  full-time  permanent  ...  1,077,000  1,132,000  +55,000 

Other  personnel  compensation  1,391,000  1,462,000  +71,000 

Special  personnel  service  payments   zz^  z^_^        z^z. 

Total  personnel  compensation  ...  36,115,000  37,957,000  +1,842,000 

Personnel  benefits  8,687,000  9,130,000  +443,000 

Benefits  for  former  personnel 301,000  319,000  +18,000 

Travel  and  transportation  of  persons  756,000  802,000  +46,000 

Transportation  of  things  1,297,000  1,375,000  +78,000 

Rent,  communications  and  utilities: 

Rental  payments  to  GSA 7,045,000  7,468,000  +423,000 

Conmunications,  utilities,  and 

miscellaneous  charges  6,957,000  7,374,000  +417,000 

Printing  and  reproduction  334,000  354,000  +20,000 
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Budget  Authority  by  Object 
PHS  Service  and  Supply  Fund  1/ 

FY  1995       FY  1996  Increase  or 

Estimate       Estimate  Pecpease 

Consultant  services  contracts  —         —  — 

Project  contracts  19,605,000    21,132,000  +1,527,000 

Other  services  41,412,000    44,628,000  +3,216,000 

Supplies  and  materials  49,308,000    52,266,000  +2,958,000 

Equipment  5,799,000     6,147,000  +348,000 

Grants  ziz.        z^^  zzz. 

Total  budget  authority  by  object   $177,616,000   $188,952,000  +$11,336,000 

1/  Represents  reimbursable  dollars  and  FTEs  in  IHS,  HRSA,  FDA,  and  OASH. 
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Administrative  Costs 
(Budget  Authority) 

Office  of  the  Assistant  Secretary  for  Health 

FY  1995  FY  1996  Increase/ 

Appropriation  Estimate  Decrease 

Personnel  compensation: 

Full-time  permanent  (11.1)  $24,505,000  $24,811,000  +$306,000 

Other  than  full-tine  permanent  (11.3)  ..    2,733,000  2,731,000  -2,000 

Other  personnel  compensation  (11.5)  653,000  645,000  -8,000 

Special  personnel  service  payments  (11.8)     28.000  28.000  — 

Total  personnel  compensation  (11.9)  ..   27,919,000  28,215,000  +296,000 

Personnel  benefits  (12.1)  4,944,000  5,004,000  +60,000 

Benefits  for  former  personnel  (13.0)  543,000  —  -543,000 

Travel/transportation  of  persons  (21.0)..    1,046,000  1,073,000  +27,000 

Transportation  of  things  (22.0)  60,000  65,000  +5,000 

Communications,  utilities,  and 

miscellaneous  charges  (23.3)  1,180,000  1,243,000  +63,000 

Printing  and  reproduction  (24.0)  406,000  419,000  +13,000 

Consultant  services  contracts  (25.1)  ....        —  —  — 

Other  services  (25,2) 4,235.000  3,863,000  -372,000 

Purchases  of  goods  and  services  from 

other  Government  accounts  (25.3)  6,247,000  5,806,000  -441,000 

Supplies  and  materials  (26.0)  234.000  235.000  +1.000 

Total  46,814,000  45,923,000  -891,000 
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Significant  Items  in  House  and  Senate 

and  Conference  Appropriation 

Conmittee  Reports 


Item 

1995  House  Report 


Public  Health  Service  Management  - 
The  Committee  is  concerned  that  the 
Office  of  Behavioral  and  Social 
Sciences  Research  (OBSSR)  at  NIH  has 
not  yet  been  established.  While  the 
Committee  has  been  assured  that 
OBSSR  is  one  of  NIH's  top 
priorities,  nearly  one  year  after 
its  authorization  the  office  remains 
unstaffed  and  unfunded,  and  a 
mandated  report  to  Congress 
unwritten.  It  is  the  understanding 
of  the  Committee  that  the  OBSSR 
cannot  go  forward  until  the 
Assistant  Secretary  for  Health 
approves  documentation  from  NIH  that 
formalizes  the  office.  The 
Committee  expects  the  Assistant 
Secretary  to  act  swiftly  so  that  the 
implementation  of  the  OBSSR  can 
proceed,  and  looks  for  the  immediate 
initiation  of  a  search  for  a 
director  who  has  a  broad  background 
in  the  behavioral  and  social 
sciences  to  head  the  office. 


Action  Taken  Or  To  Be  Taken 


As  required  under  Section  203  of  the 
NIH  Revitalization  Act  of  1993 
(Public  Law  103-43),  the  Secretary, 
Department  of  Health  and  Human 
Services  approved  and  established 
the  Office  of  Behavioral  and  Social 
Services  Research,  effective 
July  13,  1994.  Notification  of  the 
Office's  establishment  and  its 
functional  responsibilities  appeared 
in  the  Federal  Register  (Volume  59, 
Number  138,  page  37047)  on 
Wednesday,  July  20,  1994. 
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1995  Senate  Rgpnrt 


Women's  Health  -  The  Conmittee  is 


disappointed  that  the  Secretary  of 
HHS  has  not  submitted  the  action 
plan  to  address  issues  regarding 
unnecessary  hysterectomies.  ...The 
Committee  continues  to  strongly  urge 
the  development  of  this  plan  and 
requests  that  the  Secretary  provide 
Congress  with  this  action  plan  no 
later  than  March  30,  1995. 


Emergency  Preoaredne'?';  -  The 
Cotranittee  requests  a  report  on  the 
feasibility  of  the  creation  of  a 
Ready  Reserve  in  the  USPHS. 


Minority  Hpal^h  -  The  Committee 
recommends  that  in  fiscal  year  1995 
the  Office  of  Minority  Health  give 
priority  to  community  health 
coalition  demonstrations  which 
deliver  integrated,  community-based 
cancer  outreach  and  prevention 
services  in  high-risk  communities. 


The  Office  on  Women's  Health  has 
evaluated  the  planned  and  ongoing 
activities  of  the  PHS  on  the  subject 
of  hysterectomy,  alternatives  to 
this  procedure,  and  the  malignant 
and  benign  conditions  that  may  lead 
to  hysterectomy.  An  interim  report 
responding  to  a  series  of  specific 
questions  posed  by  Senator  Mikulski 
was  forwarded  to  the  Secretary  in 
December.  That  interim  report  noted 
that  a  detailed  state-of-the-art 
report  would  be  forwarded  to  Senator 
Mikulski  in  February  1995. 


The  Office  of  Emergency  Preparedness 
is  in  the  process  of  preparing  a 
full  report  to  the  Committee. 


OMH  is  currently  preparing  the 
Federal  Register  Announcement  to 
develop  a  model  comnunity-based 
cancer  outreach  and  prevention 
program  which  will  target  high  risk 
urban  minority  populations.  The 
program  will  be  designed  to  reduce 
morbidity  and  cancer  mortality  rates 
among  targeted  populations.  OMH 
plans  to  award  this  cooperative 
agreement  during  Fiscal  Year  1995. 


90 


17 


Women's  Health  -  The  Conmittee 
recommends  that  the  Office  work 
collaboratively  with  relevant  PHS 
agencies  to  develop  initiatives  to 
expand  support  for  medical  education 
and  leadership  training  for  women, 
including  support  for  students, 
faculty  training,  and  related 
institutional  programs. 


OWH  is  collaborating  with  the  Health 
Resources  and  Services 
Administration  (HRSA)  and  the  NIH 
Office  on  Research  on  Women's  Health 
(ORWH)  to  study  the  improvement  of 
training  competencies  in  the  care  of 
women  in  the  conduct  of  medical 
education.  HRSA  was  also  directed 
to  work  with  OWH  and  ORWH  in  the 
conduct  of  a  broad-based  study  of 
the  adequacy  of  academic  and 
clinical  training  in  women's  health 
and  in  the  education  of  health 
professionals.  The  three  agencies 
have  worked  together  over  the  past 
six  months  and  joined  in  partnership 
with  a  number  of  health 
organizations,  including,  but  not 
limited  to  the  Association  of 
American  Medical  Colleges  (AAMC) , 
The  Society  for  the  Advancement  of 
Women's  Health  Research,  the 
Congressional  Caucus  for  Women's 
Issues  (now  defunct),  the  American 
Medical  Women's  Association,  the 
Consortium  of  Social  Science 
Associations,  and  the  American 
Psychiatric  Association.  A  two-phase 
study  of  women's  health  content  in 
medical  school  curricula  was 
initiated  under  the  aegis  of  the 
AAMC.  ORWH,  HRSA,  OWH  and  AAMC 
developed  both  a  Phase  1  preliminary 
survey  and  a  more  detailed  Phase  2 
survey  that  was  initiated  in 
November  1994.  It  is  expected  that 
data  analysis  and  a  report  of  the 
findings  will  be  completed  by  early 
1995.  At  the  same  time,  HRSA  and 
its  Council  on  Graduate  Medical 
Education  (COGME) ,  OWH  and  ORWH  have 
been  working  with  medical  specialty 
societies  and  others  in  the 
development  of  a  model  medical 
school  curriculum  on  women's  health. 
The  conceptual  framework  for  that 
model  was  presented  in  July  1994. 
COGME  findings  and  recommendations 
regarding  model  methods  to  deliver 
and  teach  women's  health  will  be 
ready  for  dissemination  early  in 
1995  as  a  separate  report  to 
Congress.  The  final  report  on  the 
study  and  recommendations  for  a 
model  women's  health  curriculum  are 
expected  to  be  completed  by 
June  1995. 
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PHS  Manaoement  -  It  is  not  the 
intent  of  this  Committee  that  OASH 
supplement  its  appropriations 
through  taps  on  other  PHS  agencies. 
Therefore,  the  Committee  has 
included  bill  language  addressing 
this  issue.  It  is  expected  that  any 
redistribution  of  funds  through  taps 
will  be  a  subject  of  a  reprogramming 
request,  and  will  only  occur  upon 
approval  of  the  House  and  Senate 
Appropriations  Committee. 


Rehabilitation  science  -  The 
Committee  believes  an  independent 
assessment  of  the  current  Federal 
efforts  in  rehabilitation  science 
and  engineering  is  warranted  and 
requests  that  the  Secretary  make 
appropriate  arrangements  with  the 
Institute  of  Medicine,  or  a  similar 
independent  entity,  to  undertake 
such  a  review.  The  study  should 
include  an  assessment  of  funding  and 
manpower  development,  and  make 
recommendations  for  the  improvement 
of  Federal  rehabilitation  science 
efforts.  The  Committee  intends  that 
the  cost  of  this  study  be  financed 
within  available  funds  up  to 
$1,200,000  and  that  the  Secretary 
will  make  the  necessary  contract 
arrangements  within  180  days  of 
enactment  of  this  bill. 


The  Office  of  the  Assistant 
Secretary  for  Health  has  no  plans 
for  assessment  of  the  PHS  agencies 
beyond  estimates  provided  in  the 
FY  1995  budget;  nor  do  we  plan  to 
increase  any  existing  assessments. 


In  response  to  the  Committee's 
directive,  a  planning  group  has  been 
formed  with  members  from  PHS, 
Department  of  Defense,  and  Veterans 
Administration  to  consider  how  to 
specify  the  study.  After  the  scope 
of  the  study  is  determined,  with 
input  from  the  Committee  and  other 
appropriate  Congressional  staff, 
discussions  will  be  held  with  the 
Institute  of  Medicine  and  other 
potential  contractors  and  an  award 
will  be  made.  The  planning  process 
will  delay  the  award  past  the  180 
day  response  date.  However,  the 
involvement  of  key  stakeholders  in 
specifying  the  study  will  assure 
that  it  is  responsive  to 
Congressional  interests  and  useful 
for  policy  and  planning  purposes  for 
the  several  relevant  agencies  within 
the  Executive  branch. 


J 
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Conference  Report 


National  Vaccine  Program  Office  - 
The  conferees  have  provided 
$1,000,000  and  9  FTEs  for  the 
National  Vaccine  Program  Office 
(NVPO).  The  conferees  intend  that 
the  NVPO  have  the  flexibility  to  use 
a  portion  of  its  funding  for  costs 
associated  with  streamlining.  The 
conferees  direct  the  Department  to 
transfer  an  additional  26  full-time 
equivalent  positions  from  the 
National  Vaccine  Program  Office  to 
the  centers  for  Disease  Control  and 
Prevention. 


Streamlining  -  The  conferees  have 
agreed  to  include  $1,500,000  in  a 
streamlining  fund  to  assist  the 
Office  of  the  Assistant  Secretary 
for  Health  to  reduce  staffing.  The 
conferees  expect  OASH  to  report  to 
both  the  House  and  Senate 
Appropriations  Committees  no  later 
than  January  15,  1995,  on  progress 
being  made  in  reducing  its  staffing. 
Such  a  report  should  include  the 
following:  (1)  the  number  of  FTE 
reductions,  by  office,  accomplished 
and  projected  for  the  remainder  of 
the  year;  (2)  a  breakdown  of  those 
FTE's  reduced  through  early-outs, 
attrition,  or  other;  (3)  the  amount 
of  dollar  savings  attributable  to 
the  FTE  reductions;  and  (4)  a 
breakdown  of  how  the  monies  in  the 
streamlining  fund  are  being  spent. 
The  conferees  expect  OASH  to  furnish 
a  final  report  on  these  FTE 
reductions  no  later  than 
November  1,  1995.  These  reductions 
in  staff  should  be  calculated  using 
the  number  of  staff  on-board  as  of 
September  30,  1994. 


The  budget  request  for  the  National 
Vaccine  Program  Office  includes 
9  FTEs  and  $995,000.  The  $995,000 
may  be  used  for  streamlining  costs. 
Further,  the  26  FTEs  have  been 
transferred  to  the  Centers  for 
Disease  Control  and  Prevention. 


In  order  to  provide  a  meaningful 
report  on  progress  being  made  to 
reduce  staffing,  information  on  end- 
of -December  staffing  is  required  for 
comparison  with  September  1994 
staffing  levels  as  requested.  This 
information  is  just  now  becoming 
available.  We  have  informed  the 
Committee  of  this  fact  and  requested 
an  extension  for  submitting  the 
report. 
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Authorizing  Legislation 

1995 
Amount       1995 
Authorized   Appropriation 

Office  of  the  Assistant 
Secretary  for  Health: 

1.  Population  affairs: 

(a)  Adolescent  family  life: 

PHSA  Title  XX  $  6,698.000  $  6,698.000 

2.  Special  health  Initiatives: 

(a)  Disease  prevention 
and  health  promotion: 

PHSA  Title  XVII Indefinite    4.604,000 

(b)  Physical  fitness 
and  sports: 

PHSA  Section  301  Indefinite    1.407.000 

(c)  Minority  health: 

PHSA  Title  XVII  20,631,000   20,631,000 

(d)  National  AIDS  program 
office: 

PHSA  Section  301  Indefinite    1,742,000 

(e)  National  vaccine 
program: 

PHSA  Title  XXI Indefinite     996,000 

(f)  Research  integrity: 

PHSA  Section  301  Indefinite    3.863.000 

(g)  Women's  health: 

PHSA  Section  301 Indefinite    2,562,000 

(h)  Emergency  Preparedness: 
PHSA  Sections 
301  and  311  Indefinite    2,180,000 

(i)  Health  Policy,  Planning, 
and  Evaluation: 
PHSA  Section  301  Indefinite   3,856,000 

3.  Streamlining: 

PHSA  Section  301  Indefinite    1,500.000 

4.  Public  health  service  mgmt: 

PHSA  Section  301  Indefinite   17.320.000 


1996      1996 

Amount    Budget 

Authorized   Request 


1/  $6,144,000 

Indefinite  4,601,000 

Indefinite  1.406.000 

2/  20.592,000 

Indefinite  1,739,000 

Indefinite  995,000 

Indefinite  3.858,000 

Indefinite  2.552,000 

Indefinite  2,374,000 

Indefinite  3,854,000 

Indefinite  785,000 

Indefinite  17,304,000 
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Authorizing  Legislation 


1995  1996        1996 

Amount        1995        Amount      Budget 

Authorized   Appropriation   Authorized    Request 


Unfunded  Authorizations: 


1.  Emergency  Response  Fund: 

PHSA  Section  319  45.000,000   :z^  45.000,000 


Total  Appropriation  $67,359,000  $66,204,000 

Total  Appropriation  against 

definite  authorizations  $45,000,000  $27,329,000    $45,000,000  $26,736,000 


y     Authorization  for  PHSA  Title  XX  expired  September  30,  1985.  Reauthorization 
will  be  proposed.  Current  year  funds  are  authorized  under  the  Fiscal 
Year  1995  Appropriations  Act,  P.L.  103-333. 

Z/     Authorization  for  Section  1707  PHSA  Title  XVII  expired  September  30.  1993. 
Reauthorization  will  be  proposed.  Current  year  funds  are  authorized  under  the 
Fiscal  Year  1995  Appropriations  Act,  P.L,  103-333. 
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OFFICE  OF  THE  ASSISTANT  SECRETARY  FOR  HEALTH 
TABLE  OF  ESTIMATES  AND  APPROPRIATIONS 
Budget 


Estimate 

House 

Senate 

Year 

to  Congress 

Allowance 

Allowance 

Appropriation 

1987 

$110,060,000 

$97,921,000  1/ 

$117,456,000 

$117,216,000 

1988 

251,047,000 

...  2/ 

113,609,000 

106,737,000 

1989 

194,191,000 

67,144,000  1/ 

69,903,000 

69,325,000 

1990 

168,844,000 

95,345,000  1/ 

77,174,000 

76,152,000  3/ 

1990  Sequester 

... 

... 

... 

-1,005,000 

1991 

206,000,000 

61,270,000  1/ 

67,192,000 

67,167,000 

1992 

65,329,000 

71,318,000 

54,302,000  4/ 

65,167,000 

1992  Rescission 

... 

— 

... 

-434,000 

1993 

64,453,000 

63,809,000 

56,251,000 

56,369,000 

1993  Supplemental 

300,000,000 

... 

... 

... 

1994 

87,258,000 

68,758,000 

71,167,000 

69,917,000 

1994  Rescission 

... 

... 

... 

-2,723,000 

1995 

67,779,000 

70,261,000 

63,004,000 

66,506,000 

1/  House  deferred  action  on  requests  for  Adolescent  Family  Life  Program 
in  Fiscal  Years  1987,  1989,  1990,  and  1991. 

2/  House  deferred  action  on  OASH  request. 

3/  Includes  $23,353,000  appropriated  for  the  Agency  for  Health  Care 
Policy  and  Research. 

4/  Senate  deferred  action  on  request  of  $12,000,000  for  Adolescent  Family 
Life  Program. 
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Office  of  the  Assistant  Secretary  for  Health 


1.  Population  affairs: 
(a)  Adolescent  family 

life  

2.  Special  health  initiatives: 

(a)  Disease  prevention  and 

health  promotion  

(b)  Physical  fitness 

and  sports  

(c)  Minority  health 
(AIDS)  

(d)  National  AIDS 

program  office  

(e)  National  vaccine 

program  

(f)  Office  of  research 

integrity  

(g)  Office  on  women's 

health  

(h)  Emergency 

preparedness  

(i)  Health  policy,  planning, 
and  evaluation  

Subtotal  

3.  Streamlining  

4.  Public  health  service 

management  

Total,  BA  


Account  Summary 
(Dollars  in  thousands 

FY 
Appro 

1995 

priation 
M 

FY  1996 

Estiipate 

£IE            M 

Increase  or 
Decrease 

nt 

£I£ 

M 

13 

$6,698 

13 

$6,144 

— 

-$554 

25 

4,604 

25 

4,601 

— 

-3 

16 

1,407 

16 

1,406 

... 

-1 

77 
(5) 

20,631 
(2.341) 

77 
(5) 

20,592 
(2,341) 

(...) 

-39 
(  — 

18 

1,742 

18 

1,739 

... 

-3 

9 

996 

9 

995 

... 

-1 

51 

3,863 

51 

3,858 

... 

-5 

20 

2,562 

20 

2,552 

... 

-10 

24 

2,180  1/ 

24 

2,374 

... 

+  194 

_az 

3,856  2/ 

_iZ 

3.854 

— 

-2 

277 

41.841 

277 

41,971 

... 

+130 

17 

1.500 

6 

785 

-11 

-715 

Ifil 

1LJ2Q3/ 

l&l 

17.304 

^ 

-16 

468 

$67,359 

457 

$66,204 

-11 

-$1,155 
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FY  1995  FY  1996  Increase  or 

APPrPPrlatiPP  Estimate  Decrease 

£I£       BA  FTE      BA  FTE      BA 


Reimbursements  fi25     zzz.  LIS     zz^  _iZ     zzz. 

Total  1,093   $67,359    1,076  $66,204     -18  -$1,155 

AIDS  (23)   ($4,083)      (23)  ($4,080)     —  (-$3,000) 

1/  Reflects  comparative  transfer  of  $103,000  from  the  Office  of  the  Secretary. 

2/  Reflects  comparative  transfer  from  Health  Care  Reform  of  $2,744,000  and  from 
PHS  Management  of  $1,112,000. 

1/  Reflects  comparative  transfer  of  $1,112,000  to  Health  Policy,  Planning,  and 
Evaluation  and  $750,000  from  Health  Resources  and  Services  Administration. 
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General  Statement 

The  Office  of  the  Assistant  Secretary  for  Health  (OASH)  appropriation  provides 
resources  to  support  the  two  major  responsibilities  of  the  Assistant  Secretary 
for  Health.  The  first  of  these  is  the  leadership  and  direction  of  the 
activities  of  the  Public  Health  Service  (PHS)  agencies,  as  provided  by 
Sections  201  and  202  of  the  PHS  Act.  Plans  and  strategies  for  accomplishing 
National  health  goals  are  formulated  in  cooperation  with  the  agencies  for 
implementation  throughout  PHS.  Currently,  the  most  significant  of  these  is 
fostering  and  developing  a  five-fold  strategy  for  "reinventing  public  health." 
The  second  major  function  of  OASH  is  the  operation  of  several  priority 
programs  with  a  variety  of  missions. 

In  FY  1996,  the  Assistant  Secretary  for  Health  will  direct  the  PHS  agencies  in 
efforts  to  carry  out  Public  Health  Service  activities.  The  Public  Health 
Service  is  developing  strategies  that  are  aimed  at  (1)  restructuring  the 
health  care  system  to  focus  on  the  health  of  populations  with  capitated  and 
integrated  plans;  (2)  defining  and  strengthening  the  public  health  system;  (3) 
ensuring  that  public  health  agencies  and  health  care  plans  collaborate  to 
respond  to  local  community  needs;  (4)  building  infrastructure  --  information 
systems,  research,  workforce  ~  to  advance  health;  and,  (5)  realizing 
responsible  social  policies.  In  establishing  these  strategies,  PHS  priorities 
to  reduce  infant  mortality,  promote  healthy  behaviors,  to  immunize  all 
children,  and  to  improve  the  health  of  minorities  and  low-income  persons  will 
be  enhanced. 

In  addition  to  the  overall  management  and  direction  of  PHS,  the  Assistant 
Secretary  for  Health  directly  manages  several  high-priority  programs. 

The  prevention  of  disease  and  the  promotion  of  good  health  practices  continues 
to  be  one  of  the  major  priorities  of  the  PHS.  The  provision  of  preventive 
health  services,  the  protection  of  our  environment,  and  the  promotion  and 
adoption  of  healthy  lifestyles  represent  important  ways  for  individuals  and 
society  to  reduce  major  risk  factors  for  disease  and  early  death,  and 
substantially  improve  the  health  of  Americans.  Within  OASH,  several  programs, 
such  as  Minority  Health,  Disease  Prevention  and  Health  Promotion,  Physical 
Fitness  and  Sports,  and  the  National  Vaccine  Program  Office,  educate  the 
public  about  occupational,  societal,  environmental  and  behavioral  factors 
which  affect  health. 

The  Office  of  Minority  Health  plays  a  major  role  as  the  Department's  advocate 
for  minority  communities  on  issues  which  impact  on  the  health  of  minority 
populations.  The  mission  of  this  office  is  to  close  the  gap  in  health  status 
between  minority  groups  and  non-minority  populations  by  coordinating 
Departmental  initiatives,  encouraging  the  development  of  innovative  strategies 
to  promote  health  and  prevent  disease  among  minority  communities,  and 
developing  collaborative  efforts  with  PHS  agencies  and  the  private  sector  to 
achieve  mutual  objectives  of  improving  the  health  status  of  minorities.  The 
Office  of  Minority  Health  supports  the  Minority  Comnunity  Health  Coalition 
Demonstration  Projects,  the  Family  and  Community  Violence  Prevention  Program, 
the  Bilingual/Bicultural  Service  Demonstration  Projects,  the  Center  for 
Linguistic  and  Cultural  Competency  in  Health  Care,  and  an  AIDS  Demonstration 
Projects  Program. 
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The  National  Vaccine  Program  (NVP)  is  an  integral  part  of  the  PHS  prevention 
effort.  The  appropriate  administration  of  safe  and  effective  vaccines  remains 
the  most  cost-effective  method  of  preventing  human  suffering  and  reducing 
economic  costs  resulting  from  vaccine-preventable  diseases.  The  National 
Vaccine  Program  Office  (NVPO)  coordinates  interagency  vaccine  research  and 
immunization  activities  to  ensure  that  vaccination  coverage  is  available  for 
all  children.  The  NVPO  provides  staff  support  to  the  National  Vaccine 
Advisory  Committee  and  the  NVP  Interagency  Group. 

Two  programs  within  OASH--the  National  AIDS  Program  Office  and  the  Office  of 
Minority  Health--perform  AIDS  related  functions.  The  primary  function  of  the 
National  AIDS  Program  Office  is  to  advise  the  Assistant  Secretary  for  Health 
on  the  development  of  policy,  establishment  of  priorities,  and  implementation 
of  HIV  and  AIDS  programs  across  PHS.  Through  its  coordinative,  analytic  and 
advisory  roles,  the  staff  assist  the  ASH  in  making  decisions  and  responding  to 
HIV  infection  and  AIDS  policy  issues  and  provides  overall  direction  for  PHS 
HIV  and  AIDS-related  activities.  The  Office  of  Minority  Health  has  specific 
responsibilities  for  AIDS,  and  provides  technical  assistance  to  minority 
organizations  and  minority  community-based  organizations  in  the  dissemination 
of  AIDS  information  through  their  Minority  Conmunity  Health  Coalition  Grant 
Program. 

The  Adolescent  Family  Life  (AFL)  Program  continues  to  be  the  only  Federal 
program  solely  focused  on  the  complex  issues  and  problems  of  early  adolescent 
sexuality  and  adolescent  pregnancy  and  parenting.  Through  its  model 
demonstration  grant  program,  the  AFL  supports  "care"  projects  that  develop  and 
test  family-centered  approaches  for  providing  effective  services  for  pregnant 
adolescents  and  adolescent  parents,  and  "prevention"  projects  that  seek  to 
develop  new  approaches  to  encourage  pre-adolescents  and  younger  adolescents  to 
postpone  sexual  activity.  The  AFL  research  component  supports  grants  that  are 
contributing  to  the  understanding  of  the  broad  issue  of  adolescent  pregnancy. 

The  Office  of  Emergency  Preparedness  will  continue  to  carry  out  its 
operational  responsibility  for  the  planning,  implementation,  and  coordination 
of  the  Department's  response  to  major  disasters.  This  Office  played  a  key, 
critical  role  in  the  successful  PHS  response  to  the  Southeast  flooding  during 
the  summer  of  1994;  the  January  1994  earthquake  in  Northridge,  CA;  the  1993 
Midwest  Floods;  and,  to  Hurricanes  Andrew  and  Iniki  in  1992. 

Other  significant  undertakings  within  OASH  include  oversight  and  direction  of 
PHS  research  integrity  efforts  by  the  Office  of  Research  Integrity  and  the 
direction,  priority  and  policy  roles  on  issues  related  to  women's  health  that 
are  carried  out  by  the  Office  on  Women's  Health. 

The  FY  1996  budget  request  reflects  a  net  decrease  of  17  FTEs  below  the 
FY  1995  level  and  109  FTEs  below  the  FY  1994  actual  usage. 

The  FY  1996  budget  request  assumes  enactment  of  legislative  proposals  to 
extend  Title  XVII  for  the  Office  of  Minority  Health  and  Title  XX 
for  the  Adolescent  Family  Life  Program. 
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Adolescent  Family  Life 


Authorizing  Legislation  -  Title  XX,  Section  2001  of  the  Public  Health  Service 
Act 

FY  1994  FY  1995  FY  1996  Increase  or 

Actual  Appropriation  Estimate Qgcfease 

£I£  MOi  M£I£  MEL£  M 

10   $6,250,000     13  $6,698,000     13   $6,144,000    —  -$554,000 

1996  Authorization  Extension  will  be  proposed. 

Purpose  and  Method  of  Operation 

The  Adolescent  Family  Life  (AFL)  program,  authorized  in  1981  as  Title  XX  of 
the  Public  Health  Service  Act,  is  administered  and  directed  by  the  Office  of 
Population  Affairs.  Since  the  legislation  expired  in  1985,  the  program  has 
been  operating  under  funding  provided  in  the  annual  Congressional 
appropriations  process.  Concurrent  with  this  budget  request,  the 
Administration  is  recommending  reauthorization  of  the  program. 

The  AFL  program  provides  funding  in  three  areas  —  (1)  care  demonstration 
projects  (2)  prevention  projects  and  (3)  research  projects.  A  major  focus  for 
the  AFL  care  projects  is  a  case  management  approach  where  each  pregnant 
adolescent  works  one-on-one  with  a  case  manager  through  the  pregnancy  and 
e^rly  parenting  period  to  address  her  health,  educational  and  social  service 
needs  as  well  as  those  of  her  infant  and  family.  The  primary  focus  of  the 
prevention  projects  is  to  delay  the  onset  of  adolescent  sexual  activity  and 
thereby  prevent  adolescent  pregnancy  and  sexually  transmitted  infection.  Both 
the  care  and  prevention  projects  are  required  to  be  independently  evaluated, 
incorporating  a  process  evaluation  of  program  implementation  and  operation,  as 
well  as  an  outcome  evaluation  of  the  impact  of  the  program. 

AFL  research  projects  concentrate  on  improving  the  understanding  of  the  issues 
surrounding  teen  sexuality,  pregnancy  and  parenting  by  investigating  factors 
that  influence  adolescent  sexuality,  contraceptive  and  fertility  behaviors, 
the  nature  and  effectiveness  of  care  services  for  pregnant  and  parenting  teens 
and  why  adoption  is  a  little-used  alternative  among  pregnant  adolescents. 

Funding  levels  for  the  last  five  fiscal  years  were  as  follows: 

BA £I£ 

1990  $  9,421,000     12 

1991  7,789,000  13 

1992  7,761,000  13 

1993  7,598,000  11 

1994 6,250,000  10 
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Rationale  for  Budget  Request 

The  budget  request  of  $6,144,000  and  13  FTEs  is  a  decrease  of  $554,000  below 
the  FY  1995  appropriation  level.  This  decrease  of  $554,000  will  have  an 
impact  on  grant  activities  as  well  as  other  services  such  as  contracts  and 
agreements.  The  decrease  will  minimally  modify  the  efforts  of  providing 
innovative,  comprehensive,  and  integrated  approaches  to  the  delivery  of  care 
services  for  pregnant  and  parenting  adolescents. 

AFL  remains  the  only  Federal  program  focused  directly  on  the  issues  of 
adolescent  sexuality,  pregnancy  and  parenting.  The  proportion  of  adolescents 
who  are  sexually  active  has  been  increasing  steadily  for  the  past  two  decades 
and  pregnancy  rates  for  U.S.  adolescents  are  markedly  higher  than  those  for 
adolescents  in  other  developed  countries.  We  have  made  some  progress--a  few 
programs  have  demonstrated  a  delay  in  sexual  initiation  for  program 
participants  and  there  has  been  some  success  in  improving  adolescent 
contraceptive  use.  However,  our  gains  have  not  been  large  and,  given  that  an 
estimated  one  million  U.S.  adolescent  girls--12  percent--become  pregnant  each 
year.  More  than  80  percent  of  these  pregnancies  are  unintended  and  one-third 
are  terminated  by  abortion.  In  addition,  STD  rates  are  increasing, 
particularly  in  the  adolescent  population.  It  is  estimated  that  two-thirds  of 
all  STDs  occur  among  persons  under  25  years  of  age;  adolescents  account  for 
one-quarter  of  new  infections  annually. 

The  social  and  economic  costs  of  premature  pregnancy  and  parenthood  are 
enormous.  Adolescent  childbearing  has  long  been  associated  with  reduced 
educational  attainment  and  employment  opportunities.  Poverty  and  AFDC 
dependency  are  more  prevalent  in  families  began  by  adolescents,  particularly 
those  that  are  unmarried.  It  is  more  important  than  ever  to  support  the 
implementation  and  testing  of  programs  to  prevent  adolescent  pregnancy. 

The  AFL  FY  1996  funding  request  will  allow  continued  efforts  in  the 
development,  implementation  and  evaluation  of  programs  designed  to  delay 
premature  sexual  activity,  provide  sexuality  education  and  provide  services  to 
pregnant  and  parenting  adolescents  and  their  families. 


Proaram  Data 

FY  1994 

FY  1995 

FY  1996 

Actual 

Apprppri^tion 
Np.   AmoHpt 

Request 

No.    Ampunt 

Ho 

Amount 

Demonstration 
Grants 

Research  Grants 
Total 

24   $3,127,000 

4    687.000 

3,814,000 

12 
6 

$4,013,000 

690.000 

4,703.000 

12 
6 

$3,822,000 

540.000 

4.362.000 

Reimbursable  Agreements   680,000 
Contracts             446,000 

270,000 
350,000 

170,000 
200,000 

Support  Costs 
Total  Funds 
FTEs 

1.310.000 

$6,250,000 

10 

1.375.000 

$6,698,000 

13 

1.412,000 

$6,144,000 

13 
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Disease  Prevention  and  Health  Promotion  29 

Authorizing  Legislation  -  Title  XVII  of  the  Public  Health  Service  Act 

FY  1994  FY  1995  FY  1996         Increase  or 

Actual  Appropriation        Estimate  Decrease 

flEM        FTE       BA       FTE      BA       FTE      BA 

22   $4,611,000     25    $4,604,000    25   $4,601,000    —     -$3,000 

1996  Authorization  Indefinite 

Purpose  and  Method  of  Operation 

The  Office  of  Disease  Prevention  and  Health  Promotion  (ODPHP)  provides 
leadership,  coordination,  and  policy  development  related  to  prevention.  Its 
central  mandate  is  the  establishment  of  a  cohesive  policy  framework  for  the 
prevention  activities  of  the  Public  Health  Service  (PHS).  Its  long-range 
goals  are,  therefore,  embodied  in  the  prevention  goals  of  the  PHS,  enunciated 
in  Healthy  People  2000:  National  Health  Promotion  and  Disease  Prevention 
Objectives  and  offered  as  goals  for  the  Nation--namely  to  increase  the  span  of 
healthy  life  for  Americans.  As  the  principal  staff  office  on  prevention  in 
the  PHS,  the  ODPHP  assists  the  Assistant  Secretary  for  Health  and  the  Office 
of  the  Secretary  in  carrying  out  the  following  activities: 

•  Provides  leadership  in  carrying  out  the  Secretary's  Priorities  to  expand 
access  to  health  care,  improve  the  well-being  of  children,  and  prevent 
premature  death  and  illness. 

•  Coordinate  and  work  collaboratively  with  PHS  agencies,  other  Federal 
departments,  and  private  voluntary,  professional,  and  trade  associations 
to  implement  programs  and  provide  services  that  support  and  monitor 
targeted  improvements  in  key  priority  areas  for  health  promotion  and 
disease  prevention. 

This  activity's  direct  operations  include  a  legislatively-mandated  health 
information  clearinghouse,  providing  information  to  approximately  4,000 
citizens  requesting  information  each  month;  the  National  Health  Promotion 
Program,  with  a  consortium  of  330  national  professional,  voluntary  and  trade 
organizations  that  support  accomplishment  of  national  health  promotion  and 
disease  prevention  goals  and  objectives;  a  cooperative  agreements  program  that 
reaches  preventive  medicine  practitioners  and  students  and  provides  a 
partnership  with  medical  and  nursing  associations  to  increase  the  practice  of 
preventive  services  in  clinical  settings;  development  and  coordination  of 
nutrition  and  dietary  guidance  in  collaboration  with  the  U.S.  Department  of 
Agriculture;  coordination  of  school  health  education  and  services  in 
collaboration  with  the  Department  of  Education;  and  management  of  the  Public 
Health  Service  role  in  leading  and  tracking  progress  of  the  Healthy  People 
2000  initiative,  including  preparation  of  the  Midcourse  Review. 
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Funding  levels  for  the  last  five  fiscal  years  were  as  follows: 

M m 

1991  $4,577,000      18 

1992  4,447,000  21 

1993  4,778,000  24 

1994  4,611,000  22 

1995  4,604,000  25 

Rationale  for  Budget  Reouest 

The  FY  1996  budget  request  of  $4,601,000  and  25  FTEs  will  enable  this  activity 
to  meet  its  current  obligations  to  provide  coordination  of  Public  Health 
Service  prevention  activities  through  the  management  of  the  Healthy  People 
2000  initiative,  to  support  the  National  Health  Information  Center,  to  extend 
the  "Put  Prevention  into  Practice"  national  education  program  on  clinical 
preventive  services  through  its  national  association  partners  to  additional 
primary  health  care  providers,  to  work  with  the  U.S.  Department  of  Agriculture 
in  implementing  the  1995  Dietary  Guidelines  for  Americans,  to  initiate 
development  of  the  third  Surgeon  General's  Report  on  Nutrition  and  Health,  and 
to  strengthen  interdepartmental  coordination  related  to  school  health 
education  and  services. 

Distribution  of  Resources 
(Dollars  in  thousands) 

FY  1995 
Appropriation 

National  Health  Objectives  ...  $950 

Nutrition  380 

Health  Information  1,133 

School  and  Worksite  Health  ...  125 

Clinical  Preventive  Services..  700 

Administrative/Management  1.316         

Total  $4,604         $4,601        -$3 


FY  1996 

Increase/ 

Estimate 

P?pr?«5? 

$950 

400 

+20 

1,230 

+97 

170 

+45 

500 

-200 

1.351 

+35 
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President's  Council  on  Physical  Fitness  &  Sports 

Authorizing  Legislation  -  Section  301  of  the  Public  Health  Service  Act 

FY  1994  FY  1995  FY  1996  Increase  or 

Actual        Appropriation  Estimate  Decrease 

FTE        MEH  M£I£         BA£IE        BA 

14  $1,453,000     16    $1,407,000     16   $1,406,000     —    -$1,000 

1996  Authorization  Indefinite 

Purpose  and  Method  of  Operation 

The  President's  Council  on  Physical  Fitness  and  Sports  (PCPFS)  was  created 
(Executive  Order  12345,  as  amended)  in  1956  by  President  Dwight  D.  Eisenhower. 
Its  mission  has  evolved  from  primarily  focusing  on  youth  fitness  to  promoting 
and  encouraging  physical  activity/fitness  and  sports  participation  for 
Americans  of  all  ages  and  abilities. 

Physical  inactivity  has  been  elevated  to  a  key  risk  factor  for  chronic 
diseases  and  health  conditions,  such  as  coronary  heart  disease,  diabetes, 
osteoporosis,  arthritis,  obesity,  hypertension,  selected  cancers,  and  mental 
health  conditions.  Despite  the  recognized  health  benefits  of  physical 
activity,  the  U.S.  remains  a  predominantly  sedentary  society  with 
approximately  60%  of  Americans  completely  inactive,  or  only  irregularly 
active.  Most  alarming  is  the  fact  that  women,  older  adults,  minorities  and 
persons  with  low  socioeconomic  status  or  low  education  attainment  are 
particularly  likely  to  be  inactive.  It  is  through  provided  federal  funds  that 
the  PCPFS  can  inform,  motivate  and  assist  the  American  people  on  these 
critical  issues  --  issues  that  need  to  reach  households  through  both 
government  and  private  initiatives. 

Goals  of  the  PCPFS  are  addressed  by  utilizing  professional  consultation, 
technical  assistance,  public  information,  program  evaluation  and  program 
development.  These  services  are  provided  to  school  systems,  government 
agencies,  employee  organizations,  private  business  and  industry,  professional 
organizations,  recreation  and  park  departments,  national  sports  governing 
bodies,  and  others  who  wish  to  introduce  or  to  improve  physical 
activity/fitness  and  sports  programs. 

The  PCPFS  encourages  Americans  to  make  a  commitment  to  fitness  through  active 
and  regular  participation  in  sports  and  fitness  activities.  It  is  critical 
that  Americans  make  this  lifestyle  commitment  at  an  early  age. 

Unfortunately,  because  of  dwindling  budgets  and  changing  priorities,  many 
states  have  omitted  physical  education  (P.E.)  classes.  Only  one  state, 
Illinois,  continues  to  mandate  daily  P.E.  in  grades  K  -  12.  Nationwide,  43.5% 
of  males  and  52%  of  females  in  grades  9-12  are  not  enrolled  in  P.E.  (MMWR 
Study,  Vol.  40/No.  35). 
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The  PCPFS  promotes  quality  P.E.  in  the  schools  and  has  made  a  concerted  effort 
to  develop  and  make  available  to  educators  basic,  sound  fitness  information  at 
no  cost.  The  PCPFS  continues  its  liaison  with  national  organizations, 
governing  bodies  in  sports  and  physical  education,  state  and  local 
governments,  other  federal  departments  and  agencies  to  provide  sound  physical 
activity  and  fitness  information  which  will  complement  existing  meager 
resources  and  improve  youth  fitness. 

More  than  7,000,000  students  participated  in  the  PCPFS  President's  Challenge 
Physical  Fitness  Awards  program  in  school  year  1993/1994,  The  program  has 
been  selected  and  implemented  as  an  instructional  and  motivational  tool  by 
more  than  27,000  schools  in  all  50  states  and  the  District  of  Columbia.  This 
PCPFS  administered  program  is  self-sustaining  and  requires  no  funding  by  the 
federal  government. 

Another  self-sustaining,  PCPFS  administered  program  is  the  Presidential  Sports 
Award  which  promotes  regular  physical  activity  to  Americans  age  six  and  above. 
Thousands  of  Americans  earn  these  awards  each  year  in  68  different  sports 
categories.  PCPFS  works  with  national  associations  and  governing  bodies  of 
the  different  sports  to  determine  standards  required  to  earn  awards.  This 
program  requires  no  funding  by  the  federal  government.  The  program  also 
actively  promotes  safety  in  all  sports. 

PCPFS  provided  more  than  100,000  publications  to  the  general  public  in  1994. 
These  publications  were  provided  at  no  charge  to  the  inquirer.  The  Council 
has  developed  publications  on  youth,  adult,  and  senior  fitness  as  well  as 
cooperated  with  non-profit  groups  to  develop  publications  concerning  fitness 
for  Americans  with  disabilities. 

In  1994  another  public/private  partnership  was  created  to  provide  1  million 
adult  fitness  guides  to  the  general  public  at  no  expense  to  the  government  or 
to  the  general  public.  In  addition,  an  agreement  was  reached  with  a  private 
foundation  to  pay  the  printing  and  distribution  costs  of  an  existing  Physical 
Activity  and  Fitness  Research  Digest  which  provides  a  synthesis  of  the  most 
recent  medical  and  exercise  physiology/science  information  about  physical 
activity  to  universities,  doctors,  P.E.  teachers,  athletic  coaches,  libraries, 
etc.,  at  no  charge  to  the  recipient  or  cost  to  the  government. 

In  a  cooperative  effort  with  the  National  Association  of  Broadcasters,  a 
Public  Service  Announcement  (PSA)  was  created  to  promote  regular  physical 
activity.  The  PSA  was  disseminated  to  all  major  networks  and  has  been 
broadcast  at  no  expense  to  the  federal  government.  The  message  has  reached 
millions  of  Americans. 

The  PCPFS  serves  as  an  exceptionally  low-cost  catalyst  promoting  increased 
physical  activity  for  young  and  old  alike  and  for  each  new  generation.  The 
vast  majority  of  Americans  does  not  maintain  adequate  physical  activity  levels 
throughout  life,  a  condition  that  will  have  increasingly  grave  consequences  as 
automation  and  technological  advances  continue  to  remove  essential  human 
movement  from  our  daily  lives. 

PCPFS  programs  are  supported  largely  through  private  sector  partnerships 
wherein  every  federal  dollar  spent  leverages  an  increased  return  on 
investment.  A  PCPFS  priority  is  the  outreach  to  special  populations  such  as 
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the  disabled,  Native  Americans,  minorities,  and  older  Americans  who  have  not 
yet  become  aware  of  the  essential  need  of  exercise  throughout  life. 

The  PCPFS  has  been  instrumental  in  encouraging  the  development  of  coalitions 
of  government,  voluntary,  and  other  national  agencies  with  a  specific  focus  on 
developing  an  orchestrated  series  of  initiatives  related  to  physical  activity 
promotion.  The  Council  because  of  its  national  focus  identifies  relevant 
ongoing  campaigns  specifically  targeted  to  physical  activity  promotion  and 
combines/coordinates  policy  interventions  across  target  behaviors  to  avoid 
duplication  of  efforts. 

The  PCPFS,  because  of  its  national  focus  and  high  recognition,  finds  itself 
uniquely  qualified  to  address  research  gaps  in  this  area,  to  work  with 
scientific  data  produced  at  the  National  Institutes  of  Health  (NIH)  and  the 
Centers  for  Disease  Control  and  Prevention  (CDC),  and  to  digest  this 
information  to  inform  the  public. 

Funding  for  the  last  five  years  was  as  follows: 

Amount  FTE 

1991 $1,443,000  16 

1992 1,408,000  18 

1993 1,453,000  14 

1994 1,453,000  14 

1995 1,407,000  16 

Rationale  for  the  Budget  Request 

The  FY  1996  budget  request  of  $1,406,000  and  16  FTEs  is  $1,000  below  the  FY 
1995  level  and  will  allow  PCPFS  to  maintain  existing  programs  and  continue  to 
promote  physical  fitness  though  ongoing  information  dissemination  efforts. 
PCPFS  continues  to  prioritize  and  even  eliminate  programs  and  relationships 
given  current  budget  constraints. 
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Office  of  Minority  Health 

Authorizing  Legislation  -  Title  XVII,  Section  1707  of  Title  XVII  of  the  PHS 
Act 

FY  1994  FY  1995  FY  1996  Increase  or 

Actual         Appropriation        Estimate  Decrease 

UL  QA  UL  M  EJL  M£I£M 

73   $19,738,000    77   $20,631,000    77    $20,592,000     —     -$39,000 

FY  1996  Authorization  Extension  proposed 

Purpose  and  Method  of  Operation 

The  Office  of  Minority  Health  (OMH)  was  established  in  statute  by  the 
Disadvantaged  Minority  Health  Improvement  Act  of  1990  (P.L.  101-527).  OMH  has 
lead  agency  responsibility  within  the  Department  in  the  formulation  and 
development  of  policy  issues  to  address  disparities  in  the  health  status  of 
racial  and  ethnic  minorities.  The  goal  of  the  Office  is  to  improve  the  health 
status  of  racial  and  ethnic  minority  populations  in  the  United  States. 

To  carry  out  its  legislated  mandates,  the  OMH  works  closely  with  the  Public 
Health  Service  (PHS)  agencies,  and  other  components  of  the  Department  in  a 
catalytic,  coordinative,  advocacy  and  policy  development  role  to: 
(1)  establish  short  and  long-range  goals  and  objectives  and  coordinate  all 
other  activities  within  the  Department  related  to  disease  prevention,  health 
promotion,  service  delivery,  and  research  as  they  relate  to  disadvantaged  and 
minority  individuals;  (2)  enter  into  interagency  agreements  with  other 
agencies  of  the  PHS  to  stimulate  and  undertake  innovative  projects; 
(3)  operate  a  national  minority  health  resource  center;  (4)  support  research, 
demonstration,  and  evaluation  projects;  (5)  coordinate  efforts  to  promote 
minority  health  programs  and  policies  in  the  voluntary  and  corporate  sectors; 
(6)  develop  health  information  and  health  promotion  materials;  and  (7)  assist 
providers  of  primary  health  care  and  preventive  health  services  in  obtaining 
the  assistance  of  bilingual  health  professionals  and  other  bilingual 
individuals. 

Data  from  the  National  Center  for  Health  Statistics  document  generally  lower 
health  status  and  use  of  health  care  by  racial  and  ethnic  minorities.  The 
difference  in  life  expectancy  between  Blacks  and  Whites  has  increased  from 
5.8  years  in  1984  to  6.9  years  in  1992.  In  1992,  the  life  expectancy  for 
Blacks  was  lower  than  the  peak  attained  during  1984.  The  causes  of  death  that 
have  historically  contributed  most  to  the  disparity  in  life  expectancy  between 
Whites  and  Blacks  have  been  cancer,  cardiovascular  disease,  cirrhosis, 
diabetes,  homicide,  infant  mortality,  and  unintentional  injuries.  Recently, 
HIV/AIDS  has  contributed  significantly  to  the  increasing  disparity  in  life 
expectancy  between  Whites  and  Blacks.  With  the  addition  of  infectious  disease 
(e.g.  tuberculosis,  hepatitis),  these  same  causes  of  death  are  also  mainly 
responsible  for  the  disproportionately  higher  rates  of  disease  among  American 
Indian/Alaska  Natives,  Asian/Pacific  Islanders  and  Hispanics. 
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More  Black  and  Hispanic  women  are  being  screened  for  breast  cancer.  Alcohol- 
induced  mortality  declined  19.5%  among  Black  males  and  21.3%  among  Black 
females  during  1985-92  while  it  increased  7.6%  among  White  males  and  decreased 
only  7.1%  among  White  females.  Between  1980-81  and  1992-93  minority 
enrollment  in  medical  schools  increased  from  15%  to  29.7%  of  all  medical 
students. 

As  seen  by  these  examples,  some  improvement  in  minority  health  status  has  been 
achieved,  successful  resolution  of  remaining  health  disparities  requires 
better  targeting  of  existing  service  programs  to  reach  the  populations  most 
in  need. 

Funding  levels  for  the  OMH  for  the  last  five  fiscal  years  were  as  follows: 

Non-AIDS  AIDS  TOTAL 

1991  37  $13,470,000  5  $2,149,000  42  $15,619,000 

1992  55  14,569,000  5  2,346,000  60  16,915,000 

1993  65  18,004,000  4  2,394,000  69  20,398,000 

1994  68  17,344,000  5  2,394,000  73  19,738,000 

1995  72  18,290,000  5  2,341,000  77  20,631,000 

Rationale  for  Budget  Request 

The  FY  1996  budget  request  of  $20,592,000  and  77  FTEs  reflects  the  absorption 
of  a  $39,000  administration  reduction  below  the  FY  1995  Appropriation  of 
$20,631,000.  This  funding  level  will  allow  OMH  to  continue  to  focus  on 
strategies  designed  to  decrease  the  disparities  and  to  improve  the  health 
status  of  racial  and  ethnic  populations  in  the  United  States. 

In  FY  1996,  the  OMH  will  continue  to  operate  the  Office  of  Minority  Health 
Resource  Center,  which  maintains  an  extensive  library  and  database  of 
information  on  minority  health  issues  and  programs.  The  Resource  Center 
provides  information  services  and  related  technical  assistance  to  state 
agencies,  health  professionals  and  consumers;  updates  a  funding  resource 
database;  maintains  a  toll-free  telephone  line;  develops  OMH  exhibits; 
oversees  the  Resource  Persons  Network;  is  developing  an  electronic  bulletin 
board;  and  produces  informational  bulletins,  including  the  "Closing  the  Gap" 
series. 

As  required  by  the  Disadvantaged  Minority  Health  Improvement  Act,  OMH  will 
continue  to  support  research/demonstrations/evaluations  to  test  new  and 
innovative  models  for  risk  reduction  and  health  promotion.  This  will  increase 
knowledge  about  health  risk  factors,  and  develop  mechanisms  that  support 
better  information  dissemination,  education,  prevention,  and  service  delivery 
to  disadvantaged  racial  and  ethnic  minorities. 

The  OMH  will  continue  to  provide  technical  assistance  to  State  offices  of 
minority  health  and  private  sectors  groups  in  an  effort  to  promote  minority 
health  programs  and  policies.  To  date,  31  states  have  established  state 
offices,  commissions,  advisory  committees  or  programs  of  minority  health  that 
have  similar  missions  and  functions  as  the  OMH.  The  establishment  of  state 
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minority  health  entities  is  crucial  to  a  smooth  operation  of  the  minority 
health  network,  as  they  are  the  pivotal  point  between  the  federal  and  local 
efforts  to  improve  the  health  status  of  minority  populations.  The  OMH  will 
continue  to  interact  with  the  state  departments  of  health,  and  advisory 
committees  of  minority  health  to  provide  advice  and  consultation  to  assist 
these  entities  in  becoming  operational. 

The  OMH  will  continue  the  Minority  Health  Strategic  Plan  (Toward  Equality  of 
Well-Being:  Strategies  for  Improving  Minority  Health)  that  contains 
objectives  for  improving  minority  health.  The  OMH  will  continue  this 
strategic  planning  and  coordination  process  to  identify  opportunities  for 
assuring  that  Department  activities  have  an  appropriate  minority  health  focus. 

OMH  Demonstration  projects  were  developed  to  help  communities  deal  with 
specific  problems,  such  as  high-death  rates  among  minority  males  and  the 
continuing  high  prevalence  of  numerous  acute  and  chronic  conditions  among  the 
minority  populations.  Also,  these  projects  have  a  larger  goal  to  empower 
communities,  both  large  and  small,  to  help  themselves  and  to  overcome  the 
myriad  of  social  and  health  problems  facing  minority  and  disadvantaged 
communities  today. 

The  FY  1996  request  will  enable  OMH  to  continue  the  following  Demonstration 
project  activities: 

•  Minority  Community  Health  Coalition  Demonstration  Projects 

(to  include  Hispanic/Latino  Community  Health  Coalition  Grants)  -- 
Continue  the  support  of  minority  community  health  demonstration 
projects  that  address  health  problem  areas  identified  in  the  1985 
Secretary's  Task  Force  Report  on  Black  and  Minority  Health,  and  as 
mentioned  in  the  Departments  of  Labor,  Health  and  Human  Services,  and 
Education  and  Related  Agencies  Appropriations  Senate  Committee  Report. 

•  Bilinuual/Bicultural  Service  Demonstration  Projects  -- 
Continue  to  specifically  address  cultural  and  linguistic  barriers 
that  restrict  access  to  health  care  for  limited  English-speaking 
populations. 

•  Family  and  Community  Violence  Prevention  Program  --  Continue  to 
support  a  cooperative  agreement  with  a  consortium  of  16 
Historically  Black  Colleges  and  Universities  (HBCUs)  to  prevent 
violence  among  minority  male  and  family  related  violence  in 
various  communities. 

•  Center  for  Linguistic  and  Cultural  Competency  in  Health  Care  -- 

OMH  will  continue  to  support  projects  developed  to  address  the  health 
care  needs  of  limited  English-speaking  populations.  The  overall  goal 
of  this  program  is  to  remove  health  care  service  barriers  and  increase 
access  to  limited  English-speaking  populations. 

Using  the  Cooperative  Agreement  mechanism,  OMH  will  fund  specific 
projects  which  assist  identified  organizations  in  expanding  and 
enhancing  health  promotion,  disease  prevention,  health  advocacy,  and 
health  services  research  opportunities,  with  the  ultimate  goal  of 
improving  the  health  status  of  minorities  and  disadvantaged  people. 
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The  FY  1996  request  includes  $2,341,000  and  5  FTEs  for  AIDS-related  activities 
including: 

•   AIDS  Demonstration  Proiects  —  Continue  to  support  an  integrated, 
comprehensive  community-wide  approach  to  develop  health  activities 
for  the  prevention  of  HIV  infection  and  AIDS  in  minority 
communities. 


Program  Data                           FY  1995  FY  1996    Change 

Minority  Community  Health  Coalition  Projects: 

Non-AIDS  $2,140,000  $2,140,000 

AIDS  1.060.000  1.060.000      — 

Subtotal  3,200,000  3,200,000 


Bilingual/Bicultural  Service  Demonstration  Projects: 

Non-AIDS  1,000,000    1,000,000 

Family  and  Community  Violence  Prevention  Program: 
(formerly  Minority  Male  Grant  Program) 

Non-AIDS  5,910,000    5,910,000 

Other  Cooperative  Agreements: 

Non-AIDS  1,100,000    1,100,000 

AIDS  Demonstration  Projects  925,000     900,000   -25,000 

Other  Activities: 

Non-AIDS  8,140,000    8,101,000   -39,000 

AIDS  356.000     381.000   ^25.000 

Subtotal  8,496,000    8,482,000   -14,000 

Total: 

Non-AIDS  18,290,000   18,251,000   -39,000 

AIDS  2.341.000    2.341.000      — 

Total  $20,631,000  $20,592,000   -39,000 
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National  AIDS  Program  Office 

Authorizing  Legislation  -  Section  301  of  the  Public  Health  Service  Act 


FY  1994 
Actual 

FY  1995         FY  1996 
Appropriation     Estimate 
FTE       BA     FTE     BA 

Increase  or 
Decrease 

£!£      M 

£!£    M 

30    $2,869,000 

18   $1,742,000   18   $1,739,000 

—  -$3,000 

1996  Authorization  . 

Indefinite 

Pyrpps?  ?n<S  Methp;!  pf  Op?r«itipn 

The  National  AIDS  Program  Office  (NAPO)  will  promote  the  highest  achievable 
levels  of  Departmental  coordination  and  collaboration  in  the  Nation's  response 
to  the  impact  of  the  HIV/AIDS  pandemic  on  individuals  and  families  affected  by 
HIV,  governmental  and  non-governmental  organizations  and  health  care 
providers.  The  NAPO  mission  includes: 

Serving  as  the  principal  HIV/AIDS  staff  to  the  Assistant  Secretary  for 
Health  (ASH)  and  the  Secretary,  DHHS; 

directing  and/or  coordinating  HIV/AIDS  policy  planning  processes  and 
monitoring  progress  toward  achieving  established  goals; 
providing  PHS  and  Departmental  liaison  with  and  support  to  the  National 
AIDS  Policy  Coordinator; 

identifying  critical  HIV/AIDS  national.  Departmental,  and  PHS  policy 
issues,  including  inter-  and  intra-agency  coordination  needs,  and 
advising  on  how  to  resolve  the  issues; 

providing  liaison  with  other  Federal  organizations.  State  and  local 
governments,  and  non-governmental  and  minority  organizations  involved  in 
AIDS-related  activities; 

preparing  responses  to  inquiries  related  to  Departmental  and  PHS  AIDS- 
related  activities  as  appropriate; 

providing  analytic  and  administrative  support  to  Departmental  and  PHS 
HIV/AIDS  advisory  bodies  and  other  subsidiary  or  independent  task 
forces,  work  groups,  or  subgroups; 

maintaining  relationships  with  State  and  local  agencies  involved  with 
HIV/AIDS  activities; 

providing  guidance  on  the  cooperative  dissemination  and  exchange  of 
accurate  scientific,  prevention,  and  educational  information  and 
clinical  guidelines  with  and  between  public  health  interest  groups  and 
professional  and  private  sector  organizations; 
guiding  and  promoting  methods  of  dissemination  and  exchange  of 
information  to  and  among  the  public; 

making  recommendations  on  budget  requests  and  on  research  and  prevention 
priorities  as  incorporated  in  planning  or  budget  proposals. 
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NAPO  provides  leadership  and  coordination  of  HIV  and  AIDS-related  programs  and 
activities  on  behalf  of  the  ASH  and  among  PHS  agencies.  Lead  responsibility 
for  identifying  long-range  strategies  that  are  critical  in  planning,  and 
directing  the  future  course  of  the  pandemic  will  continue  to  fall  under  the 
purview  of  NAPO.  Through  its  analytic  and  informative  roles,  NAPO  will  assist 
the  Secretary  and  the  ASH  in  responding  to  critical  and  fast-breaking  HIV 
infection  and  AIDS-related  policy  issues,  and  guiding  the  implementation  of 
these  policies. 

NAPO,  working  closely  with  the  operating  and  staff  divisions  of  the  Department 
and  the  seven  PHS  agencies  that  have  HIV  and  AIDS-related  responsibilities, 
other  Office  of  the  Assistant  Secretary  for  Health  (OASH)  staff  and  program 
offices,  carries  out  the  following  responsibilities: 

•  Leads  significant  activities  related  to  HIV  infection  and  AIDS  and 
promotes  interagency  information  sharing  and  program  coordination  among 
the  PHS  agencies.  To  carry  out  this  important  function,  the  Office: 

Staffs  the  HHS  Coordinating  Group  on  HIV/AIDS.  This  Group  was 
formed  in  the  early  part  of  FY  1994  by  consolidating  three 
separate  groups.  For  the  past  year,  the  Group  has  provided  the 
only  forum  for  PHS  and  Department  representatives  to  meet 
regularly  to  share  information  on  critical  HIV  and  AIDS-related 
issues,  and  identify  and  address  emerging  issues  of  importance  for 
the  ASH  and  the  Secretary.  Representatives  from  the  PHS  include 
the  PHS  Agency  AIDS  Coordinators,  other  agency  staff,  and  OASH 
Staff  Offices.  Departmental  representatives  include  the  Health 
Care  Financing  Administration,  Administration  for  Children  and 
Families,  Social  Security  Administration,  Assistant  Secretary  for 
Legislation,  Assistant  Secretary  for  Planning  and  Evaluation,  and 
the  Office  for  Civil  Rights. 

•  Serves  as  the  primary  liaison  for  the  Department  and  the  Office  of  the 
Assistant  Secretary  for  Health  to  external  groups,  professional 
associations,  and  private  organizations  (at  the  international,  national, 
regional,  state,  and  local  levels)  concerned  about  HIV/AIDS. 

Funding  levels  for  NAPO  for  the  last  five  fiscal  years  were  as  follows: 

Amount  FTE 

1991 $3,789,000  33 

1992 2,448,000  27 

1993 2,936,000  34 

1994 2,869,000  30 

1995 1,742,000  18 
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Rationale  for  the  Rudoet  Request 

The  FY  1996  budget  request  of  $1,739,000  and  18  FTEs  maintains  approximately 
the  same  level  of  program  effort  as  in  FY  1995  and  supports  the  Assistant 
Secretary  for  Health  by  serving  as  the  lead  office  within  the  Department  for 
AIDS  coordination.  NAPO  will  continue  to  chair  and  staff  the  HHS  Coordinating 
Group  on  HIV  and  AIDS,  subcommittees  and  work  groups  of  the  Coordinating  Group 
AIDS,  and  the  HIV  subconmittee  of  Healthy  People  2000.  NAPO  serves  as  the 
liaison  for  the  Department  and  the  Office  of  the  Assistant  Secretary  for 
Health  to  external  groups,  professional  associations,  and  private 
organizations  (at  the  international,  national,  regional,  state,  and  local 
levels)  concerned  about  HIV/AIDS. 
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National  Vaccine  Program 


Authorizing  Legislation  -  Title  XXI  of  the  Public  Health  Service  Act 

Increase 
FY  1994  FY  1995  FY  1996  or 

Actual Appropriation         Estimate  Decrease 

FTE        M£I£        M  ni  &h  FTE       BA 

29  $2,448,000     9     $996,000       9   $995,000        —  -$1,000 
1996  Authorization  Indefinite 


Purpose  and  Method  of  Operation 

Vaccines  are  widely  recognized  as  one  of  the  most  cost-effective  health 
promotion  interventions.  Through  their  use  in  immunization  programs,  vaccines 
hold  enormous  potential  for  control  of  infectious  diseases  and  thus  the  costs 
associated  with  medical  care.  For  many  diseases  where  treatment, 
hospitalization,  and  disability  are  costly,  vaccines  and  immunization  programs 
can  be  cost-saving.  Where  worldwide  eradication  of  a  disease  is  feasible,  as 
was  achieved  for  smallpox  and  could  soon  occur  for  poliomyelitis,  the  cost- 
savings  become  even  greater  because  immunization  is  no  longer  necessary  after 
eradication. 

The  National  Vaccine  Program's  mission  of  optimal  prevention  of  human 
infectious  diseases  through  immunization  and  optimal  prevention  against 
adverse  reactions  to  vaccines  is  achieved  through  coordination  and  direction 
of  vaccine  research  and  development  and  immunization  activities  carried  out  in 
the  National  Institutes  of  Health  (NIH),  Centers  for  Disease  Control  and 
Prevention  (CDC),  Food  and  Drug  Administration  (FDA),  Department  of  Defense, 
and  Agency  for  International  Development.  Priorities  for  implementing  these 
activities  are  established  in  conjunction  with  the  Interagency  Group  (lAG)  and 
the  National  Vaccine  Advisory  Committee  (NVAC) . 

While  each  agency  has  its  own  separate  focus  and  goals,  the  National  Vaccine 
Program  has  successfully  created  the  framework  and  opportunity,  through  the 
Interagency  Group,  to  make  collective  public  health  decisions  and  policy 
recommendations  regarding  vaccines  and  immunizations.  This  process  not  only 
facilitates  agency  focus  and  cooperation,  but  strengthens  the  Public  Health 
Service's  role  in  the  implementation  of  a  coordinated  vaccine  policy  as  the 
national  public  health  policy  leader  in  the  field  of  immunization. 

Rationale  for  the  Budget  Request 

The  FY  1996  budget  request  of  $995,000  will  primarily  center  around  supporting 
the  following  areas: 

NVAC  -  The  NVAC  Subcommittee  on  Future  Vaccines  will  concentrate  on  developing 
policy  options  and  guiding  NVP  activities  which  will  lead  to  development, 
licensure  and  best  use  of  new  and  existing  vaccines  in  the  simplest  possible 
immunization  schedules.  Areas  of  concentration  will  1)  Evaluate  existing 
process  for  creating  recommendations  for  immunization,  and  define  research, 
policy,  regulatory  and  legislative  activities  required  to  simplify  that 
process;  2)  Examine  near  term  (5  year)  vaccine  candidates  and  assess  their 
potential  for  use  within  simplified  national  immunization  programs;  3)  Assess 
progress  in  longer  term  priorities  for  vaccine  research  and  development. 
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identify  impediments  and  define  options  to  address  them  that  should  be 
explored  by  NVP. 

The  Future  Vaccines  Subcommittee  has  emerged  as  an  ongoing  forum  whereby  these 
issues  will  continue  to  be  addressed.  The  subcoiranittee  will  draw  upon 
research,  manufacturers,  and  agency  representatives,  as  well  as  experts  on 
selected  topics.  A  number  of  mechanisms  will  be  used  by  the  NVPO  to 
accomplish  the  tasks  of  the  subcommittee,  including  contracted  studies  and 
public  workshops. 

Adult  InupgpizgtiQn  -  Achieving  high  immunization  coverage  levels  in  adults 
will  require  collaboration  among  several  Federal  agencies.  The  NVPO  will 
consult  with  the  Centers  for  Disease  Control  and  Prevention,  the  National 
Institutes  of  Health,  the  Food  and  Drug  Administration,  the  Health  Care 
Financing  Administration,  and  other  relevant  agencies  to  identify  steps  each 
agency  can  take  to  implement  the  Adult  Immunization  Report  recently  adopted  by 
the  NVAC.  The  NVPO  will  also  investigate  steps  to  encourage  states  and 
private  sector  organizations  to  address  the  challenges  and  recommendations  in 
the  report.  Periodic  progress  reports  will  be  provided  during  the  regularly 
scheduled  NVAC  meetings.  »    j 

The  National  Vaccine  P]^n  -  The  National  Vaccine  Plan  was  released  in 
June  1994.  It  provides  for  the  first  time  a  framework  of  goals,  objectives 
strategies  and  priorities  for  comprehensive  prevention  of  infectious  diseases 
through  vaccine  development  and  immunization.  This  framework  will  facilitate 
more  coordinated  planning  by  Federal  agencies  and  better  integration  of  public 
and  private-sector  activity.  In  FY  1996,  NVP  will  continue  to  ask 
participating  NVP  agencies  to  identify  activities,  priorities  and 
accomplishments  under  each  of  the  strategic  areas  of  the  Plan,  as  a  way  of 
assessing  progress  towards  the  Plan's  goals.  Industry  will  also  be  asked  to 
Identify  their  contributions  to  meeting  public  health  vaccine  needs. 

Miscellaneous  -  A  major  new  activity  in  FY  1996  will  be  to  develop  proposals 
for  a  closer  working  partnership  with  the  private  sector  in  vaccine 
development  and  supply,  particularly  for  "orphan  vaccines".  Efforts  will  also 
focus  on  vaccine  safety  and  pertussis,  measles,  and  tuberculosis  vaccines 
Status  of  disease  surveillance  for  detection  of  the  6  diseases  (measles 
rubella,  polio,  diphtheria,  tetanus,  and  spinal  meningitis)  to  be  eliminated 
^.lll     .   r^v.i^wed  by  special  committees  and  advisory  groups  coordinated  by  the 
NVPO  with  the  CDC  that  will  look  at  evidence  state  by  state. 

Funding  levels  for  the  NVP  for  the  last  five  fiscal  years  were  as  follows: 

1001  . ^ £I£ 

^^1  $9,631,000       23 

}992  7,877,000        25 

\lll   2,737,000        33 

™   2,448,000        29 

1995  996,000        9 

The  FY  1996  budget  request  for  NVP  is  $995,000  and  9  FTEs.  This  reflects 
approximately  the  same  level  of  funding  as  the  FY  1995. 
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Office  of  Research  Integrity 

Authorizing  Legislation  -  Title  III,  Section  301  and  Title  IV,  Subtitle  C  of 
Public  Health  Service  Act 

FY  1994  FY  1995  FY  1996         Increase  or 

Actual ADorooriation      E?tilliatg        Pg(;r?a?g 

FTE       BA       FTE       BA       FTE       BA       FTE     BA 

50    $4,000,000    51    $3,863,000    51    $3,858,000    —    -$5,000 

1996  Authorization  Indefinite 

Ptirp9?g  ^M  Mg<;ho'J  pf  Qpgr^itipn 

The  Office  of  Research  Integrity  (ORI)  oversees  and  directs  the  PHS  research 
integrity  efforts  with  the  exception  of  the  regulatory  research  activities  of 
the  Food  and  Drug  Administration. 

Although  the  vast  majority  of  researchers  maintain  the  highest  ethical 
conduct,  it  is  critical  that  the  Public  Health  Service  have  in  place  measures 
to  promote  integrity  and  prevent  and  deter  potential  misconduct  in  research  as 
well  as  a  strong  capability  to  deal  in  a  timely  and  decisive  manner  with  those 
cases  that  arise.  Misconduct  can  take  many  forms,  including  fabrication, 
falsification,  or  plagiarism.  Intramural  or  extramural  research  that  is 
flawed  due  to  misconduct  can  have  serious  detrimental  results.  Risks  to 
public  health  and  the  waste  of  public  funds  arc  the  two  major  consequences  of 
research  misconduct.  In  addition,  public  confidence  in  research  and  the 
credibility  of  PHS-funded  research  would  suffer.  It  is  equally  critical  that 
whistleblowers  (those  who  report  research  misconduct)  be  protected  against 
retaliation.  These  individuals  are  essential  not  only  to  the  operation  of  ORI 
but  to  the  very  ethical  structure  of  research.  One  of  the  major  statutory 
mandates  for  ORI  is  the  protection  of  these  individuals. 

To  accomplish  this  mission,  the  Office  of  Research  Integrity  has  the  following 
specific  responsibilities: 

•  Assure  that  all  institutions  receiving  PHS  funds  have  in  place 
appropriate  mechanisms  to  deal  with  allegations  of  misconduct  and  to 
protect  whistleblowers;  conduct  reviews  of  a  sample  of  institutional 
programs  to  determine  whether  or  not  they  comply  with  Federal 
requirements;  and  investigate  and  resolve  problems  of  institutional 
compliance. 

•  Oversee  the  conduct  of  institutional  investigations  of  allegations  of 
research  misconduct  and  retaliation  against  whistleblowers  through 
review  of  the  results  of  all  these  investigations;  impose  administrative 
actions  when  misconduct  is  found. 

•  Conduct  investigations  of  allegations  of  research  misconduct  and 
retaliation  against  whistleblowers  in  institutions  when  necessary; 
conduct  investigations  of  such  allegations  in  PHS  intramural  programs. 
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Develop  present,  and  defend  findings  of  misconduct  before  Departmental 
Appeals  Board  for  those  cases  where  an  appeal  has  been  made. 

.  Develop  regulations  and  policies  to  assure  full  and  fair  investigations 
of  allegations  of  research  misconduct;  establish  appropriate  due  process 
protections  for  those  accused  of  misconduct;  establish  systems  of 
records  that  allow  fair  access  while  appropriately  protecting 
confidentiality.  ^ 

•  Develop  and  implement  regulations,  policies,  and  procedures  to  prevent 
retaliation  against  whistleb lowers  and  to  assure  full  and  fair 
investigations  of  allegations  of  retaliation. 

follow? •^°'^  research  integrity  programs  during  the  last  five  years  was  as 

,00,  ^  Atpount  £I£ 

nil  $2,357,000  7 

nil  2,711,000  15 

\lll  3,848,000  41 

]llt  4,000,000  50 

15"  3,863,000  51 

Rationale  for  the  Budget  Regupst 

Ind   M  J??c  ''"?^-*  request  for  the  Office  of  Research  Integrity  is  $3,858,000 
and  51  FTEs   This  level  of  funding  allows  ORI  to  maintain  its  operatons  at 
approximately  the  FY  1995  level.  Regulations  mandated  by  statute  wilSe 
developed;  current  investigations  of  cases  of  alleged  misconduct  will  be 
continued  with  new  cases  of  alleged  misconduct  and  retaliation  against 
rurrllt  J«^"  h^""-^^  "  3*'^^  resources  become  available  from  closing  out 
arrlntPH  tho'r^"-'"?'  ""^^^^'^  "^ ^ ^  ^^   continued  and  new  hearing  requests 
accepted;  the  Commission  on  Research  Integrity  will  continue  to  operate  as 

co^oii!^r^'w?;l;•p'2'■'^■  '"'^•°'^^  ^^'^^  conduct\eviews  of  instUutional 
compliance  with  Federal  requirements.  The  following  are  areas  of  major 

6nipndS  IS! 

Scientific  Bisconduct 

!nr^2?c!^-"  *u  *^-  ^-D^"^  increase  in  cases,  there  has  been  a  notable 
increase  in  the  significance  of  the  cases  as  they  relate  to  public  health  and 
IIp  nTrl'T  -^  ^^^   r'?^''^  ^■"  9^"^'"^1-  The  cases  in  which  ORI  is  nvolled 
trl   m^l7  *^  ''!""  **"^'"3  "'^^   °''""'"«  scientific  journals.  Rather,  they 
tltdV   '^«"!r^\i"ues  and  multi-site  clinical  trials.  For  example,  last 
r??n,v^  f'-  ?'^^!''  "P°"  *?  '^^^^  "'^^   ^^'-i""^  accusations  in  two  major 
Jil^  mflt  fl'V'h*'^""/"^^*'  *:'°"^''  ^^'^   "•^j°''  i^P^-^t  on  the  course  of 
dll}Tfl  IZ   JJ°"""'^f  of  patients.  Had  ORI  not  responded  and  been  able  to 
eltraVnl.      ?n^HH>'-  *^''^  **°"]^  ^'"^   potentially  been  a  public  health 
ff  W?  ^innl  ^]IT'   ""^"^  °*^^''  ""5  Involved  significant  research  which 
mil  ?oi.  inAir"^'^-^''\??^'2*^^^^y  "'^■^1^'^  f"^"'-^  research,  wasting  time  and 
ab  e  ?;  "sit  ?hl  ^^'"  P^^i^^^H?!^^-  ^y  dealing  with  these  issues,  ORI  was 
nrohil!  I  I     1^  "'^•"  ft'^aight";  thereby  eliminating  not  only  an  immediate 
problem,  but  also  saving  future  work  from  moving  along  the  wrong  cour™  bised 
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on  false  results.  In  addition,  ORl  recovered  approximately  $1.2  million  last 
year  from  institutions  for  research  involving  misconduct  in  science. 

Whlstleblower  Protection 

The  NIH  Revitalization  Act  of  1993  mandated  a  wide  range  of  functions  for  ORI 
to  perform  to  protect  whistleb lowers.  Since  the  enactment  of  the  law,  ORI  has 
been  faced  with  numerous  policy  issues  and  real  cases  of  mistreatment  of 
whistleb lowers  with  which  it  has  attempted  to  deal. 

The  increase  in  misconduct  cases  noted  above  has  also  brought  with  it  an 
increase  in  the  number  of  whistleb lowers  and,  unfortunately,  the  number  of 
cases  of  retaliation  against  these  courageous  individuals. 

Institutional  Coapllance 

Institutions  receiving  PHS  grant  and  contract  funds  are  required  to  deal  with 
allegations  of  misconduct  in  accordance  with  PHS  regulations.  To  ensure  that 
this  process  is  working  properly,  ORI  conducts  compliance  reviews.  These 
reviews  are  designed  to  improve  institutional  operations  so  that  the  majority 
of  extramural  issues  can  be  dealt  with  successfully  at  the  appropriate 
institutional  level,  thereby  reducing  ORI's  involvement  and  subsequent 
workload. 

ORI  CASE  WORKLOAD 


Calendar 
Year 


Misconduct 
Cases 


Whistleblower 
Cases 


Compliance 
Reviews 


1991-1992  1/ 

Queries       314 
Cases  Opened    57 
Cases  Closed    55 
Cases  Ongoing    71 

N/A 

N/A 

1993 

Queries       196 
Cases  Opened    35 
Cases  Closed    28 
Cases  Ongoing   78 

N/A 

N/A 

1994 

Queries       188 
Cases  Opened    38 
Cases  Closed  U     50 
Assessments 

Underway     108 
Current  Ongoing 

Cases       66 

Cases  Opened   9 
Cases  Closed   0 

Reviews 

Opened     29 
Reviews 

Closed      9 

1/  Data  for  cases  reported  by  the  Office  of  Scientific  Integrity,  NIH  and  the 
Office  of  Scientific  Integrity  Review,  OASH  are  for  calendar  years  1991  and 
1992. 

2J     Eight  cases  were  over  5  years  old. 

NOTE:  All  cases  are  reviewed  for  legal  sufficiency;  29  cases  are  currently 
being  prepared  for  possible  adjudication  (hearing  or  settlement/voluntary 
exclusion) . 
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Office  on  Women's  HmUH 

Authorizing  Legislation  -  Title  III,  Section  301  of  the  Public  Health  Service 
Act 

FY  1994  FY  1995  FY  1996  Increase  or 

aciiJlJ ADPropriation         Estimate  Decrease 

£IE      M   £IE        M    ELE       M    UL  M 

7    $925,000    20    $2,562,000     20   $2,552,000     —   -$10,000 

1996  Authorization  Indefinite 

Purpose  and  Method  of  Operation 

The  Office  on  Women's  Health  (OWH)  advises  the  Assistant  Secretary  for  Health 
on  scientific,  legal,  ethical,  and  policy  issues  relating  to  women's  health. 
The  Office  also  provides  leadership,  sets  priorities,  develops  policy  and 
guidance,  reviews  and  monitors  PHS  activities  in  regard  to  issues  of  women's  . 
health. 

The  Office  is  responsible  for  monitoring  the  progress  and  overseeing  the 
implementation  of  the  PHS  Action  Plan  for  Women's  Health,  which  is  a  goal- 
dnven  framework  for  addressing  a  broad  range  of  women's  health  issues  in  the 
areas  of  prevention,  treatment  and  service  delivery,  research  education  and 
training,  and  policy  development.  The  Action  Plan  was  developed  with  the 
recommendations  of  the  PHS  Task  Force  on  Women's  Health  Issues  and  Healthy 
PgQPle  2000:  National  Health  Promotion  and  Disease  Prevention  Obiertivp.;  as 
Its  foundation.  The  PHS  agencies  and  program  staff  offices  are  key 
participants,  with  specific  goals  and  action  steps  to  address  priority  women's 
health  issues,  including  access  to  health  care,  behavioral  and  biomedical 
research  and  research  participation,  prevention,  education,  information, 
treatment  and  services,  and  coordination. 

Other  activities  include  (1)  coordination  with  the  PHS  agencies  and  staff 
offices  to  (a)  assure  that  women's  health  needs  are  a  priority  in  PHS  resource 
allocations  and  decisions,  (b)  establish  short-term  and  long-term  objectives 
for  PHS  health  policies  regarding  women's  health  through  the  PHS  Action  Plan 
Pn  Wpmgn'?  Health,  (c)  encourage  cooperative  and  collaborative  efforts  among 
PHS  agencies,  staff  offices  and  regional  offices  on  issues  concerning  women's 
health;  (2)  providing  staff  support  for  the  PHS  Coordinating  Coranittee  on 
Women's  Health  Issues;  (3)  serving  as  a  locus  within  PHS  to  identify  changing 
needs,  to  recommend  new  studies,  and  to  assess  new  challenges  to  the  health  of 
women;  and  (4)  facilitating  the  expansion  of  services  and  access  to  health 
care  for  all  women. 
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The  Office  on  Women's  Health  was  established  in  1991  and  funded  by  the  PHS 
agencies  through  FY  1993.  Funding  levels  for  the  last  five  years  were  as 
follows: 

Amount         £!£ 

1991  $  450,000         3 

1992  600,000         4 

1993  600,000         5 

1994  925,000         7 

1995  2,562,000        20 

Rationale  for  the  Budget  Request 

The  FY  1996  budget  request  of  $2,552,000  is  $10,000  below  the  FY  1995  level 
and  will  provide  funds  to  allow  the  Office  on  Women's  Health  to  continue 
programs  and  initiatives  that  will  improve  the  health  status  nationwide  for 
women  and: 

1)  to  collaborate  with  the  PHS  agencies  and  offices  to  assure  that  women's 
health  needs  are  a  priority  in  PHS  resource  allocations  and  decisions; 

2)  to  encourage  cooperative  and  collaborative  efforts  among  PHS  agencies, 
offices,  and  regions  to  identify  cross-cutting  issues  and  promote  a  more 
combined  effort  to  address  issues  concerning  women's  health.  OWH  will  also 
establish  a  Regional  Women's  Health  Coordinator  position  in  each  of  the  10  PHS 
regional  offices  that  will  enhance  a  national  PHS  strategy; 

3)  to  provide  staff  support  for  the  PHS  Coordinating  Committee  on  Women's 
Health  Issues  and  the  Secretary's  Task  Force  on  Women's  Issues; 

4)  to  identify  changing  needs  and  recommend  new  studies  to  assess  evolving 
health  concerns  through  public/private  partnerships  with  academia 
institutions,  health  professional  organizations,  etc.; 

5)  to  facilitate  the  expansion  of  services  and  access  to  health  care  for  all 
women ; 

6)  to  pursue  the  development  of  an  Information  Clearinghouse  to  provide 
information  that  will  help  educate  women  by  making  available  health 
publications  culturally  sensitive  to  the  health  needs  of  all  segment  of  the 
Nation's  population; 

7)  to  encourage  training  and  pursuit  of  health  professional  careers  for 
women ;  and 

8)  to  co-sponsor  pubic  health  forums  with  professional  organizations  in  order 
to  provide  the  latest  information  on  women's  health  issues. 
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Office  of  EmerffPncv  Preoarednpss 

Authorizing  Legislation  --  Title  III,  Section  301  of  the  Public  Health  Service 

FY  1994  FY  1995  FY  1996         Increase  or 

AgtM^I  ApprPPri^tl9n     Estimate  Decrea^P 

£I£       M    £I£         M   £!£         M   £!£    M 

1/  1/ 

39   $2,167,000    24    $2,180,000    24    $2,374,000     --   +$194,000 

1996  Authorization  Indefinite 

^  Jt^Wl^}^   comparative  transfers  from  the  Office  of  the  Secretary  of  $99  000 
in  FY  1994  and  $103,000  in  FY  1995.  »»3,uuu 

Purpose  and  MPthnri  of  Operation 

The  Office  of  Emergency  Preparedness  (OEP)  has  operational  responsibility  for 
planning,  implementing,  and  coordinating  the  Departmental  response  to  major 
disasters.  DHHS  coordinates  the  National  Disaster  Medical  System  (NDMS) 
partnership  consisting  of  DHHS,  DOD.  DVA,  and  FEMA.  The  DHHS/PHS  component  is 
comprised  of  Disaster  Medical  Assistance  Teams  (DMATs)  which  are  deployed  to 
the  disaster  site  to  provide  immediate  medical  attention  to  the  sick  and 
injured.  Each  DMAT  consists  of  35-40  private  sector  medical  professionals  and 
support  staff  who  maintain  a  constant  state  of  readiness  through  participatino 
in  periodic  disaster  drills  and  conferences.  The  actions  of  the  DMAT  teams 
are  supported  by  the  Medical  Support  Unit  (MSU)  which  is  the  deployable 
component  of  the  OEP.   The  DMAT  teams  can  be  deployed  as  part  of  NDMS 
either  as  a  component  of  the  Federal  Response  Plan  (Presidential  Authority)  or 
activated  under  PHS  authority. 

In  January  1994,  emergency  health  and  medical  support,  including  NDMS,  was 
activated  following  the  Earthquake  in  Northridge,  CA.  This  operation  under 
the  direction  of  the  Assistant  Secretary  for  Health  required  the  deployment  to 
Southern  California  of  12  DMATs  made  up  of  280  medical  professionals.  More 
recently,  OEP  activated  Disaster  Mortuary  Assistance  Teams  to  provide 
forensic  and  pathological  expertise  to  the  State  of  Georgia  during  the 

th^  nff Ln  ?*''"3'  *'!J^'^''  ^^^"""^  "'*J°''  cemetery  destruction.  Additionally, 
the  OEP  MSU  played  a  lead  role  by  providing  coordination  between  DHHS  and 
Department  of  Veteran's  Affairs  (DVA)  emergency  response  activities.  In  the 
aftermath  of  Hurricanes  Andrew  and  Iniki,  22  DMATs  were  rotated  into  South 
,t?II;-'  Louisiana  and  Kauai  Island  in  Hawaii  in  order  to  provide  medical 
attention  to  over  17,000  patients  at  first  aid  stations,  community  health 
sites,  and  hospital  emergency  rooms.  In  addition  to  the  DMAT  teams 
approximately  150  personnel  from  DHHS  headquarters  and  regions  were  deployed 
\r,f.l   ?''"^^rjl!"  '?,^^^  ^^'''■"1  S^PPoi^t  Unit  or  in  the  Recovery  Process 
Action  Team.  Additionally,  programs  in  FDA,  CDC,  HRSA,  SAMHSA,  AOA,  ACF  and 
SSA  were  coordinated  by  OEP  in  both  the  emergency  phase  and  the  recovery 
phase.  Thus,  the  emergency  teams  and  DMATS  are  integrated  with  primary 
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mental  health,  and  environmental  health  personnel  from  PHS  and  DHHS  to  provide 
a  combined  health  medical  system  and  health-related  social  services  for 
disaster  response. 

DHHS  is  the  primary  agency  for  health,  medical,  and  health-related  social 
services  under  the  Federal  Response  Plan.  Responsibility  for  Departmental 
emergency  preparedness  was  delegated  to  the  Public  Health  Service  in  1990. 
Medical,  mental  health,  and  human  services  are  provided  to  victims  of 
disasters  as  part  of  the  PHS  led  Emergency  Support  Function  (ESF)  #8  under  the 
Federal  Response  Plan.  This  typically  involves  coordinating  not  only  DHHS 
resources  activated  in  the  disaster  response,  but  also  those  from  the  12  other 
Federal  Departments  and  agencies  which  support  ESF  #8. 

DHHS  uses  the  ESF  #8  structure  in  the  recovery  phase  of  a  major  disaster,  thus 
enabling  one  office,  OEP,  to  be  the  "911"  for  all  Federal  health  and  medical 
support  for  major  disasters  (natural  &  man-made).  Specifically,  ESF  #8 
identifies  the  following  primary  responsibilities  assigned  to  DHHS: 

1.  Provide  leadership  in  directing,  coordinating  and  integrating  the 
overall  Federal  efforts  to  provide  medical  and  public  health  assistance 
to  the  affected  area; 

2.  Direct  and  participate  in  the  activation  of  the  National  Disaster 
Medical  System  as  necessary  to  support  the  emergency  response  operations; 

3.  Direct  the  activation  and  deployment  of  health/medical  personnel, 
supplies,  and  equipment  in  response  to  requests  for  Federal  health  and 
medical  assistance; 

4.  Coordinate  the  evacuation  of  patients  from  the  disaster  area  when 
evacuation  is  deemed  appropriate  by  State  authorities;  and 

5.  Provide  human  services  assistance  under  the  direction  of  the  DHHS 
Regional  Director  to  ESF  #8  and  other  ESFs  as  necessary. 

These  responsibilities  involve  a  range  of  activities  which  cut  across  all  DHHS 
components.  Assuring  needed  health  and  medical  services  in  disaster 
situations  includes  health  surveillance  and  assessment;  providing  medical  care 
personnel,  equipment,  and  supplies;  in-hospital  care;  patient  evacuation; 
protecting  food/drug/medical  device  safety;  protecting  against  chemical, 
biological,  and  radiological  hazards;  mental  health  assistance;  public 
information;  vector  control;  providing  potable  water  and  solid  waste  disposal; 
and,  victim  identification  and  mortuary  services.  Human  services  assistance 
includes,  in  addition,  rehabilitation,  lodging,  feeding,  clothing, 
registration/inquiry,  social  services,  family  reunification,  education  and 
training,  and  repatriation.  Finally,  assuring  health/medical  care  and  support 
services  must  take  into  account  health  care  financing  and  personal  income 
problems. 

In  actual  emergency  situations,  the  OEP  also  performs  several  major  functions 
outside  of  the  health  and  medical  response.  First,  OEP  provides  continuity  of 
government  operations  assistance  for  all  OPDIVs  with  large  field  operations  by 
coordinating  assistance  to  victims  as  well  as  any  relocation  efforts  if 
offices  are  destroyed.  Second,  OEP  provides  emergency  communications  by 
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rnaintaining  transportable  radio  and  satellite  phone  capability  that  can  be 
dep  oyed  into  disaster  areas,  allowing  for  damage  reports  aid  sta?us  of 
employee  information.  Third,  OEP  is  responsible  for  classified  activ?ties  to 
assure  continuity  of  government.  Final ij,  OEP  coordinates  emlraenci 
ZTJ^II  TrelTslll^''^   *^^"  °"^  ^"^  ^^-^^  ^-  thrL^?:[^n^;^cretary 

The  OEP  has  developed  a  nationwide  network  of  DMATs.  These  teams  are  thP 

mlastlX^H?;.?'^  T'  '''r'''''   r^P°""  Pl^"  ''   encom  Lsed  :  the  N   onal 
Disaster  Med  cal  System.  Currently,  there  are  21  rapid  deployable  DMATs  and 
several  specialty  teams  with  an  additional  36  teams  in  various  staaes  of 
development.  To  ensure  effectiveness  in  a  nationa  dJsaste?  D^?s  and 
Department  personnel  must  be  trained  and  equipped  in  such  a  manner  that  allow, 
them  to  be  dep  oyed  at  a  moment's  notice.  DMA?  train  ng  encompasses  many 
areas.  Following  a  disaster,  a  DMAT  is  one  of  the  first  medical  units  to 
r:::  °"  !""'•  -^^  '   '^""^*'  "^^  *""•  "^^"'^^^   must  hive  thetra?nng 
e?ec?HcItv°  TISh-."''  "^'^^"*  ^''''   necessities  such  as  runn?  g  Ja^er  or 
electricity   In  addition,  each  team  member  must  be  trained  on  the  use  of  the 
most  up  to  date  medical  and  support  equipment. 

The  OEP  has  adopted  a  policy  of  consolidating  DMATs  and  developina  fewer  but 
stronger,  better  trained,  better  equipped  DMATs.  These  DMATs  arS  or  win  Kp 
placed  strategically  in  the  most  vulnerable  are^s  of  the  Nation 

Funding  levels  for  the  last  five  fiscal  years  were  as  follows: 


1991. 
1992. 
1993. 
1994. 
1995. 


Amount  FTEs 
$  797,815  11 
1,739,000  19 
1,740,000  19 
2,167,000  39 
2,180,000    24 


Rationale  for  BudgPt  ppgupct 


$2  37I  m2  aSS  ^!  PTpf  "^  ^°-  *^^  Office  of  Emergency  Preparedness  of 
ip^pJ  '  ??•   •    ^^^^   1?,^"  increase  of  $194,000  over  the  FY  1995  comparable 
llltl     I^''  increase  will  allow  the  continuation  of  funding  for  two  staff 
members  to  provide  capabilities  in  medical  logistics  and  electronic 
communications.  These  positions  were  previously  supported  n  FY  1J94  and  FY 

n  FY  {99S'  "ihl'L^H-  '^?'^r-^"'?P^""'^"^^^  Appropriation  whIJhwi?  be  depleted 
^unnn-i;  :  •   '"!'^"'5^  logistics  FTE  focuses  on  the  development  of  lists  of 
supplies,  equipment  and  pharmaceuticals  to  be  used  in  field  disaster  medirinl 
settings  and  their  procurement  for  Disaster  Medical  Ass  Stance  TpI™^   tk^'"^ 
electronic  communications  FTE  focuses  on  the  deJelopmenJof  SEP-rabiliJI  to 
communicate  in  disaster  situations  through  the  use  SHhe  latest      ^ 

rrr^ol'SL  %'  Sa  ???tip"'  "  l^'V''''   telephones''  lhe"Jntinuing 
ei^  ge  cv°'s  u  ?io  1^  r!  .:.%?„^H  „Pr!°-^y  *°  ^"^''^^  OEP  to  respond  to 


, — r'-"' ■•■»'' ^j  iJ  a  iiiuM  ur  lUl 

emergency  situations  in  an  effective  manner. 
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Health  Policy.  Planning,  and  Evaluation 

Authorizing  Legislation  -  Section  301  of  the  Public  Health  Service  Act 

FY  1994  FY  1995  FY  1996         Increase  or 

Actual         Appropriation       E?till)jttg Decrease 

EIL  &h  UL  St  UL  BA      FTE      BA 

1/  2J 

37   $4,022,000    37    $3,856,000     37     $3,854,000    --     -$2,000 

1996  Authorization  Indefinite 

1/  Reflects  comparative  transfers  of  $2,760,000  from  Health  Care  Reform  and 
$1,262,000  from  PHS  Management. 

ZJ   Reflects  comparative  transfers  of  $2,744,000  from  Health  Care  Reform  and 
$1,112,000  from  PHS  Management. 

Purpose  and  Method  of  Operation 

The  purpose  of  this  activity  is  to  support  the  Assistant  Secretary  for  Health 
(ASH)  in  providing  executive  leadership  to  the  Public  Health  Service  (PHS). 
Under  the  direction  of  the  ASH,  the  PHS  agencies  are  responsible  for  the 
implementation  of  plans  and  strategies  designed  to  accomplish  National  health 
goals.  Prominent  among  those  goals  are:  strengthening  the  partnership 
between  the  Nation's  systems  of  personal  health  care  service  delivery  and 
public  health,  working  with  State  and  local  governments  to  redefine  and 
reinvigorate  the  public  health  system,  and  building  up  the  capacity  of  all 
sectors  to  address  high  priority  health  problems  through  support  for  research, 
training,  efficient  and  effective  regulation  and  technical  assistance. 

Change  in  the  way  health  care  is  delivered  is  now  unfolding  through  the 
development  of  new  relationships  with  States,  including  transfer  of  program 
management  responsibilities  from  the  Federal  government  to  States,  and  in  the 
transformation  of  the  health  care  system  to  one  that  is  based  on  managed  care. 
These  changes  require  fundamental  redesign  of  PHS  programs  and  the  development 
of  new  systems  of  outcome-based  accountability.  The  staff  funded  by  this 
activity  continues  to  be  the  primary  source  for  analysis,  program  design  and 
coordination  for  these  changes  involving  PHS  programs. 

The  staff  support  the  Assistant  Secretary  for  Health  in  policy  development, 
the  management  of  multi-agency  research  and  program  initiatives,  coordination 
of  legislative  and  regulatory  processes,  direction  of  the  PHS  one-percent 
evaluation  program,  and  in  providing  general  staff  support  for  ASH 
interactions  with  the  Congress,  outside  constituency  groups,  other  Federal 
departments  and  government-wide  commissions  and  committees. 
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if   SL'^IfJ-^^  ^"^  ^^  ^^t^l.   the  priorities  of  the  ASH,  and  hence  the  efforts 
elphSsis?   "  ^""^  expected  to  focus  on  several  specific  areas  of  particular 

.   Through  the  direction  of  PHS  programs  and  leadership  in  the  public 
health  arena,  to  increase  national  recognition  that  good  public  health 
nrSlcrrr''*-"^'^^  disease,  protecting  and  promoting  health-have  the 
greatest  potential  for  improving  the  health  and  quality  of  life  of  the 
w'thf^P?-"^^'  ^1'^   *°  translate  that  philosophy  into^ew  direct  ons 
for  the  delivery  of  personal  health  care  services  and  the  design  and 

seJvTef     ^  ''"'"'  P'"^'""'  i"^l"'l^"9  "-""rch,  regulation  and 

*  J°JjfJo'"atio"  with  States  and  organizations  representing  State  public 
health  activities  to  strengthen  and  improve  the  public  health 
infrastructure  at  State  and  local  levels.  This  will  include  the 

?nrllirc   ?h  !??'''-K-i-'?"  °l/^^   programs  of  grants  and  contracts  to 
increase  the  flexibility  offered  to  States  and  to  assist  them  in 
improving  the  target  efficiency  of  public  health  programs. 

*  rpI^K^tKf''£"^'^.'t!''"•'"■^^*!:^  '"'"'9^'^  "-"^  ^"^"Stf-y  3"d  States  to 
to.lZrl   th!/fh^*^■°''l^"•^'^  financial  incentives  in  managed  care,  and 
to  assure  that  the  populations  traditionally  served  by  PHS  programs 
(low-income  populations,  the  mentally  ill,  substance  abuser? 
individuals  in  rural  areas)  are  not  disadvantaged  as  the  country  moves 
into  systems  of  managed  care.  This  area  of  activity  will  include  PHS- 

a^  fsta  r?°'nJh°"'  ^"  ''''/   ^-/^^  "  '''''''^-   ^"^l^ty,  technical 
ass  stance   Other  areas  of  policy  interest  that  will  be  led  from  this 
office  include  analysis  of  the  impact  of  managed  care  on  the  nation" 
resource  base  for  biomedical  research  and  training. 

'   svsteml"thIt'nrot5r?  I°-  *^'  ''"^■g"  of  integrated  data  and  information 
nlll^T   ^"^J.P'^otect  privacy  and  reduce  reporting  burdens  on  PHS 
grantees,  while  providing  the  information  needed  by  the  Federal 
government.  State  and  localities  to  define  health  problems,  assess 
EniT  Pff?""?"«.  and  support  decision-making.  This  ar^a  of  activity 
orJirams'^Jo  u^  P^^  important  to  support  the  broad  consolidation  oJ  pSs 
programs  to  States,  while  assuring  availability  of  the  information  about 
program  impact  required  by  PHS  and  the  Congress.      'nTormation  aoout 

.   Supporting  reinvention  processes  within  the  Indian  Health  Service  (IHS) 
that  will  enable  the  IHS  and  Tribal  governments  to  participate  more 
fully  in  programs  operated  by  all  PHS  agencies,  and  to  work  with  SLlth 
nrntJj-'"''2^'^^'!""''*'^'*'°"  ^"^  "ate  governments  in  assuring  thl 
Sanaged^^^re!    ''"  ''°'^''  ''   "'*"  "'°''  '"'°   State-based  r^foms  and 

*   SnInrHL*J%"'^  "^  ^''^''"^  evaluation  (one-percent  funds)  to  prepare 
agencies  and  programs  for  the  rapid  transition  they  must  make  into  new 
lllV^   of  Pa'"t>?e'^ships  and  relationships  with  State  governments  the 

care  aS3  thrnlff  """T'J  '^"^'^  """^  '''''^''  ^'^''^'y   ^"^0  managed 
pnlhio  ?S    development  of  program  performance  measures  that  will 

"5'Jer?S'rma2cT"''  '''   '""^''"^  '"'  '''  '"'  '°  '"°"^'^°^  program'llpact 
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Rationale  for  Budget  RpguP^t 


The  FY  1996  budget  request  of  $3,854,000  and  37  FTEs  is  a  decrease  of  $2  000 
below  the  FY  1995  comparable  level.  The  FY  1996  budget  request  will  enable 
the  activity  to  continue  approximately  the  same  level  of  support  for  the 
Assistant  Secretary  for  Health  with  the  vast  myriad  of  evolving  policy  and 
planning  issues,  described  in  the  above  paragraphs. 
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Streatnlinina 

Authorizing  Legislation  -  Title  II,  Sections  201  and  202,  and  Title  III, 
Section  301  of  the  Public  Health  Service  (PHS)  Act 

FY  1994  FY  1995        FY  1996  Increase  or 

Actual         Appropriation     Estimate  Decrease 

UL        M  EJl  M£I£      M£I£       M 

17  $1,500,000     6   $785,000     -11    -$715,000 

1996  Authorization  Indefinite 

Purpose  and  Method  of  Operation 

In  FY  1995,  the  Congress  provided  $1.5  million  to  be  used  only  for  employee 
buyouts,  terminal  leave,  severance  pay  and  other  costs  related  to  the 
reduction  of  the  number  of  employees  in  the  Office  of  the  Assistant  Secretary 
for  Health. 

Over  the  past  two  fiscal  years,  the  Office  of  the  Assistant  Secretary  for 
Health  has  devoted  considerable  time  and  effort  towards  streamlining  and 
downsizing  staffing  levels  within  offices.  During  this  time,  two  buyouts 
opportunities,  under  the  voluntary  separation  incentive  payment  provisions  of 
P.L.  103-226  have  been  carried  out.  The  first,  on  September  30,  1994  during 
which  44  employees  took  the  buyout.  The  second  was  held  in  December  1994, 
during  which  41  employees  have  been  approved  for  buyouts  thus  far.  In 
addition,  approximately  25-30  OASH  management  employees  have  transferred  to 
other  agencies  over  the  past  few  months.  These  staffing  reductions  are 
reflected  in  the  fact  that  the  overall  FY  1996  FTE  request  for  OASH  is  1,076, 
a  reduction  of  109  FTEs  (nearly  10  percent)  below  the  FY  1994  actual  usage 
level . 

The  goal  of  these  streamlining  efforts  is  to  provide  staffing  in  OASH  for  only 
the  most  essential  responsibilities  related  to  carrying  out  the  management, 
direction,  and  coordination  activities  of  the  Public  Health  Service. 

Rationale  for  the  Budget  Request 

The  FY  1996  budget  request  of  $785,000  for  streamlining  purposes  is  a 
reduction  of  $715,000  below  the  FY  1995  appropriation.  Although  progress  has 
been  made  in  FY  1995,  the  streamlining  efforts  will  be  continued  and 
intensified  in  some  areas  in  FY  1996  to  reduce  costs,  enhance  efficiency,  and 
reduce  the  number  of  employees.  This  effort  will  examine  both  administrative 
and  management  activities  in  OASH  against  three  fundamental  criteria:  First, 
does  the  activity  or  function  need  to  be  performed  or  can  it  be  eliminated? 
Second,  assuming  the  activity  is  essential,  can  it  be  shifted  to  a  more 
appropriate  organizational  location  such  as  an  operating  agency?  Third,  how 
can  those  activities  and  functions  remaining  in  OASH  be  re-engineered  to  make 


91-285  0—95- 
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them  as  efficient  as  possible  thus  reducing  cost  and  staff  involved?  The 
funds  requested  will  support  this  effort  by  paying  for  appropriate  technical 
assistance,  paying  costs  for  staff  prior  to  their  transfer  from  OASH,  and 
paying  for  other  costs  relating  to  consolidation  and  downsizing.  In  essence, 
this  small  amount  of  investment  capital  will  pay  considerable  dividends  in  its 
impact  on  our  continuing  efforts  to  reduce  costs  and  improve  efficiency. 
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Public  Health  Service  Manaoement 

Authorizing  Legislation  -  Title  II,  Sections  201  and  202,  and  Title  III, 
Section  301  of  the  Public  Health  Service  (PHS)  Act 

FY  1994  FY  1995  FY  1996         Increase  or 

Actual         Appropriation      Estimate Dgcr?^!?? 

flEMLUMOE  M£I£M 

1/  Zl 

245   $19,560,000   161   $17,320,000   161    $17,304,000    —   -$16,000 

1996  Authorization  Indefinite 

1/  Reflects  comparative  transfers  of  $750,000  from  Health  Resources  and 
Services  Administration  and  $1,262,000  to  Health  Policy,  Planning,  and 
Evaluation. 

ZJ   Reflects  comparative  transfers  of  $750,000  from  Health  Resources  and 
Services  Administration  and  $1,112,000  to  Health  Policy,  Planning  and 
Evaluation. 

Purpose  and  Method  of  Operation 

Sections  201  and  202  of  the  PHS  Act  provide  for  the  leadership  of  the  Public 
Health  Service  and  its  agencies  by  the  Assistant  Secretary  for  Health.  The 
purpose  of  this  activity  is  to  support  the  Assistant  Secretary  for  Health 
(ASH)  in  providing  that  executive  leadership  and  direction.  The  ASH  serves  as 
the  principal  health  advisor  to  the  Secretary  of  Health  and  Human  Services  and 
is  the  line  manager  of  the  eight  PHS  agencies  and  regional  offices.  Under  the 
direction  of  the  ASH,  the  PHS  agencies  are  responsible  for  the  implementation 
of  plans,  strategies,  and  legislation  designed  to  accomplish  National  health 
goals  through  improved  research,  preventive  health  programs  and  strategies  and 
provision  of  services  directly  (through  the  Indian  Health  Service)  and  through 
grants  to  States,  communities  and  private  entities.  Currently,  among  the  most 
significant  of  these  goals  is  fostering  and  developing  a  five-fold  strategy 
for  "reinventing  public  health". 

In  FY  1996,  the  Assistant  Secretary  for  Health  will  direct  the  PHS  agencies  in 
meeting  legally  mandated  goals  and  carrying  out  the  public  health  priorities 
of  the  Administration.  Toward  that  end,  the  Public  Health  Service  is 
developing  strategies  that  are  aimed  at  (1)  capitalizing  on  the  on-going 
restructuring  of  the  health  care  system  to  emphasize  a  focus  on  the  health  of 
populations  with  capitated  and  integrated  plans;  (2)  defining  and 
strengthening  the  public  health  system;  (3)  ensuring  that  public  health 
agencies  and  health  care  plans  collaborate  to  respond  to  local  community 
needs;  (4)  building  infrastructure  —  information  systems,  research,  workforce 
—  to  advance  health;  and  (5)  realizing  responsible  public  policies 
emphasizing  improved  health.  In  establishing  these  strategies,  PHS  priorities 
to  reduce  infant  mortality,  promote  healthy  behaviors,  immunize  all  children, 
and  improve  the  health  of  minorities  and  low-income  persons  through  research 
and  prevention  strategies  will  be  enhanced. 
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The  staff  offices  funded  by  this  activity  help  the  Assistant  Secretary  for 
Health  in  carrying  out  PHS-wide  responsibilities  in  the  overall  direction  of 
PHS  as  well  as  the  development,  coordination,  and  leadership  of  all  management 
activities  of  the  Public  Health  Service.  Some  of  the  responsibilities  of  the 
Assistant  Secretary's  staff  include: 

•  representing  the  PHS  concerning  the  development  of  national  public 
health  policies  and  carrying  out  legislatively  mandated  health 
policies; 

•  directing  the  development  of  new  or  revised  policies  and  systems  to 
implement  programs  which  result  from  Presidential  or  Secretarial 
directives,  new  and  expanded  laws,  or  Congressional  and  consumer 
interests; 

•  coordinating  the  activities  of  the  PHS  regional  offices  and 
maintaining  relationships  with  other  Federal,  State,  and  local  ' 
agencies  concerned  with  public  health  programs; 

•  overseeing  the  Equal  Employment  Opportunity  (EEO)  program  throughout 
PHS  and  performing  EEO  operation  functions  for  the  PHS  regional 
offices  and  OASH  offices; 

•  coordinating  and  following  up  on  all  PHS  activities  involving 
Inspector  General  (IG)  and  General  Accounting  Office  (GAO)  reports, 
insuring  that  timely  and  responsive  actions  are  taken  on  IG  and  GAO 
recommendations; 

•  managing  the  processing  and  quality  review  of  written  communications 
moving  to  the  ASH  through  the  PHS  agencies  and  staff  offices  from  the 
Secretary,  White  House,  Congress,  other  Federal  agencies,  outside 
organizations,  and  the  general  public; 

•  advising  the  ASH  on  a  PHS-wide  strategic  communications  program  and 
providing  leadership  and  guidance  on  the  management,  direction,  and 
evaluation  of  communications  policies  and  programs  throughout  PHS; 

•  overseeing  a  coordinated  financial  management  effort  throughout  PHS 
in  accordance  with  the  Chief  Financial  Officers  Act,  the  Federal 
Managers  Financial  Integrity  Act  and  the  Government  Performance  and 
Results  Act.  This  integration  will  result  in  greater  public 
accountability  but  less  burdensome  procedures  and  regulations.  When 
the  Government  Performance  and  Results  Act  is  integrated  with  the  PHS 
budget  process,  judgement  can  be  made  on  specific  results  of  PHS 
efforts  rather  than  solely  on  funding  levels.  These  initiatives  will 
result  in  greater  efficiency  and  effectiveness  of  operations. 

•  providing  a  wide  array  of  additional  management  services  such  as  the 
development  and  presentation  of  PHS  budgets  and  resource  priorities, 
issuing  and  evaluating  the  implementation  of  PHS-wide  policies  for 
grants  and  contracts,  developing  PHS  management  policies,  developing 
and  maintaining  administrative  management  systems,  and  providing 
staff  advice  on  personnel  management  matters  and  coordinating  all  PHS 
personnel  activities. 
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Funding  and  staffing  levels  for  the  last  five  fiscal  years  were  as  follows: 

EA _EI£_ 

1991  $20,019,000    292 

1992  21,384,000  292 

1993  21,379,000  279 

1994  19,560,000  245 

1995  17,320,000  161 

Rationale  for  the  Budget  Request 

The  FY  1996  budget  request  for  the  PHS  Management  activity  is  $17,304,000  and 
161  FTEs,  a  decrease  $16,000  to  reflect  administrative  reductions.  The  staff 
funded  by  this  activity  assist  the  Assistant  Secretary  for  Health  in  carrying 
out  the  leadership  and  direction  responsibilities  for  the  activities  of  the 
Public  Health  Service  Agencies,  whose  resources  total  $22.4  billion  and  more 
than  51,000  FTEs  in  the  FY  1996  President's  budget,  and  also  for  the  operation 
of  several  high-priority  health  initiatives/programs  within  the  Office  of  the 
Assistant  Secretary  for  Health. 

The  FY  1996  budget  request  for  this  activity  reflects  significantly  lower 
staffing  levels  as  part  of  the  Administration's  government-wide  staffing 
reduction  plan  and  is  the  result  of  a  rigorous  effort  by  the  current  Assistant 
Secretary  for  Health  to  substantially  reduce  FTEs,  administrative  costs  and 
overhead  needed  for  managing  the  PHS.  As  a  result  of  these  efforts,  FTEs 
reflected  in  the  FY  1996  request  represent  a  level  which  is  approximately  34% 
below  FY  1994  staffing  levels  and  45%  below  the  FY  1991  level  at  the  same  time 
the  PHS  budget  has  increased  from  $17.1  billion  to  $22.4  billion,  or  an 
increase  of  31%. 
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Office  of  the  Assistant  Secretary  for  Health 
Detail  of  Full-Tiine  Equivalent  Employment 
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Adolescent  Family  Life 

Disease  Prevention/Health 

Promotion  , 

President's  Council  on  Physical 

Fitness  and  Sports 

Office  of  Minority  Health  

National  AIDS  Program  Office  

National  Vaccine  Program  Office  .. 

Office  of  Research  Integrity  

Office  on  Women's  Health  

Office  of  Emergency  Preparedness 
Health  Policy,  Planning,  and 

Evaluation  

PHS  Management  

Streamlining  

Subtotal  

Service  and  Supply  Fund: 

Parklawn  Personnel  

Commissioned  Officers  Personnel. 

Parklawn  Services  

Facilities  Engineering  

Payment  Management  System  

Subtotal  

Reimbursements: 

International  Health  

Refugee  Health  

Other  Reimbursements  

Subtotal  

Total  

Average  GS/GM  Grade: 

FY  1992  

FY  1993  

FY  1994  

FY  1995  

FY  1996  


FY 

1995 

FY  1994 

Current 

Actual 

££LUIiai£ 

10 

13 

22 

25 

14 

16 

73 

77 

30 

16 

29 

9 

50 

51 

7 

20 

39 

24 

37 

37 

245 

161 

0 

17 

556 

468 

22 

21 

106 

106 

314 

306 

16 

9 

54 

54 

512 

496 

30 

41 

46 

48 

41 

40 

117 
1,185 


10.69 
10.87 
11.24 
10.44 
10.44 


129 
1,093 


FY  1996 
Estimate 


13 


25 

16 
77 
16 
9 
51 
20 
24 

37 

161 

_6 

457 


19 
105 
301 

7 
_M 
486 


41 
46 

133 

1,076 
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RETIREMENT  PAY  AND  MEDICAL  BENEFITS  FOR  COMMISSIONED  OFFICERS 

For  retirement  pay  and  medical  benefits  of  Public  Health  Service 
Commissioned  Officers  as  authorized  by  law,  and  for  payments  under  the  Retired 
Serviceman's  Family  Protection  Plan  and  Survivor  Benefit  Plan  and  for  medical 
care  of  dependents  and  retired  personnel  under  the  Dependent's  Medical  Care 
Act  (10  U.S.C.  ch.  55)  and  for  payments  pursuant  to  section  229(b)  of  the 
Social  Security  Act  (42  U.S.C.  429(b)).  such  amounts  as  may  be  required  during 
the  current  fiscal  year. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES  ^^ 

ASSISTANT  SECRETARY  FOR  HEALTH 
Retirement  Pay  and  Medical  Benefits  for  Commissioned  Officers 
Amounts  Avaim^jp  for  Qbliqatinn 


FY  1994  FY  1995  FY  1996 

ACilial  ApproDriatinn  Estimate 

Appropriation $153,060,000  $159,321,000  $166,925,000 

Total  obligations....    $147,191,000  $159,321,000  $166,925,000 
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SU^t1ARY  OF  CHANGES 


1995  Appropriation  $159,321,000 

1996  Request   166.925.000 

Net  change  +7,604,000 


FY  1995  Current 
Estimate  Base      Change  from  Base 


FTE         M    £IE  M 


Increases: 


1.  Annual ization  of  the 

FY  1995  COLA,  3.1%  COLA  in 

FY  1996,  and  for  the 

projected  net  increase  of 

retirees  during  FY  1996    —   $124,213,000    —   +$5,595,000 

2.  Annual ization  of  the 

FY  1995  COLA,  3.1%  COLA  in 

FY  1996,  and  for  the 

projected  net  increase  of 

survivors  during 

FY  1996  —     8,826,000    —     +382,000 

3.  Projected  increase  of  5.3% 

in  costs  of  medical  care   —    23.844,000    —   +1,264,000 

4.  Payment  to  SSA  for  PHS 

military  service  credits   —     2,438,000    —     -^363. OOP 

Net  change  —   +$7,604,000 
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Budget  Authority  by  Activity 


FY  1994 
Actual 


Retirement  payments $114,630,000 

Survivors'  benefits 7,399,000 

Medical  care 22,283,000 

Military  service  credits..  2.879.000 

Total $147,191,000 


FY  1995 

ApprwrlfltlQn 

FY  1996 

Estlmat? 

$124,213,000 

$129,808,000 

8,826,000 

9,208,000 

23,844,000 

25,108,000 

2.438.000 

2.801.000 

$159,321,000 

$166,925,000 

65 


66 
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Budget  Authority  bv  Object 


Benefits  for  former 
personnel 

Other  services 

Total  budget  authority  by 
object 


FY  1995 
Appropriation 


FY  1996 
Estimate 


Increase/ 
Decrease 


$133,039,000   $139,016,000   +$5,977,000 
26  282 .000     27.909.000    +I.627.QQQ 

$159,321,000   $166,925,000   +$7,604,000 
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Authorizing  Legislation 


FY  1995  FY  1996   • 

Amount      FY  1995     Amount     FY  1996 
Authorized  Appropriation  Authorized   EstJIPatg 

1.  Retirement  payments   Indefinite  $124,213,000  Indefinite  $129,808,000 
Chapter  6A  of  Title 

42,  U.S.C. 

2.  Survivors'  benefits   Indefinite    8,826,000  Indefinite   9,208,000 
Chapter  73  of  Title 

10,  U.S.C. 

3.  Medical  care        Indefinite    23,844,000  Indefinite   25,108,000 
Chapter  55  of  Title 

10  U.S.C,  P.L. 
89-614 

4.  Military  service     Indefinite    2,438,000  Indefinite   2,801,000 
credits 

Section  229(b) 
of  the  Social 
Security  Act. 
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Retirement  Pay  and  Medical  Benefits 
for  Commissioned  Officers 


Year 

Budget 
Estimate 

to  Congress 

House 

Allowance 

Senate 

A11pw«nce 

Appropri^tipn 

1986 

97.129,000 

83,157,000 

83,157,000 

83,157,000 

1986 

Sequester 

... 

— 

2,708,000 

1987 

91,282,000 

86,282,000 

86,282,000 

84,330,000 

1988 

94,176,000 

89,859,000 

89,859,000 

89,859,000 

1989 

107,687,000 

104,315,000 

104,315,000 

104,678,000 

1990 

110,201,000 

105,201,000 

105,201,000 

113,623,000 

1991 

118,116,000 

118,116,000 

118,116,000 

122,639,000 

1992 

134,674,000 

134,674,000 

134,674,000 

134,547,000 

1993 

140,762,000 

140,762,000 

140,762,000 

140,762,000 

1994 

153,060,000 

153,060,000 

153,060,000 

153,060,000 

1995 

159,321,000 

159,321,000 

159,321.000 

159,321,000 

1996 

166,925.000 
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Justification 
Retirement  Pay  and  Medical  Benefits  for  Conmissioned  Officers 
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Retirement 
payments  

Survivors' 
benefits  

Medical  care  .... 

Military  service 
credits  

Total  budget 
authority  .. 


FY  1995       FY  1996        Increases  or 
Appropriation    Estimate       Decreases 

$124,213,000    $129,808,000      +$5,595,000 


8,826,000  9,208,000  +382,000 

23,844,000  25,108,000  +1,264,000 

2.438.000  2.801.000      +363.000 

$159,321,000  $166,925,000  +$7,604,000 


General  Statement 

This  appropriation  provides  for  retirement  payments  to  Public  Health  Service 
(PHS)  officers  who  are  retired  for  age,  disability,  or  a  specified  length  of 
service  as  well  as  for  payments  to  survivors  of  deceased  retired  officers  who 
had  elected  to  receive  reduced  retirement  payments. 

This  account  also  funds  the  provision  of  medical  care  to  active  duty  and 
retired  members  of  the  PHS  Commissioned  Corps,  and  to  dependents  of  active 
duty,  retired  and  deceased  members  of  the  PHS  Commissioned  Corps.  In 
addition,  this  account  includes  amounts  to  be  paid  to  the  Social  Security 
Administration  for  military  service  credits  which  are  earned  by  active  duty 
DHHS  Commissioned  Officers  for  non-wage  income. 

The  FY  1996  request  is  a  net  increase  of  $7,604,000  over  the  FY  1995  level. 
This  amount  reflects  increased  medical  benefits  costs,  an  annualization  of 
amounts  paid  to  retirees  and  survivors  in  FY  1995,  a  net  increase  in  the 
number  of  retirees  and  survivors  during  FY  1995,  and  a  slight  increase  in  the 
amount  for  military  service  credits.  The  budget  request  includes  a  cost-of- 
living  adjustment  (COLA)  of  3.1  percent. 
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Retiremgfit  Pavments 

Authorizing  legislation  -  Chapter  6A  of  Title  42  U.S.C. 

FY  1994  FY  1995         FY  1996        Increase  or 

Actual         ApproDriation       Estimate         Dgcrga?? 

$114,630,000       $124,213,000     $129,808,000       +$5,595,000 
1996  Authorization  Indefinite 

Purpose  and  Method  of  Operation 

The  purpose  of  this  activity  is  to  provide  mandatory  payments  to  Commissioned 
Officers  of  the  Public  Health  Service  who  have  been  retired  for  age, 
disability  or  specified  length  of  service. 

Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 

1991  $95,689,000 

1992  94,002,000 

1993  109,305,000 

1994  114,630,000 

1995  124,213,000 

Rationale  for  the  FY  1996  Budoet  Request 

The  FY  1996  request  of  $129,808,000  is  an  increase  of  $5,595,000  over  the 
FY  1995  level  and  will  support  payments  to  an  estimated  3,066  retired 
officers.  The  increase  will  fund  the  annual ization  costs  of  the  FY  1995  COLA, 
an  FY  1996  COLA  of  3.1  percent,  and  the  projected  net  increase  of  90  retirees 
during  FY  1996. 

The  FY  1996  estimates  are  based  on  payments  to  the  following  number  of 
retirees: 

Net 
Period  Ending  Total      Increase 

September  30,   1994,  actual  2,883  N/A 

Septeiid)er  30,   1995,    (est.)  2,976  93 

September  30,   1996,    (est.)  3,066  90 
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SurviYPrs'  Benefits 

Authorizing  legislation  -  Chapter  73  of  Title  10  U.S.C. 

FY  1994         FY  1995         FY  1996         Increase  or 
Actual       APPrwrifltlgn       Fstimate         Decrease 

$7,399,000       $8,826,000       $9,208,000         ^$382,000 
1996  Authorization  Indefinite 

Purpose  and  Method  of  Operation 

This  activity  provides  for  the  payment  of  annuities  to  survivors  of  retired 
officers  vyho  had  elected  to  receive  reduced  retirement  payments  under  the 
Retired  Serviceman's  Family  Protection  Plan  and  Survivor's  Benefit  Plan.  This 
program  is  financed  by  the  Federal  Government  although  deductions  are  made  in 
the  retirement  payments  to  the  officers  who  elect  the  option  of  survivors' 
benefits. 

Funding  levels  for  the  past  five  years  were  as  follows: 

1991  $5,663,000 

1992  5,411,000 

1993  6,808,000 

1994  7,399,000 

1995  8,826,000 

Rationale  for  FY  1996  Budget  Request 

The  FY  1996  request  of  $9,208,000  is  an  increase  of  $382,000  over  the  FY  1995 
level  and  will  provide  payments  for  an  estimated  533  annuitants.  The  increase 
will  fund  the  annual ization  costs  of  the  FY  1995  COLA,  the  FY  1996  COLA  of 
3.1  percent  and  the  projected  net  increase  of  24  survivors  receiving  benefits 
in  FY  1996. 

The  FY  1996  estimates  are  based  on  payments  to  the  following  numbers  of 
annuitants: 

Net 
Period  Fndino  Total     Increase 

September  30,  1994,  actual  485  N/A 
September  30,  1995,  (est.)  509  24 
September  30,  1996,  (est.)        533       24 
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Medical  C^rg 

Authorizing  legislation  -  Chapter  55  of  Title  10  U.S.C. 

FY  1994  FY  1995  FY  1996       Increase  or 

Actual        Appropriation       Estimate      Decrease 

$22,283,000        $23,844,000       $25,108,000     +$1,264,000 
1996  Authorization  Indefinite 

Puroose  and  Method  of  Operation 

This  program  provides  for  the  cost  of  medical  care  rendered  in  non-Federal 
and  in  uniformed  service  facilities  to  active  duty  and  retired  PHS 
commissioned  officers  and  dependents  of  eligible  personnel. 

This  activity  fulfills  the  mandatory  medical  care  obligations  of  the  Public 
Health  Service  to  Commissioned  Officers  and  their  dependents.  Medical  care  to 
eligible  beneficiaries  is  authorized  under  the  Dependents'  Medical  Care  Act, 
as  amended  by  P.L.  89-614,  which  allows  for  an  expanded  and  uniform  program  of 
medical  care  to  active  duty  and  retired  members  of  the  uniformed  services,  and 
dependents  of  active  duty,  retired  and  deceased  members.  Health  care  provided 
in  a  uniformed  service  facility  is  billed  directly  to  the  Public  Health 
Service  by  that  organization.  When  medical  care  is  provided  to  dependents  or 
retirees  in  a  private  facility,  the  Civilian  Health  and  Medical  Program  of  the 
Uniformed  Services  (CHAMPUS)  acts  as  the  Government's  agent  to  arrange  payment 
and,  in  turn,  bills  the  Public  Health  Service  for  the  services  rendered.  In 
addition,  contract  medical  care  is  arranged  for  active  duty  officers  who  are 
not  stationed  in  an  area  accessible  to  uniformed  facilities. 

Funding  and  beneficiary  levels  for  the  past  five  years  were  as  follows: 

Total 
Funding  Level   Beneficiaries 

1991  $17,960,000       26,500 

1992  20,681,000  27,500 

1993  21,450,000  27,500 

1994  22,283,000  27,500 

1995  23.844.000  27.500 

Rationale  for  FY  1996  Budget  Request 

The  request  of  $25,108,000  will  provide  medical  care  for  approximately  27,500 
eligible  beneficiaries.  The  FY  1996  request  reflects  increases  in  the  cost  of 
drugs  and  inpatient  and  outpatient  care  for  all  beneficiaries  in  Federal  and 
non-Federal  facilities. 
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Military  Service  Credits 

Authorizing  Legislation  -  Section  229(b)  of  the  Social  Security  Act. 

FY  1994  FY  1995         FY  1996        Increase  or 

Actual         Appropriation       Estimate        Decrease 

$2,879,000         $2,438,000       $2,801,000       +$363,000 

1996  Authorization  Indefinite 

Puroose  and  Method  of  Operation 

The  purpose  of  this  activity  is  to  make  payments  to  the  Social  Security 
Administration  to  reimburse  the  Federal  o1d-age  and  survivors  insurance  (OASI) 
and  disability  insurance  (DI)  trust  funds  for  the  costs  to  the  trust  funds  of 
granting  non-contributory  credit  for  military  service. 

The  Social  Security  Amendments  of  1967  added  Section  229(b)  of  the  Social 
Security  Act,  affecting  credit  for  military  service  performed  after 
December  1967.  The  pay  of  an  officer  in  the  uniformed  services,  after 
December  1967,  is  deemed  to  be  up  to  $300  more  than  his/her  basic  pay  in  each 
calendar  quarter,  to  cover  the  value  of  non-wage  income,  such  as  food,  shelter 
and  medical  services.  The  Social  Security  Amendments  of  1972  amended  the  law 
to  provide  non-contributory  wage  credits  of  $300  per  quarter  for  military 
service  performed  after  1956.  The  Social  Security  Amendments  of  1977  further 
amended  the  law  to  provide  non-contributory  wage  credits  of  $100  for  each  $300 
of  actual  wages  earned  up  to  a  maximum  credit  of  $1,200  for  any  calendar  year 
after  1977. 

The  Social  Security  Amendment  of  1983  also  modified  Section  229(b)  to  require 
that  trust  funds  be  paid  on  a  taxes-due  instead  of  a  benefits-paid  basis 
beginning  in  calendar  year  1984.  The  1983  amendments  authorized  a  lump  sum 
payment  to  put  the  trust  funds  in  the  same  financial  position  they  would  have 
been  in  if  the  reimbursement  to  the  trust  funds  for  post-1956  military  service 
credit  for  prior  years  (1957-1983)  had  been  financed  on  this  new  basis.  For 
calendar  year  1984  and  later,  the  trust  funds  will  be  reimbursed  annually  on 
July  1  for  the  OASDI  employer-employee  taxes  on  the  post-1956  wage  credits  for 
military  service  for  the  same  calendar  year.  Proper  adjustment  will  be  made 
in  amounts  authorized  to  be  appropriated  to  the  extent  prior  estimates  were  in 
excess  or  less  than  actual  wages  deemed  to  be  paid. 

Funding  levels  for  the  past  five  years  are  as  follows: 

1991  $3,327,000 

1992  3,095,000 

1993  2,900,000 

1994  2,879,000 

1995  2,438,000 

Rationale  for  the  FY  1996  Budoet  Request 

The  FY  1996  request  for  military  service  credits  is  $2,801,000.  This  amount 
will  be  paid  to  the  Social  Security  Administration  in  FY  1996. 


146 


75 


FOOD  AND  DRUG  AOMINISmATION 
HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 
INDIAN  HEALTM  SERVICE 

CENTEFB  FOR  DISEASE  CONTOOL  AND  PREVEhmON 
NATIONAL  INSTTTUTES  OF  HEALTH 

SUBSTANCE  ABUSE  &  MENTAL  HEALTH  SERVICES  ADMIN 
AGENCY  FOR  HEALTH  CARE  POUCY  AND  RESEARCH 
OFFICE  OF  THE  ASSISTANT  SECRETARY  FOR  HEALTH 
PHS  TOTAL 


HIV/AIDS 

(dolmlnttKXMnd*) 

FY  1994 
Appropriation     1/ 

FY  1995 
Cunant 
EaUmite 

Pri996 

PrMldanr* 

Budget 

FY96PrMBud 
to  FY95  EatniilB 

«72.745 

$73,614 

$868 

607,796 

061,185 

751,685 

90,500 

3,666 

3.637 

3.836 

298 

543,253 

560,962 

624.718   2/ 

34.756 

1,296,471 

1,335,726 

1.407.824 

7Z08e 

27,3Z0 

24,177 

24.225 

48 

10,624 

10.685 

11.079 

494 

5263 

4,003 

4,060 

(3) 

t2,566,6a2 

$2,702,100 

$2,901,161 

$199,061 

1/ Mtoctt  (CIKIKI  FY  1904  r«Kinion  In  NIH  and  OASH. 
2/ RaHacIl  reducDon  ol  $702,000  malsd  Id  adminlitratMS  lavlngs  from 
in  propoMd  HIV/STD/TB  Foimula  OianL 


coraaOdadon  and  tnckidM  $297,900,000  «Mch  la  baing  eonMldaMd 
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PUBUC  HEALTH  SERVICE 


L  Baalo  Sdanoe  RoMarch 

II.  Rhfc  Aie»«tni«nl  «nd  Priwnltoo 

HI.  Pro<kjclEvafe«aon,nMa«ctt.«idMonttoring 

K.  CMcalHadthSarvioMnMawctiandOafvaiy 

V.  PH&WUaAcflvHM 

PHS  TOTAL 

1/ RaOeci*  enadad  FY  1904  raadnlon  in  NH  «id  OASH 


PUBLIC  HEALTH  SERVICE 
HIV/AIDS 
(dolaalnlhouMndt) 

FY  1895 

FY18B4  Cmwit 

Appreprtallon     1/         Ertlniata 


$1,111,320  $1,160,995 

7S2.106  788,370 

7Z399  7Z745 

627,988  678^48 

2,669  1,742 


t2,S66,e82 


•^700,1 00 


FY  1906 

DNIaranoa 

naaldanrs 

FY96PmBud 

Budgat 

to  FYB5  Estimate 

$1,217,034 

$56,039 

838.503 

51.133 

73,614 

868 

769,271 

91,023 

1.739 

(3) 

$2,801,161 
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PUBUC  HEALTH  SERVICE:  SUMMARY 


B.  rtoufotJoncig  and  Nouropvychfatrio  RMacrdi 

C.  Bahavloral  Raseorch 

D.  Tbarapautto  Agonti 
E.Vaodne8 

F.  Rsaawcn  Enrtancanwnt 


ILI 


ASurvaOanec 

B.  PopuMlan-BMWJ  Rm:  Mai  ^«^  Tiw»,  RM  Faclon 

C.  Intomiallon  &  EducatkxVPreventtve  Servtcas 

1 .  High  Risk  or  Infected  Persons  (norvadd) 

2.  Special  Minority  Initiativee  (norvadd) 

3.  School  and  College  Aged  Youth  (non-add) 

4.  Qeneral  PubUc  &  Special  Programs  (norv«dd) 
6.  HeaKh^^are  Woftters  &  Providers  (norvadd) 
6.  Pravantion  CapaoKy  Enhancwnant  (nocvadd) 
SiiMatal,Rlak4 


NL  Product  EvaiiiaUon,  Raaaareh,  and  HonRoring 

A  Therapeutic  Agents 

B.  VaodrMS 

C.  ulaonoelic  Raagente  and  Test  Kits 

D.  Blood  and  Blood  Products 

E.  Medical  Devices 

Subtotal,  Product  Eval,  Raaaareh  *  MonHering 


PUBUC  HEALTH  SERVICE 

HIV/AIDS 

(doln  In  viouMnaa) 

FY  1905 

FY  1996 

DMsrsnee 

nn994 

Cunanl 

Praaidanrs 

FY98PresBud 

Appropriation     1/ 

EstlmalB 
1322,016 

Budget 

to  FY95  EsUnwls 

1297.738 

8343,889 

$21,873 

48.440 

50.482 

52,734 

2,252 

157,416 

162,288 

166,001 

3.825 

484.575 

479.608 

406,269 

16.681 

119,943 

121.720 

132,146 

10.426 

23.808 

24.903 

25.885 

982 

1,111,320 

1,180,995 

1,217,034 

58,039 

94,971 

08.648 

96.784 
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214,808 

aD^6^s 

218.482 

15.827 

442,437 

488.087 

824.247 

35,160 

(255,910) 

(298.063) 

(3a6*>1) 

P2.436) 

(57,715) 

(61.933) 

(63.423) 

(1.490) 

(48,477) 

(48.433) 

(48.453) 

(20) 

(47.395) 

PO.228) 

(51.547) 

(1.319) 

(21,188) 

(20.680) 

(20,58^ 

107 

(11,752| 

(11.7401 

(11.740) 

0 

782,106 

788,370 

839,803 

81,133 

25,115 

25235 

25.536 

301 

11,807 

11,863 

12.005 

142 

6.690 

8.732 

6,836 

104 

17,375 

17.456 

17.667 

209 

9,412 

9.457 

9.570 

113 
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IV.  CHnleal  Health  Servksee  Reaearch  ft  DeUvary 

A.  Services 

B.  Pediatric  Damoristialions 

C.  Construction 
D. 


Subtotal,  Clinical  Health  Servlcaa  RaaMTch  A  DaBwry 

V.  PHS-MMa  AdhrWea 

AOASH/NAPO 

B.  Contingency/Management  Fund 

C.  ConemjcHon  (PHS  Facilitiee) 
SubtolaL  PHS-tmtde  ActMtlaa 

827,968 

2,868 
0 
0 

2,869 

678,248 

1.742 
0 
0 

1,742 

789,271 

1.739 
0 
0 

1,739 

91,023 

(3) 
0 
0 

(3) 

PHS  Total 

1/ Rsllects  anacled  FY  1994  readsalon  In  NIH  wid  OASH. 

$199.0^1 
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PUBUC  HEALTH  SERVICE 
HIV/AIDS 

(doBara  In  thousands) 


FY1995 

FY  1996 

Ottference 

FY1994 

Cuirent 

Presldenfs 

FY96PrBsBud 

FOOD  AND  DRUG  AOHINISTRATION 

Appropriation     1/ 

EsUmala 

Budget 

to  FY95  Efltimsto 

L  Bnle  Sdwic*  RMMfch 

A.  Biomedical  RaMaich 

_ 

_ 

_ 

_ 

B.  Neuroadenca  and  Neuropsychiolric  Raaearch 

_ 

_ 

_ 

_ 

C.  BahavtocBl  Hassaich 

_ 

_ 

_ 

D.  Tharapeulic  Agents 

_ 

_ 

_ 

__ 

E.  Vaccines 

_ 

_ 

_ 

F.  neaeareh  Enhancement 

_ 

_ 

_ 

_ 

0 

0 

0 

0 

ILHak/ 

ASurveOanca 

B.  Population-Baaed  Res:  Nai  Hat,  Tims.  Rtak  Factora 

C.  Intoimatkjii  &  EducaBcn/Preventlve  Servloae 

1 .  High  Risk  or  tnfeclBd  Peraons  (nofvadd) 

2.  Special  Minority  Mtiafives  (norvadd) 

3.  School  and  Cdege  Aged  Youth  (non-add) 

4.  Qeneral  Put>ic  &  Special  Programs  (non-add) 

5.  htoamvCare  Woritera  &  ProviderB  (norvadd) 

6.  Prevention  Capwily  Enhancament  (noTKadd) 
Subtotal.  RIalcAsiissminl  and  PrentiUen 

III  Product  EvahaMon.  RsssanK  id  Monfcilno 

A  Therapeutic  Agents 

B.  Vaccinas 

C.  Qagncatlc  Reagents  and  Teal  Kits 

D.  Blood  and  Blood  Products 

E.  Iriedcal  Devloea 
Subtotal,  Product  Eval,  Raaaatd)  &  MofiBerina 

IV.  CtMcal  Haaltti  SanicM  Raaavcii  A  IMbary 

A  Services  —  —  _  _ 

8.  Pediatric  Denwxiakationa  —  _  _  _ 

C.  Construction  — 

D.  neassrch  —  _  _                           _ 
Subtotal,  CIMcalHaalUiSaivleaanBaaarGh  4  Dalvaiy  o"  o"  o"  o" 

V.  PHS-wldaActMUes 

AOASH/NAPO  —  _                             _                             _ 

B.  Contjnuancy/Msnagement  Fi»id  —  -  _                            _                           _ 

C.  Construction  (PHS  FacOies)                                                           p  0                               0                              0 

Subtotal,  PHS^MaAdMlaa  6~  5"  5"  5" 

nwTotai  — ffs^sr   — mjiT   — tfmr   bs- 


0 

0 

0 

0 

$25,115 

(25.235 

$25,536 

$301 

11.807 

11,863 

12.005 

142 

8,690 

8,732 

8.836 

104 

17,375 

17.458 

17,667 

209 

9.412 

9.457 

9.570 

113 
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HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 
L  Basic  Sdwic*  Raaaarch 

A  Bkxnedlcal  Research 

B.  Neuroaclence  and  Neuropeyehialrie  Reaearch 

C.  Behavtoral  Reaearch 

D.  T>)erapeutlc  Agents 
E  Vaccines 

F.  Research  Enhancement 
Subtotal,  Basic  Sclanca  Raaaarch 


PUBUC  HEALTH  SERVICE 

/ 

HIV/AIDS 

(ddars  in  thousands) 

FY1995 

FY1996 

Difference 

PC  1994                     Ci*rent 

Prssldent's 

FY96PresBud 

Appropriation     1/          ^timate 

Budget 

to  FY9S  Estimate 
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IL  Rtok  Aaasaamant  and  Prevention 
A  Surveillance 

B.  PopulattorvBased  Res:  Mat  Hst,  Trans.  Risk  Factors 

C.  Infofmalion  &  Education/Preventive  Services 

1.  High  Rlsl<  or  Infected  Pereons  (norvedd) 

2.  Speciai  Minority  initiatives  (non-add) 

3.  School  and  Cdiege  Aged  Youth  (norvadd) 

4.  General  PulsUc  &  SpedaJ  Programs  (norvadd) 

5.  Health-Care  Wortiers  &  Providers  (nor>-add) 

6.  Prevention  Capacity  Enhancement  (non-add) 
Subtotal,  Riak  Assaesment  ai>d  Prevention 


(16,435) 


(18,287) 


(16,287) 


IIL  Product  Evaluation,  Reaearch,  and  Monitoring 

A  Therapeutic  Agents 

B.  Vaccines 

C.  Diagmetic  Reagents  and  Test  Kits 

D.  Blood  and  Bk>od  Products 

E.  Medteai  Oevfees 

Subtotal,  Product  Eval,  Raaaarch  t,  Monitoring 


IV.  ainksal  Haelth  Servicw  Reeearch  «  Delivery 
A  Services 

B.  Pediatric  Demonstrations 

C.  Constructkxi 

D.  Reaearch 

Subtotal,  Cllnteal  Health  Sarvlcee  Reaaarch  A  Oallvefy 


591,361  644,B 


591,361  644,f 


735,398  90,500 


V.  PHS-wldeAclMtlee 

AOASH/NAPO 

B.  ContlngerKy/Management  Furxl 

C.  Construction  (PHS  Facilities) 
Subtotal,  PHS-wMa  AcUvHlee 

HRSA  Total 


8607,796  •eei.iaS' 


$751,665  $90,500 
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PUBUC  HEALTH  SBWICE 
MV/AIDS 


FYiasS  FY18M  OMaranca 

FY  ISM  Cumr*  Pr»«ld«nrt  FYSSPratBud 

INDIAN  HEALTH SBWICe Appropriitoi     V         E««ma>»  Budget  tePtKOlktwat 


A.  Blomtfleal  n»»e«fch 

a  NMTsadanoa  and  NauropsycHiMo  RnMfcti 

C.  BahflNtoral  Raaeafch 

0.  Tharapaulia  Aganii 


2.644 

4708 

4912 

206 

(781) 

(TBS) 

(820) 

(51) 

(TOS) 

(722) 

(761) 

(SS) 

P13) 

(218) 

(238) 

(20) 

(W2) 

(778) 

(BSS) 

(78) 

Pifl 

(218) 

(238) 

(20) 

0 

0 

0 

0 

8812  ts3i               «i.ae4 

B.PopUal)oivBaaadRaa:NatHW.Ti«w,nW(F«:ton  -  _                             _ 
C.  Inloimalluii  &  EducaDon/Prawnlvs  Sanloaa 

1 .  High  RMc  or  MadBd  Panona  (rwfMdd) 

4  Spadal  Minority  InWallvsa  (norvadd) 

3.  School  and  College  Aged  Youtti  (non-add) 

4.  OananJ  Public  &  Special  Progiana  (tvuvadd) 
6.  HeaKh-Care  Wodtara  &  Pravldera  (non-adcQ 
8  Prevention  Capaclly  Enhanoenwnl  ^lotvadd) 
Suliloul,  RIak  ftaaaaemenl  and  Piai<ei<luii  3.sse  3,637                      3,935 

IILPreduc«Evaluallon.nmafch.andMei<>ering 

A.  Therapeutic  Agents  —  _                            _                           ^ 

B.Vaockwa  -  _                            _                           _ 

C.  DIagnoalic  naaganta  and  Teat  KM*  —  _                            _                           _ 

0.  Bkiod  and  Blood  Produdi  —  —                            _                           _ 

E.  Madkal  Devlcea  —  _                            _                           _ 

SuMotal,  Product  EvaL  Reeearch  A  Honoring  o"  o"                           o"                           o" 

IV.  OWcal  HeeWh  Servhaee  nm»ch  A  De8»»y 

A.  Servlcea  0  0                             0                            0 

B.  PaJtolric  DawiHulialkjna  ^  ^                            ^                           ^ 

C.  Conatouction  

D.  naaaarch  —  _                            _                           _ 
SuMetaL  Clinical  HaeUiSeivteaaRaaamlikDaAnfy  o"                           o"      o"      5" 

V.  PH&«M«AelMtlaa 

A.OASH/NAPO  —  _                             _                             _ 

B.  Continganey/Manigament  Fund  _  _                            _                           _ 

C.  Ccnatiuetlon  (PHS  FacWea)                                                        _^  _  _                           _ 

SubMaLPHS-wMaAcUvWee  0  o"       o"       o" 

»«T.i-  B^r   sjsr   Bssr   ^ 
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CENTERS  FOR  DISEASE  COWTBOL  AND  PREVENTION 
L  Baale  Sdane*  Rasaarch 

A.  Biomedical  neaaareh 

B.  Neufoadence  and  NeuropsychlaMc  Reaaaich 

C.  Bahavtofal  fTaaoafch 

D.  TharapauUo  Agants 

E.  Vaccines 

F.  Raaaarch  Enhancement 
Subtotal,  Baale  Sdanca  Raaaarch 

IL  RIak  Aaaaaamant  and  Prevention 
A  GurveOance 

B.  PopUalon-Baaad  Raa:  Nat  HBst.  Trana,  Risk  Factore 
C  iituiiiiallon  &  Fni  H'aHofvPievenltve  Ssnnoes 
1 1  nQh  Rbk  or  Infectsd  Persons  (non-add) 

2.  Special  kllinority  Initiatlvea  (norvadd) 

3.  School  and  College  Aged  Youth  (non-add] 

4.  Senerai  Pulille  &  Special  Programs  (norvadd) 

5.  Health-Care  Workers  &  Provklers  (non-add) 

6.  Prevention  Capacity  EnharKement  (nor>-add) 
Subtotal,  RIak  Aaaaaamant  and  Prevention 


PUBUC  HEALTH  SERVICE 
HIV/AIDS 

(dollars  in  thousands) 
FY  1995 
FY  1994  Cunrent 

Apppopfljoon     1/  Estimate 


$5,055 


$5,050 


FY  1996  Difference 

Presklenfs  FYgCPrasBud 

Budget  to  FY95  Estimate 


5,055 

5,050 

5,050 

0 

90,212 

80,121 

90,121 

0 

40,882 

40,821 

40,821 

0 

407,124 

453,970 

488,726 

34,756 

(250,295) 

(290,184) 

(322,537)  2/ 

(32.353) 

(54,616) 

(58,870) 

(60,321) 

(1,451) 

(48,284) 

(48^15) 

(48,215) 

0 

(42,197) 

(44.961) 

(45,913) 

(952) 

(11,752) 

(11.740) 

(11,740) 

0 

III  Product  Evaluation,  Raaaarch,  and  Monitoring 
A  Tharapeutk:  Agents 
B.Vaednes 

C.  DIagnoetk)  Reagents  and  Teet  Nts 
0.  Bkxxl  and  Bkxxi  Products 
E  Medical  Devwee 
Subtotal,  Product  Eval,  Raaaarch  &  Monitoring 


IV.  Cllnteal  Health  Sarvh^a  Raaeaich  <>  Delivery 

AServloee 

B.  Pediatric  Demonstrattons 

C.  ConslrucUon 


Subtotal,  CUnkal  Health  Servlcee  Reeeareh  A  Oeilvafy 


V.  PHS-wMeActlvltiaa 

AOASH/^MPO 

B.  Contingency/Management  Fund 

C.  Conslnjclkxi  (PHS  FacOitiee) 
Subtotal,  PHS-«ride  AetMtiea 

CDC  Total 

)  rf  1994  casdsskm  ki  NIH  and  CASH 


TR3^" 


21  RiMsea  laduokm  of  $702,000  raWad  to  adminialrithia  savkigs  Irani  eOJMoMrtnn. 

V  kKkidas  «2S7.g0O,O0O  Mtiteh  b  tMing  eonsolklalsd  In  proposad  HIV/STD/TB  Fomwla  OraM. 


UUM 


••24,718    31  $34,756* 
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NATIONAL  INSTITUTES  OF  HEALTH 


n.  BtofT»dfcBi  rtosottfch 

B.  Naurowianoe  and  NeuropaychtaWe  nanwch 

C>  DanavKirai  Raaaafch 

0.  TharapauHo  Aganto 

E-Vkodnaa 


ILI 

A.  Sucvellanoa 

B.  PopiiaaorvBMad  Raa:  Nat  HM.  Trwia,  fMi  Fwtom 

C.  Intermalluii  a  EducaUofVPrsvenliva  Servloaa 
1.  H^  RWc  or  Infedad  Paraona  (noTKadd) 

^  Spadal  Minority  Wlialfvaa  (nocMdd) 

3.  School  and  Colaga  Agad  Youlh  ^wrvKtd) 

4.  Qanaial  Public  &  SpacM  Programa  (notvwid) 

5.  HaamvCara  Woritara  &  Previdara  (nocvadd) 

6.  Prevantion  Capacity  Enhancamant  (noivadd) 
Subtotal.  Riak  Aaaaaamant  and  Pra»anMuii 

III  Product  Evaluation.  Haaaareh,  and  Monltoflnq 

A.  Tharapeullo  Agants 
B.Vaadnaa 

C.  Oagnostia  Reagants  and  Taat  Kb 
0.  Blood  and  Blood  Products 
E  Medical  Oavices 
Subtotal,  Product  Eval,  nmarch  A  MonBoring 


PUBLIC  HEALTH  SBtVICE 

HIV/AIDS 

(dolmln«wuaand«) 

FY  1995 

FY1996 

DIfterence 

FY  1964 

Cunnanl 

Praatdanfa 

FY96PreaBud 

ApprapdaSon     1/ 

Eflimala 
8316,968 

Budget 

to  FY85  Eatknats 

$282,883 

$338,838 

821.873 

48,440 

50.482 

52,734 

2,252 

157,418 

162,268 

168,091 

3.825 

484,575 

479.808 

488,289 

16.681 

118,543 

121,720 

132,148 

10,426 

23,808 

24,903 
1.155.945 

25,885 

862 

1,108,265 

1,211.984 

56.039 

3,847 

5,596 

5.848 

53 

173,838 

161,814 

177,641 

15.827 

8,387 

8,353 

8.764 

411 

(2,364) 

(2,623) 

(2.729) 

(106) 

0 

0 

0 

0 

0 

0 

0 

0 

H.4Se) 

(4.488) 

(4,779) 

(291) 

(1,587) 

(1.242) 

(1^56) 

(14) 

0 

0 

0 

0 

IV.  Clinical  Haallh  Sarvloaa 
A.Sarvlcea 

B.  PadiaMo  Oamonabationa 
0.  Conatnidlon 
0.  naaeareh 
Subtotal,  conical  Health 


Reeaarch  A  IMhiaiy 


Senrieaa  RaaMfch  A  Oalvacy 


g32) 


V.  PHS-wtde  AcUvWee 
A-OAShVNAPO 

B.  Contingency/Maraoenwni  Fund 

C.  Consmjobon  (PHS  FadMaa) 
Subtotal,  PHS-wlda  ActMUoe 

NIH  Total 


■B^acm- 


it^jsr 


1,407.824 


72,098 
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SUBSTANCE  ABUSE  !■  MENTAL  HEALTH  SERVICES  ADMIN 
L  Bwlc  9cl«nc»  R— «rch 

A.  Btomacfical  Raaearch 

B.  Nauroodance  euid  Neuropsychiatilo  Reaeareh 

C.  Bahavkxal  Raaearch 

D.  TTwrapautic  Agams 
EVaeelnaa 


PUBLIC  HEALTH  SERVICE 
HIV/AIDS 

(dolarelnthauaanda) 
FY  1095 
FY  1994  Cmant 

1/ 
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FY96PrasBud 
toFY95Approp 


SuMelal,  Baale  Sdanea  Raaaarch 


IL  (Bak  *»a»aannnl  and  PravanUon 
ASurveBanca 

B.  Populadon-Baaad  Res:  Nat  Ffist,  Trans,  Hsk  Fadore 

C.  bwjiiiiatfoft  &  Friiiratton/Pievaiiliva  Sarvicaa 

1.  High  Rtak  or  Irifaded  Parsons  (iKKvadd) 

2.  Spadal  Mnorily  InWallves  (non-add) 

3.  School  and  CoOage  Aged  Youth  (noThadd) 

4.  Qanaral  Public  &  Special  Programs  (non-add) 

5.  HaaHh-Cara  Wot1<ers  &  Providers  (non-add) 

6.  Prevention  Capacity  Enhancement  (norvadd) 
Subtotal,  Risk  Assessment  and  Prsvantlon 


5,443 
(2,500) 


(2.943) 


5,430 
<2.*87) 


5^17 
(2,415) 


(2.802) 


(213) 
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IIL  Product  Evakiation,  Rasssrch,  and  MonHorIng 

A  Therapeutic  Agents 

B.  Vaocirws 

C.  Diagnoetio  Reagents  and  Test  Kits 

D.  Blood  and  Blood  Products 
E  Medical  Devlcee 

Subtotal,  Product  Eval,  Raaearch  li  Monlterlng 

IV.  CUnlcal  Health  Sarvteae  Reeaareh  4  Dallvary 
A  Services 

B.  Pediatric  Demonstrations 

C.  Construction 

D.  Research 

Subtotal,  Clinical  Health  Services  Reaeareh  li  Delhiery 

V.  PHS-wldeAetMtlee 

AOASH/NAPO 

B.  Contingeney/Marwgement  Fund 
0.  Constnjdion  (PI-IS  Faculties) 
Subtotal,  PHSwMa  ActMtlee 
SAMHSA  Total 


18,747 


$27,320 


•24,177 


^5S^5F 


isr 
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AGENCY  FOR  HEALTH  CARE  POUCY  AND  RESEARCH 

L  Bsslo  Sctooov  RMttsrdi 

^  BIOflWdKH  R0M66fCn 

B.  NouroMMnoo  snd  NsuropcycnwMc  Rosovcn 

Ct  Oohflvforsl  RosMtfch 

D.  TbtnipKJtio  Agants 

E-Vaodnes 

F.  RB06>rch  Enhonoomenl 


PUBLIC  HEALTH  SERVICE 

HIV/AIDS 

(doHre  in  InouMnds) 

FY1»95 

FY1988 

OMeranee 

FY  1894                   Curanl 

PrMldanrt 

FY98Pr»»Bod 

Budgol 

to  FY»5  Ectfmat* 

IL  RMt  AM»«»m»«it  and  Pi»»»«aiuii 

A.  SurvBflanoA  m.  .^  ^  _ 
a  Populatloo-eaMd  Rm:  Nat  HW,  Tram,  RM  Factora  _  —  _  _ 
C.  Mocmallon  &  Eduoalion/Pravantfw  Servian  0  0                             0  0 

1.  High  Risk  or  Infadsd  Peraoni  (nofvadd)  —  —                            _  _ 

2.  Spadal  Mnortty  InWaliva*  (nocvadd)  —  _                            _  _ 

3.  School  and  CoOags  Agad  Youlh  (norvadd)  —  _                              _  _ 

4.  Qanaral  PubBc  &  Spadal  Pragrama  (norvadd)  —  —                            _  _ 

5.  HaaAh-Care  Woricers  &  Providai*  (nofvadd)  —  —                            _  _ 

6.  Prevandon  Capacily  Enhancamert  (mrvadd)                             — ^      — ^  -.  — 

B»iNo>al,  Rtofc  Aaaaaamant  and  PraoanBoo  0  0                               0  0~ 

HL  Product  Evaluation,  Raaaarch,  and  MonMering 

A  Therapeutic  Agents  —  —                            _  _ 

B.Vaocinea  _  _                              _  _ 

C.  Oiagnoatie  neagunts  and  Test  Kits  —  —                            _  _ 

0.  Blood  and  Blood  Products  —  _                            _  _ 

E  Medical  Davicas  --        — ^  _.        _. 

Subtotal,  Product  Eval,  Raaaarch  A  MonMortog  0  0                             0  0 

IV.  conical  Health  Sarvleaa  Raaaarch  A  DaOvary 

A.8ervlces  _  _                            _  _ 

C.  Constmctlon  _  _                            _  _ 

D.  Reeeareh                                                                                          10,624  10,565  11.079         494 

Subtotal,  ainlcal  Health  Sarvlcea  Raaaarch  A  OaOvery  10.624  10,565                     11,079  494 

V.  PHS-wldeActhfttlaa 

AOASH/NAPO  —  _                             _  _ 

B.  CoriMngei  my/Management  Fund  —  —                            _  _ 

C.  Constn«lion  (PHS  FaoWia^  — _ —^       -^ 

Subtotal,  PHS^ridaAdhiWaa  0        0  0        0 

AHCPHTotai  kHjbk  h6JM  fJTW     CST 


156 


OFFICE  OF  THE  ASSISTANT  SECRETARY  FOR  HEALTH 


PUBLIC  HEALTH  SERVICE 
HIV/AIDS 

(ooura  in  tfwuxnoB) 
FY  1885 
FY  1894  Cunwit 

Appfopri«llon     1/ 


85 


A  DkwKCiioM  n6tt0(tfcfi 

B.  N6ura9cl6nc4  and  Neuropsychlatito  RB66aroh 

C.  Bahavioral  RaMaich 

D.  Tharapaulio  Agant» 
E-VaodoM 

F.  nBMnffcn  EnnflnoflnMnt 
Subtotal,  BMie  SelMm  RMMTch 


Budget 


Diftorenca 
FY86PreeBud 
to  FY9S  EsSmala 


ILI 


ASuvaOanoa 

B.  P«H3ulaaon  Daiad  Raa:  Nat  Hiat,  Trana,  Rhk  Factora 

C.  uikMinaHufi  &  EducaHon/Pravw iliva  Safvloaa 

1 .  H^)h  Rtak  or  Intectsd  Psraons  (non-add) 

2.  Spadal  Mnortly  Initiatives  (norvadd) 

3.  School  and  CoHaga  Agad  Youth  (non-add) 

4.  Oanaral  Publlo  &  SpeeW  Programs  (norvadd) 

5.  Heallh-Cara  Wortcera  &  Provldera  (nooadd) 

6.  Prevention  Capacity  Enhancement  (non-add) 
SiiMotol,  RIafc  ftaaaaamant  and  Preventlen 


2,304 


a34i 

P.M1) 


%341 
(2.341) 


IIL  Product  EvahMUon,  Haaaareh,  and  Monitoring 

A  Therapeutic  Agents 

B.  Vaccinas 

C.  PagrweMo  Haagents  wid  Teet  Kits 

D.  Blood  arxl  Blood  Products 
E  Medical  Devfcsee 

Subtotal,  Product  EvaL  Research  li  Monitoring 

IV.  CUnlcal  HaaRh  Servlcee  Raaearch  t  Dellvary 

AServloes 

B.  Pedutno  Demonstrations 

C.  Coiistiucliun 


SubtetaL  COnleal  HaaNh  Sarvlcaa  Reesarch  4  Dall¥ary 


V.  PHSwIdaActlvlllos 

AOASH/NAPO 

B.  Contlngarwy/Managament  Fur>d 

C.  Construction  (PHS  FacHbee) 
Subtotal,  PHS-wMa  AetMtlee 

OASH  Total 


2.aee 


1,742 


1,739 
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Wednesday,  March  8,  1995. 
AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 

WITNESSES 

CLIFTON  R.  GAUS,  MHA,  Sc.D.,  ADMINISTRATOR 

RICHARD  GREENE,  M.D.,  Ph.D.,  DIRECTOR,  CENTER  FOR  MEDICAL  EF- 
FECTIVENESS RESEARCH 

RITA  M.  KOCH,  CHIEF,  FINANCIAL  MANAGEMENT  BRANCH 

Mr.  Porter.  Next  we  have  the  Agency  for  Health  Care  PoHcy 
and  Research,  Dr.  CUflon  Gaus,  the  Administrator. 

Dr.  Gaus,  I  know  this  is  your  first  appearance  before  the  sub- 
committee. We  want  to  assure  you  we  aren't  as  tough  on  all  wit- 
nesses as  we  were  on  Dr.  Lee. 

Dr.  Gaus.  That  is  kind  of  you. 

Mr.  Porter.  But  it  does  depend.  Why  don't  you  proceed  in  any 
way  you  want.  We  certainly  welcome  you  here.  Proceed  with  your 
testimony. 

Dr.  Gaus.  Thank  you,  Mr.  Chairman,  Members  of  the  sub- 
committee. I  really  am  pleased  to  be  here  today  to  present  our  1996 
budget.  With  me  is  Rita  Koch,  our  budget  director.  I  know  it  has 
been  a  long  day  for  everybody,  and  I  would  like  to  submit  my  state- 
ment for  the  record,  if  I  could,  and  just  make  a  few  brief  opening 
comments. 

Opening  Statement 

I  needn't  remind  your  committee  that  these  are  challenging 
times.  As  legislators,  you  certainly  are  facing  some  of  the  most  tre- 
mendous challenges  in  constraining  health  care  expenditures  in  the 
Federal  health  programs.  Private  sector  purchasers  have  similar 
pressures  on  them  to  hold  down  the  cost  of  health  care  for  their 
employees. 

As  you  know,  we  spend  $1  trillion  a  year  on  health  care  in  this 
country,  and  about  $400  billion  of  that  is  spent  in  Federal  health 
care  programs.  All  of  us  are  really  trying  to  make  good  choices 
about  how  to  spend  that  money  wisely.  Consumers  also  face  chal- 
lenges in  deciding  the  most  appropriate  care  to  meet  their  individ- 
ual needs. 

My  mother  and  my  father  are  frequent  users  of  the  health  care 
system,  and  both  my  mother  and  father  are  in  managed  care.  As 
their  care  coordinator,  I  even  have  trouble  finding  enough  informa- 
tion to  help  them  find  their  way  through  the  health  care  system 
and  make  wise  choices. 

I  think  the  most  important  point  that  I  hope  to  convey  to  you 
today  is  that  the  work  of  our  agency  can  help  to  constrain  the  ex- 
ploding growth  of  health  care  spending  in  the  Federal  budget, 
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State  budgets,  and  the  private  sector.  And  we  can  constrain  that 
spending  while  we  also  improve  quality  of  care. 

AHCPR  plays  a  major  role  in  understanding  what  works  in  the 
medical  care  system  and  what  doesn't  work  so  well.  And  we  also 
hope  to,  through  our  work,  identify  efficient  ways  to  deliver  health 
care  and  to  lower  costs.  I  brought  a  chart  with  me  to  illustrate  how 
we  are  working  to  lower  health  care  costs  while  we  also  improve 
quality. 

The  chart  shows  the  magnitude  of  the  cost,  and  these  are  in  bil- 
lions of  dollars,  a  number  you  folks  are  used  to  working  in.  There 
are  six  commonly  occurring  health  problems  that  research  in  our 
agency  has  carefully  examined. 

The  conditions  affect  millions  of  Americans,  and  they  consume 
billions  of  dollars  of  health  care.  The  first  three  conditions  on  that 
chart,  cataracts,  prostate,  and  urinary  incontinence,  are  common  in 
the  over  65  population,  and  those  expenditures  are  largely  borne  by 
the  Medicare  program  and  by  the  Federal  budget. 

Urinary  incontinence  and  pressure  ulcers,  which  are  the  physi- 
cian's word  for  bedsores,  are  common  among  the  institutionalized 
population,  and  much  of  the  cost  of  those  two  conditions  are  borne 
by  the  Medicaid  program,  another  Federal  budget  program. 

Middle  ear  infection  in  children  is  also  another  condition  that  is 
commonly  paid  for  by  the  Medicaid  program.  The  last  condition  on 
the  chart,  low  back  pain,  is  a  very  common  problem  in  the  United 
States.  Eight  out  of  ten  Americans  suffer  from  it  at  some  time  in 
their  lives.  And  the  enormous  costs  in  the  private  sector  primarily 
are  borne  by  health  plans,  worker  compensation  programs,  and  the 
individual  consumer. 

All  six  of  these  conditions  have  been  extensively  studied  by  the 
agency  through  our  outcomes  research,  and  secondly  through  our 
clinical  practice  guidelines.  We  work  with  the  best  experts  in  the 
field  in  doing  that  work  and  they  have  concluded  that  there  are 
enormous  savings  that  can  be  derived  from  the  research  findings 
that  we  have  supported,  and  from  the  recommendations  of  the 
guidelines. 

These  savings  are  in  both  the  public  sector  and  the  private  sec- 
tor. For  example.  South  Suburban  Hospital  in  Hazel  Crest,  Illinois, 
your  State,  Mr.  Chairman,  implemented  our  pressure  ulcer  guide- 
line and  dropped  the  number  of  bedsores  by  more  than  half.  Not 
only  is  a  bedsore  an  awful  thing  to  deal  with  as  a  patient  but  it 
costs  over  $21,000  to  treat  per  case  for  the  Medicare  program,  or 
for  private  insurance  companies. 

If  you  reduce  those  by  half,  you  can  imagine  the  kind  of  savings 
that  accrue  to  either  the  Federal  programs  or  to  the  private  sector 
budgets.  We  have  many  examples  of  instances  where  these  guide- 
lines are  being  implemented,  have  been  implemented,  and  are  both 
improving  the  quality  of  care  and  saving  dollars. 

The  thing  I  would  like  to  point  out  in  summary  is  that  the  work 
we  undertook  in  this  area,  in  our  outcomes  research  and  guide- 
lines, really  was  done  with  the  goal  of  improving  quality  of  care. 
It  was  in  the  process  of  doing  that  work  that  the  experts  found 
they  also  can  save  money  as  a  result. 
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I  often  have  said  in  my  speeches,  and  I  will  say  today,  that  bet- 
ter quality  often  costs  less.  It  is  an  important  thing  for  both  the 
public  sector  and  the  private  sector  to  realize. 

I'll  say  just  a  few  words  about  our  1996  budget  initiatives.  Our 
request  is  $193  million.  It  includes  support  for  research  in  a  num- 
ber of  areas  and  I  just  mentioned  several.  In  1996,  we  plan  to  ex- 
amine some  new  approaches  to  consumer  choice,  such  as  inter- 
active video  disks  and  improved  patient  guides  to  help  consumers 
make  better  choices  about  the  health  care  that  they  receive,  and 
about  the  physicians  and  plans  that  they  enroll  in. 

We  also  propose  to  continue  the  work  we  do  regarding  what 
works  best  in  clinical  practice.  We  don't  study,  like  NIH,  the  under- 
lying causes  of  diseases  and  we  don't  study  the  ways  to  cure  them 
or  prevent  them.  What  we  do  is  study  how  they  occur  in  the  popu- 
lation and  how  the  health  care  system  is  dealing  with  those  dis- 
eases while  we  wait  for  the  cures  and  the  treatments  that  the  NIH 
develops. 

For  example,  there  are  now  over  590,000  hysterectomies  annu- 
ally done  in  the  United  States.  We  spend  about  $5  billion  a  year 
on  hysterectomies.  In  our  1996  budget,  one  of  the  initiatives  would 
conduct  studies  around  the  value  of  the  hysterectomy  and  in  what 
circumstances  those  hysterectomies  do  improve  the  quality  and  out- 
comes for  the  patients.  We  think  that  the  initiative  actually  will 
yield  significant  savings  as  well  as  improving  quality  of  care  in  the 
long  run. 

We  also  intend  to  continue  releasing  clinical  practice  guidelines. 
We  are  in  the  process  of  finishing  one  on  screening  for  Alzheimer's 
disease,  and  we  will  start  several  new  ones  in  1996. 

Time  doesn't  permit  me  to  describe  all  of  the  initiatives.  In  sum- 
mary, Mr.  Chairman  and  Members  of  the  committee,  we  think  that 
we  are  not  part  of  the  health  care  cost  problem,  but  that  we  are 
part  of  the  solution,  and  that  the  work  of  our  agency  will  help  both 
the  Federal  Government  as  well  as  the  private  sector  deal  with  the 
problems  of  rising  health  care  costs  and  improving  the  quality  of 
care. 

With  that,  I  conclude.  Thank  you. 

[The  prepared  statement  and  biography  of  Dr.  Clifton  Gaus  fol- 
low:] 
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STATEMENT  OF  CLIFTON  R.  GAUS.  Sc.D. 

HOUSE  LABOR/HHS/EDUCATION  APPROPRIATIONS  SUBCOMMITTEE 

MARCH  8,  1995 


Good  afternoon  Mr.  Chairman  and  Members  of  the  Subcommittee.  I  am  very  pleased  to 
have  this  opportunity  to  present  the  President's  FY  1 996  budget  request  for  the  Agency 
for  Health  Care  Policy  and  Research  (AHCPR). 

AHCPR's  unique  mission  is  to  generate  and  disseminate  informati  jn  that  is  immediately 
and  directly  useful  to  improving  the  delivery  of  health  care.    In  the  Nation's  current 
market-driven  system,  there  is  a  critical  need  to  understand  the  structure  and 
organization  of  health  care  and  the  multiple  factors  influencing  health  care  costs, 
quality,  and  effectiveness.    Consumers  need  information  to  improve  decision-making 
about  benefits,  practitioners,  and  treatments;  practitioners  need  information  to  improve 
the  quality  of  care  they  provide;  health  systems  managers  need  information  to  improve 
the  quality  and  cost-effectiveness  of  care;  and  you,  as  policy-makers,  need  information 
to  understand  how  the  system  is  evolving  and  to  make  sound  decisions.    Building  and 
sustaining  that  knowledge  base  to  meet  these  information  needs  is  the  role  of  the 
Agency  for  Health  Care  Policy  and  Research. 

Through  partnerships  with  private  sector  purchasers,  providers,  and  consumers,  AHCPR 
supplies  this  critical  information  through  a  broad-based  program  of  research,  clinical 
guideline  development,  and  quality  management  activities.    Before  I  get  into  the 
specifics  of  the  budget  request,  I  would  like  to  briefly  describe  the  kind  of  research 
AHCPR  supports. 

AHCPR-Supported  Research 

AHCPR  is  the  Nation's  primary  funding  source  for  health  services  research.   Health 
services  research  begins  where  biomedical  research  (like  that  carried  out  by  the  National 
Institutes  of  Health)  ends.   Health  services  research  focuses  on  questions  at  two  levels: 
the  individual  patient  and  the  organizational  and  financial  arrangements  through  which 
health  care  is  provided  to  the  American  public.   Simply  put,  AHCPR  supports  research 
designed  to  answer  two  basic  questions:   What  works  best  in  medical  care?  and  What 
does  it  cost? 


The  Healt 


■  Bioine<fical  Research 


What  causes  diseases  and 

how  can  they  be 

prevented  or  treated? 
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The  President's  budget  request  for  AHCPR  totals  $193.5  million.    Under  this  proposal, 
AHCPR  would  build  upon  the  significant  contributions  we  have  already  made  to 
Improving  the  quality  of  the  Nation's  health  care  system,  enabling  it  to  function  more 
effectively  and  efficiently.    Additionally,  the  request  includes  several  modest  initiatives 
that  demonstrate  our  commitment  to  improving  health  care  delivery  and  health 
outcomes  in  a  market-driven  system. 

FY  1996  Budget  Request 

The  request  will  support  research  and  other  activities  on: 

Consumer  Choice.   AHCPR  provides  consumers  with  solid,  reliable,  and  understandable 
information  to  assist  them  in  making  choices  about  their  personal  health  care  needs. 
For  example,  AHCPR  publishes  free  consumer  information,  including  booklets  or  guides, 
in  connection  with  clinical  practice  guidelines.   We  have  compelling  evidence  that  these 
guides  are  used  and  they  work. 

This  year  AHCPR  is  undertaking  a  significant  new  effort  to  help  consumers  make  more 
informed  choices  among  competing  health  plans.   This  will  be  accomplished  by  working 
collaboratively  with  employers,  plans,  and  consumer  groups  to  develop  a  "report  cards" 
that  will  present  information  for  use  in  making  direct  comparisons  among  health  plans. 

In  FY  1996  we  plan  to  expand  the  consumer  program  by  adding  a  patient/practitioner 
decision-making  initiative  that  will  look  into  new  approaches  for  providing  consumers 
with  information  about  their  health  care  options.    It  will  include  a  variety  of  innovative 
methods,  such  as  interactive  video  disks,  that  will  present  information  on  the 
effectiveness  of  available  treatment  options. 

Determining  What  Works  Best  in  Clinical  Practice.   AHCPR  has  amassed  a  solid  record 
of  accomplishments  in  improving  the  effectiveness  and  appropriateness  of  health  care 
through  its  support  of  research  that  focuses  on  patient  outcomes  and  common  clinical 
conditions.    For  example,  results  from  AHCPR's  outcomes  research  project  on  prostate 
disease  found  no  clear  evidence  that  radical  surgery  to  remove  the  prostate  is  an 
effective  treatment  for  localized  prostate  cancer  and  that  the  procedure  results  in  high 
rates  of  serious  complications.    The  research  project  also  documented  the  high  and 
rapidly  increasing  use  of  this  surgery,  particularly  in  men  over  70,  for  whom  the 
benefits  are  most  questionable.    Results  from  these  and  other  studies  are  being  used  to 
reduce  unnecessary  procedures,  to  help  patients  and  physicians  make  better  decisions 
about  treatment  options,  and,  in  some  cases,  to  save  the  Federal  government  money  by 
reducing  Medicare  spending  on  ineffective  procedures. 

The  1 996  budget  request  includes  support  for  ongoing  outcomes  research  studies  on 
such  topics  as  prostate  disease,  breast  cancer  and  kidney  dialysis.    Last  month,  we 
approved  a  study  on  the  cost  effectiveness  of  alternative  treatments  for  depression,  a 
common  condition  afflicting  approximately  1 1  million  Americans  each  year. 

In  1 996,  we  propose  to  begin  a  new  clinical  effectiveness  trial  on  alternative  treatments 
of  noncancerous  conditions  of  the  uterus,  including  hysterectomy.    A  workshop 
sponsored  by  AHCPR  last  year  concluded  that  there  is  little  or  no  evidence  to  support 
hysterectomy  as  an  effective  treatment  for  non-cancerous  conditions  of  the  uterus, 
although  about  590,000  of  these  procedures  are  performed  annually  in  the  U.S.  at  a 
cost  exceeding  $5  billion.     A  critical  and  unique  aspect  of  our  research-in  contrast  to 
other  types  of  clinical  trials-is  that  we  examine  treatments  provided  in  everyday 
settings,  to  average  patients  by  a  range  of  practicing  clinicians. 
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Another  important  area  for  improving  clinical  practice  is  technology  assessment.   Our 
ongoing  program  evaluates  the  risks,  benefits,  and  clinical  effectiveness  of  medical 
technologies.   These  evaluations,  which  often  form  the  basis  for  coverage  decisions  by 
Medicare  and  CHAMPUS,  assist  managed  care  plans  and  other  purchasers  to  make 
more  informed  decisions  about  which  new  technical  equipment  to  purchase  and  which 
newly  introduced  or  commonly  performed  tests  and  procedures  to  cover. 

Our  1 996  request  proposes  to  establish  public-private  centers  or  consortia  to  conduct 
technology  assessments,  develop  innovative  assessment  methods,  and  provide 
technical  assistance  to  health  plans.   The  creation  of  these  centers  will  assure  that 
plans  have  the  most  up-to-date  information  available  to  assist  them  in  providing 
appropriate  use  and  coverage  of  new  technologies. 


Clinical  Practice  Guidelines.   Recognized  by  private  practitioners  and  payers  as  the 
"gold-standard"  of  guidelines,  AHCPR-supported  practice  guidelines  are  based  on  the 
best  available  scientific  evidence  about  the  effectiveness  and  appropriateness  of  health 
care  services.   These  guidelines  not  only  reduce  medical  treatment  uncertainty,  they 
directly  benefit  consumers  and  medical  practitioners  by  improving  patient  outcomes  and 
quality  of  life.    For  example,  AHCPR's  guideline  on  low  back  pain  showed  that  90 
percent  of  acute  low  back  problems,  a  condition  estimated  to  cost  $20  billion  per  year 
overall,  get  better  without  aggressive  treatment  within  one  month. 

Managed  care  plans  are  now  routinely  using  our  guidelines  to  improve  the  quality  of 
care.   Our  guideline  on  preventing  pressure  ulcers  saved  Salt  Lake  City-based 
Intermountain  Health  nearly  a  quarter  of  a  million  dollars  in  just  6  months. 
Intermountain  Health  will  now  use  the  guideline  in  all  of  its  24  hospitals  and  possibly  in 
its  home  health  services.    Following  our  new  guideline  on  treating  pressure  ulcers,  a 
condition  that  afflicts  hundreds  of  thousands  of  Americans,  can  help  prevent  the 
progression  of  the  condition  and  result  in  overall  savings  to  the  health  care  system  of 
$40  million  annually. 

Fifteen  guideline  sets  are  now  in  the  public  domain.  We  expect  to  release  several  more 
in  1995  including  one  on  screening  for  Alzheimer's  disease.  By  working  in  partnership 
with  the  private  sector,  AHCPR  has  arranged  for  the  reprinting  of  more  than  7.7  million 
additional  copies  of  practice  guidelines  at  no  expense  to  the  Federal  government. 

Providing  Information  for  Use  in  the  Health  Care  Market.   There  is  a  growing  demand  for 
value  and  accountability  by  consumers  and  providers  for  the  hundreds  of  billions  of 
dollars  that  is  spent  on  health  care  in  this  country  each  year.   AHCPR  is  in  the  forefront 
of  developing  more  consistent  ways  of  comparing  the  quality  of  services  delivered  by 
both  health  care  plans  and  individual  practitioners.   These  efforts  will  ultimately 
enhance  the  value  of  the  Nation's  expenditures  on  health  care  services. 

Currently,  we  are  funding  a  study  to  collect  and  classify  existing  methods  for  measuring 
the  quality  of  clinical  care.    I  expect  this  effort  has  the  potential  to  develop  an  ongoing 
national  database  of  validated  quality  measures  which  will  help  clinicians  and  health 
plans  to  monitor  and  track  improvements  in  their  quality  management  systems. 

A  vital  area  of  AHCPR's  research  portfolio  is  the  National  Medical  Expenditure  Survey 
(NMES).   No  other  national  source  of  information  exists  for  estimating  the  costs, 
analyzing  financing  options,  and  determining  possible  consequences  of  potential 
changes  to  the  U.S.  health  care  system.    As  such,  NMES  provides  critical  information  to 
insurers,  employers,  legislators  and  other  health  care  policy-makers  on  how  Americans 
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use  and  pay  for  health  care.    The  FY  1996  budget  request  includes  an  additional  $21 
million  to  support  data  collection  for  the  third  survey  in  this  ongoing  series. 

The  request  also  will  permit  further  work  to  provide  information  for  use  in  the  health 
care  market.    Many  of  the  health  care  reform  plans  put  forward  over  the  last  two  years, 
by  Republicans  and  Democrats,  at  both  the  national  and  State  levels,  depended  upon  a 
premium  "risk-adjustment"  methodology  to  ensure  fair  competition  among  health  plans. 
Lost  in  the  debate,  however,  was  the  fact  that  current  risk-adjustment  methodologies 
are  very  crude  and,  probably,  inadequate.    Our  initiative  on  risk  adjustment  and  severity 
measures  will  provide  for  research  on  more  appropriate  adjustments  in  premium  rates 
and  reimbursement  and  more  accurate  analyses  of  practitioner  efficiency  and  quality. 

Assisting  State  and  Local  Health  Care  Policy  Makers.    The  FY  1  996  budget  request 
would  continue  AHCPR's  support  of  rural  research  centers,  including  centers  at  the 
University  of  Oklahoma  Health  Sciences  Center,  the  State  University  of  New  York  at 
Buffalo,  and  the  School  of  Public  Health  at  the  University  of  Minnesota.   These  centers 
demonstrate  innovations  in  the  delivery  of  health  care  services  in  rurt^l  areas  and 
conduct  short-term  studies  on  issues  that  are  of  regional  and  local  concern.    One 
current  example  is  the  assistance  we  are  providing  to  the  state  of  Oregon  to  develop  a 
scorecard  for  consumer's  use  in  selecting  health  care  plans  and  providers. 

Information  needs  and  requirements  for  technical  assistance  differ  across  states.   The 
1996  request  includes  an  initiative  to  provide  technical  assistance  workshops  designed 
to  build  skills  for  implementing  state-based  health  care  reform  and  for  customized 
assistance  programs  on  topics  such  as  outcomes  assessment,  guideline  development, 
and  program  evaluation. 

Another  initiative  will  begin  the  process  of  examining  the  relationship  to  the  cost, 
quality,  and  effectiveness  of  the  size,  composition  and  organizational  configuration  of 
the  primary  care  workforce.    It  also  will  measure  the  productivity  of  different  types  of 
practitioners.    Data  are  sorely  lacking  in  this  area. 

Conclusion 

In  conclusion  Mr.  Chairman,  AHCPR's  FY  1996  budget  request  will  allow  the  agency  to 
continue  its  important  work  of  monitoring  the  health  care  system,  determining  what 
works  and  what  doesn't  in  medical  care,  and  providing  extremely  valuable  information 
to  providers  and  consumers. 

Information  generated  from  AHCPR-supported  research  is  critical  to  both  purchasers  and 
consumers  of  health  care  services  so  that  they  are  empowered  to  make  the  best 
choices  about  options  in  the  often-confusing  health  care  marketplace.    This  information 
is  critical  to  providers  of  health  care  as  they  strive  to  improve  clinical  decision-making 
about  effective  treatment  strategies  and  to  managers  of  health  systems  as  they  make 
decisions  about  which  treatments  to  offer  and  the  quality  of  those  treatments.    AHCPR- 
supported  research  also  is  critical  to  national,  State,  and  local  policy-makers  as  they 
develop  proposals  to  increase  the  value  of  their  expenditures  on  health  care. 

The  Federal  government  will  spend  nearly  $400  billion  on  health  programs  but  less  than 
one-tenth  of  one  percent  of  that  amount  is  spent  to  help  the  health  care  that  is  provided 
to  be  both  appropriate  and  effective.  Approval  of  AHCPR's  budget  request  for  FY  1996 
would  continue  this  investment. 
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Mr.  Chairman,  that  concludes  my  testimony.  I  look  forward  to  working  with  you  and 
members  of  the  Subcommittee.  I  would  be  happy  to  answer  any  questions  you  may 
have. 
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CLIFTON  R.  GAUS,  Sc.D. 

Administrator 

Agency  for  Health  Care  Policy  and  Research 

U.S.  Public  Health  Service 

Department  of  Health  and  Human  Services 

Dr.  Gaus  was  appointed  Administrator  of  the  Agency  for  Health 
Care  Policy  and  Research  (AHCPR)  by  the  Secretary  of  Health  and 
Human  Services  in  July,  1994. 

As  an  operating  arm  of  the  U.S.  Public  Health  Service,  AHCPR 
supports  research  designed  to  improve  the  quality  of  health  care, 
reduce  its  cost  and  broaden  access  to  essential  services. 
Through  its  program  of  health  services  research,  and  its  support 
for  development  of  clinical  practice  guidelines  and  technology 
assessments,  the  agency  brings  new  insights  to  the  daily  needs  of 
patients,  medical  practitioners,  and  purchasers  of  care.   Under 
Dr.  Gaus'  direction,  AHCPR  is  undergoing  a  major  reorientation  of 
programs  and  policies  which  will  enable  it  to  work  more 
effectively,  in  partnership  with  the  private  sector,  to  meet  the 
growing  demand  for  value  and  accountability  in  health  care. 

Dr.  Gaus  has  a  diverse  background  in  health  care  policy  and 
research,  with  broad  experience  in  government,  academia  and  the 
private  business  sector.   He  has  served  in  senior  health  advisory 
positions  under  Presidents  Nixon,  Ford  and  Carter,  as  well  as  in 
the  Clinton  Administration. 

A  co-founder  and  past  President  of  the  Association  for  Health 
Services  Research,  Dr.  Gaus  served  on  the  Association's  board  for 
nine  years.   He  has  also  served  as  Senior  Consultant  and  board 
member  of  Corporate  Cost  Management,  Inc.,  a  health  insurance 
computer  software  firm. 

Dr.  Gaus  has  held  faculty  positions  at  The  Johns  Hopkins 
University  School  of  Public  Health  and  at  Georgetown  University 
Medical  School.   From  1979  to  1982  he  was  director  of  Georgetown 
University's  Center  for  Health  Policy  Studies. 

In  the  late  70' s.  Dr.  Gaus  was  Associate  Administrator  for 
Policy,  Planning  and  Research  for  the  Health  Care  Financing 
Administration  (HCFA) .   He  was  directly  responsible  for  the 
research  and  statistical  progrcuns  of  HCFA,  the  actuarial 
management  of  the  Medicare  trust  funds,  and  formulation  of 
policies  and  legislative  plans. 

Dr.  Gaus  holds  a  masters  in  health  administration  (M.H.A.)  from 
the  University  of  Michigan,  and  a  doctorate  of  science  (Sc.D.) 
from  The  Johns  Hopkins  University. 
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Ms.  Koch  is  the  Chief  of  Financial  Management,  in  the  Office  of 
Management,  for  the  Agency  for  Health  Care  Policy  and  Research. 
Prior  to  this  position,  she  served  as  the  Budget  Policy  Chief  for 
the  National  Institutes  of  Health,   Ms.  Koch  was  a  budget  analyst 
at  the  National  Archives  and  Records  Administration  from  1985  to 
1987.   Prior  to  this,  Ms.  Koch  was  a  budget  analyst  at  the 
Agricultural  Marketing  Service  and  the  Food  Safety  and  Inspection 
Service,  both  within  the  Department  of  Agriculture. 

Ms.  Koch  received  her  bachelor  degree  from  the  University  of 
Houston,  with  a  major  in  Political  Science,  and  her  Master  of 
Business  Administration  from  George  Washington  University. 

Ms.  Koch  has  received  a  number  of  awards  for  her  work  including 
the  NIH  Director's  Award  and  the  AHCPR  Administrator's  Award  for 
Excellence. 
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QUALITY  OF  CARE 

Mr.  Porter.  Dr.  Gaus,  the  Secretary  testified  this  morning  that 
an  increasing  number  of  Medicare  eligible  individuals  are  opting 
for  managed  care  programs.  They  are,  outside  government  pro- 
grams, increasing  very  dramatically.  As  we  sit  here  at  the  table, 
the  private  sector  is  reinventing  how  health  care  is  delivered  to  the 
American  population.  There  are  mergers  going  on  everywhere,  hos- 
pitals are  being  bought  by  insurance  companies,  HMOs  are  being 
set  up  for  purchase. 

How  can  the  work  that  you  do  on  quality  and  outcomes,  how  can 
that  be  applied  in  this  kind  of  environment,  or  is  your  work  going 
to  just  end  up  sitting  on  the  shelf  gathering  dust? 

Dr.  Gaus.  I  don't  believe  so.  A  couple  of  points  I  would  like  to 
make.  Number  one,  my  parents,  as  I  mentioned,  are  in  managed 
care,  and  I  personally  am  dealing  every  day  with  the  problems  of 
how  to  assure  that  the  quality  of  care  is  being  maintained  in  the 
managed  care  systems  they  are  in. 

Also,  25  years  ago,  I  started  my  career  studying  effectiveness.  We 
called  it  prepaid  group  practice  25  years  ago,  and  it  included  Kai- 
ser, Group  Health,  Puget  Sound,  a  lot  of  the  more  structured  plans 
that  now  are  very  large.  I  did  some  of  the  studies  that  showed  that 
managed  care  has  the  potential  to  lower  costs. 

It  is  the  25  years  of  research  in  that  area  that  I  think  has  led 
in  some  respects  to  the  growth  in  this  country  of  that  concept.  I 
would  say  five  years  ago,  when  the  Congress  created  our  agency, 
they  recognized  the  growing  trend  towards  constraining  health  care 
cost,  and  thought  it  was  very  important  that  the  Federal  Govern- 
ment and  the  agency  worry  about  the  quality  of  care  also. 

Mr.  Porter.  Costs  are  easy.  You  can  always  lower  costs.  The 
question  is  whether  you  can  get  anjrthing  for  the  money. 

Dr.  Gaus.  It  is  very  difficult  to  measure  quality,  and  it  is  very 
difficult  to  ensure  and  improve  it.  Much  of  our  research  portfolio 
deals  with  how  to  improve  quality  of  care.  We  just  finished  a  study 
at  Harvard  University  that  identified  over  1,200  measures  of  qual- 
ity that  are  in  use  in  managed  care  and  fee-for-service  throughout 
the  United  States.  Unfortunately,  most  of  those  measures  of  qual- 
ity haven't  been  tested  for  their  reliability. 

We  see  it  as  our  mission  to  support  the  work  that  will  better  de- 
velop quality  measures  and  base  them  on  science.  We  are  working 
with  the  managed  care  industry  to  conduct  a  number  of  studies 
and  experiments  in  implementing  those  measures  and  testing 
them,  and  I  see  that  as  a  very  important  mission  of  our  agency. 

NMES  3 

Mr.  Porter.  The  single  biggest  expenditure  in  your  1996  budget 
is  $36  million  for  the  National  Medical  Expenditure  Survey.  Can 
you  describe  for  us  the  multiyear  cost  to  the  survey  and  what  infor- 
mation it  provides  that  is  not  available  from  other  sources? 

Dr.  Gaus.  It  is  a  unique  survey,  both  for  the  Federal  Government 
and  the  entire  health  care  system.  It  is  currently  conducted  once 
every  10  years.  It  takes  almost  five  years  from  the  beginning  to  the 
end,  including  the  planning  of  it  and  the  final  analysis  of  the  data. 
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We  need  to  remember  that  one-seventh  of  our  economy,  a  trillion 
dollars,  is  spent  on  health  care.  This  survey  literally  is  the  only  na- 
tional survey  conducted  to  collect  information  on  how  we  spend  and 
how  we  buy  health  care  in  the  United  States,  both  through  our  in- 
surance plans  and  out  of  consumers'  pockets. 

That  database  is  used  as  a  foundation  for  most  national  esti- 
mates done  by  the  Federal  Grovemment,  as  well  as  the  Congres- 
sional Budget  Office,  the  Treasury  Department,  the  Department  of 
Labor,  the  Department  of  Veterans  Affairs,  as  well  as  our  own  De- 
partment of  Health  and  Human  Services. 

The  survey  in  1996  goes  into  what  we  call  the  field  stage,  where 
we  actually  spend  a  year  collecting  the  information  from  house- 
holds, throughout  the  United  States,  and  validating  that  informa- 
tion with  their  physicians  and  with  the  hospitals  and  with  insur- 
ance plans.  Consumers  themselves  don't  know  how  much  their 
health  care  costs,  as  you  might  imagine,  because  insurers  pay  for 
it. 

In  1996,  expenditures  for  that  survey  peak.  They  go  down  after 
that.  We  will,  with  the  support  of  your  committee,  on  January  1, 
1996,  begin  the  process  of  collecting  that  data. 

Mr.  Porter.  Mrs.  Lowey. 

Mrs.  Lowey.  Thank  you,  Mr.  Chairman. 

First,  I  want  to  make  a  brief  comment  to  follow  up  on  the  last 
panel  before  we  go  to  this  panel.  I  think  it  is  strange  that  no  one 
was  talking  about  abolishing  the  Surgeon  Greneral's  Office  before 
we  had  a  Surgeon  General  who  was  an  obstetrician-gynecologist — 
and  who  discussed  adolescent  sexuality.  Since  the  panel  left,  I 
found  out  that  there  has  never  been  a  time  where  we  questioned 
the  use  or  the  need  for  a  Surgeon  Greneral. 

NURSING  RESEARCH 

And  I  thank  this  panel.  I  have  a  question  concerning  nursing  re- 
search. I  read  in  the  justification  for  your  agency  that  this  year  you 
have  approved  a  new  senior  scholar  in  residence  program  that  is 
cosponsored  with  the  American  Academy  of  Nursing.  I  think  nurs- 
ing is  absolutely  critical  in  medicine  and  the  way  medicine  is  evolv- 
ing. We  are  really  trjdng  to  bring  about  cost-effective  services.  It 
is  so  very  important  that  we  encourage  the  development  of  nursing 
programs. 

Could  you  tell  us  a  bit  more  about  this  program  and  what  you 
hope  to  achieve? 

Dr.  Gaus.  It  is  an  effort  to  develop  leadership  in  the  nursing  field 
related  to  health  services  research.  The  nurses  in  this  country  are 
bearing  a  lot  of  the  cost-reducing  burden.  I  recently  was  in  a  meet- 
ing where  Dr.  Linda  Aiken  produced  the  results  of  a  study  showing 
that  while  overall  hospital  admissions  are  going  down  in  the  Unit- 
ed States,  largely  due  to  managed  care,  those  patients  who  are  hos- 
pitalized are  sicker  and  require  more  nursing  care.  Therefore  the 
burden  falls  on  the  nurses,  and  in  fact  fewer  nurses. 

I  think  that  has  real  implications  for  quality.  The  nursing  profes- 
sion has  been  fairly  vocal  in  raising  those  questions  about  the  ef- 
fect of  downsizing.  I  think  the  nursing  profession  is  going  to  have 
to  reinvent  itself,  and  this  program  in  fact  is  designed  to  expose 
nurses  to  these  kinds  of  national  problems.  Hopefully,  they  will 
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take  what  they  have  learned  back  to  their  institutions  and  help  re- 
form the  nursing  service  and  the  nursing  education  programs  to  re- 
flect the  new  demands  that  are  being  placed  on  that  profession. 

CLINICAL  EFFECTIVENESS  TRIAL 

Mrs.  LOWEY.  Thank  you.  You  also  described  your  work  related  to 
hysterectomies  and  treatments  for  common  noncancerous  condi- 
tions. Could  you  discuss  in  greater  detail  the  research  you  will  be 
supporting  in  this  regard? 

Dr.  Gaus.  I  can  provide  more  information  for  the  record  on  that. 

We  are  in  the  process  of  designing  what  will  be  a  research  solici- 
tation. It  is  our  hope  that  we  will  conduct  one  or  several  prospec- 
tive comparative  trials  much  like  the  NIH  does,  where  individuals 
are  in  groups  either  receiving  a  service,  or  not  receiving  a  service, 
and  the  effects  of  that  are  evaluated  prospectively  over  a  period  of 
time. 

Again,  I  would  be  glad  to  provide  more  information  for  the  record 
if  you  wish. 

[The  information  follows:] 

AHCPR  is  planning  a  solicitation  for  rigorous  studies  of  the  effectiveness  of  avail- 
able treatments  for  non-cancerous  uterine  conditions.  While  approximately  530,000 
American  women  undergo  hysterectomies  each  year,  there  are  available  less 
invasive  surgical  procedures,  pharmacologic  therapy,  and  other  clinical  strategies  for 
treating  or  managing  non-cancerous  conditions.  Based  upon  an  extensive  review  of 
the  clinical  literature  and  a  conference  that  AHCPR  sponsored  in  May,  1994,  we 
concluded  that  the  scientific  evidence  does  not  support  the  superiority  of 
hysterectomy  relative  to  the  available  alternatives.  In  a  set  of  randomized  controlled 
trials,  AHCPR  will  obtain  answers  to  important  questions  of  the  effectiveness  and 
relative  effectiveness  of  different  treatments  for  one  or  more  of  the  common  condi- 
tions that  often  lead  to  hysterectomy  (e.g.,  dysfunctional  uterine  bleeding,  uterine 
fibroids,  endometriosis).  These  studies  will  address  the  outcomes  that  are  important 
to  women,  e.g.,  especially  relief  of  symptoms  and  self-rated  quality  of  life,  and  will 
collect  data  prospectively  for  at  least  two  years,  to  permit  evaluation  of  both  short- 
term  and  long-term  treatment  outcomes. 

Mrs.  LowEY.  Thank  you. 

Thank  you,  Mr.  Chairman. 

I  just  want  to  tell  you  how  much  I  want  to  continue  to  work  with 
you  and  follow  the  results  of  your  research,  because  I  think 
through  this  work  we  can  really  improve  the  cost  effectiveness,  the 
quality  of  our  health  care  delivery.  I  appreciate  what  you  are  doing. 

Thank  you  very  much. 

Mr.  Porter.  Mr.  Bonilla. 

BUDGET  REQUEST 

Mr.  BONILLA.  Thank  you,  Mr.  Chairman. 

Doctor,  I  would  like  to  start  out  with  a  question  about  your  budg- 
et request,  because  I  am  a  little  concerned  that  maybe  the  message 
isn't  getting  through  that  we  have  to  be  starting  to  think  in  more 
frugal  terms.  But  you  are  coming  before  this  subcommittee  and  re- 
questing a  19  percent  increase.  When  this  country  is  running  a 
debt  that  increases  almost  $10,000  every  second,  I  just  don't  think 
we  are  going  to  be  able  to  meet  that  request. 

Are  you  serious  about  this  being  a  legitimate  request  or  are  you 
just  hoping  that  we  will  meet  you  somewhere  halfway? 

Dr.  Gaus.  I  hope  you  will  meet  us  further  than  halfway.  It  is 
clearly  a  serious  request  on  our  part,  and  there  are  two  premises 
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to  it.  Number  one,  I  truly  believe  the  more  we  spend  on  this  kind 
of  research,  we  return  far  more  of  those  dollars  in  savings,  direct 
savings  on  the  Federal  budget  throughout  Medicare  and  Medicaid 
programs,  and  in  the  private  sector. 

On  some  of  the  examples  I  cited  earlier,  I  didn't  actually  summa- 
rize the  estimated  savings  from  these  areas,  but  they  are  in  the  bil- 
lions of  dollars,  and  those  savings,  once  generated  are  ongoing 
every  year. 

We  believe  that  for  every  dollar  invested  in  this  kind  of  cost  ef- 
fectiveness research  and  quality  research,  the  government  benefits 
more  than  a  dollar  in  terms  of  savings  and  the  private  sector  also 
benefits  from  that.  I  really  believe  that  we  are  part  of  your  solution 
to  dealing  with  this  difficult  budget  problem. 

The  second  part  of  the  reason  there  is  such  an  increase  relates 
to  the  large  NMES  3  survey  and  the  fact  that  1996  is  the  year  we 
plan  to  go  into  the  field  and  collect  the  data.  It  is  a  once  every  10- 
year  survey,  and  1996  is  the  year  in  which  we  actually  begin  col- 
lecting the  data. 

Mr.  BONILLA.  I  am  not  being  facetious  with  this  follow-up  ques- 
tion, but  if  in  fact  we  save  so  much  by  giving  you  so  much,  why 
not  ask  for  10  times  what  you  have? 

Dr.  Gaus.  My  budget  request  is  not  always  approved  at  the  level 
I  originally  request.  I  would  say  that  it  is  a  careful  balancing  act, 
and  obviously  the  Administration  has  to  balance  discretionary 
spending  and  limits,  as  you  do,  and  live  within  those  limits.  We 
don't  always,  unfortunately,  get  credit  on  the  entitlements  side  of 
the  budget  for  savings  that  may  be  produced.  I  wish  it  did  work 
the  other  way,  but  it  doesn't. 

LOW  BACK  PAIN  STUDY 

Mr.  BONILLA.  I  have  a  question  now  about  the  low  back  pain 
study.  I  am  concerned  because  I  have  heard  from  a  lot  of  very  good, 
reputable  orthopedic  surgeons  that  say  that  the  study  was  biased 
against  them.  Regardless  of  whether  there  was  or  was  not  bias, 
there  is  a  perception  out  there,  and  frankly  when  it  becomes  that 
strong,  it  may  as  well  be  real,  whether  it  is  or  not.  Specifically,  one 
of  the  physicians,  Dr.  Richard  Deyo,  has  been  singled  out.  I  am 
asking  you  that  because  they  are  asking  me  that  all  the  time. 

Dr.  Gaus.  Let  me  make  a  few  remarks  about  that.  Then  Dr. 
Richard  Greene  from  the  agency,  who  oversees  that  area,  would 
amplify. 

That  has  been  one  of  our  most  productive  studies.  Any  study  that 
looks  at  cost  savings  and  trade-offs  in  quality  is  controversial.  This 
is  a  very  difficult  research  area.  In  this  particular  study,  which  I 
think  has  been  in  operation  for  five  years  now,  there  have  been 
over  72  articles  published  in  the  medical  literature. 

We  don't  control  those  journals.  The  journals  attempt  to  judge 
the  articles  with  independent  reviewers  who  aren't  actually  part  of 
the  journal.  Those  scientific  journals  carefully  scrutinize  research 
methods. 

We  have  also,  in  the  course  of  developing  our  clinical  practice 
guideline  on  low  back  pain,  had  a  panel  of  experts  that  included 
a  number  of  orthopedic  surgeons,  primary  care  physicians,  chiro- 
practors, a  whole  range  of  individuals  who  deal  with  those  prob- 
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lems.  Their  job  was  to  independently  evaluate  all  of  the  science,  not 
just  Richard  Deyo's  work  and  the  work  that  we  have  supported,  but 
all  of  the  literature  in  the  field. 

In  this  case,  I  don't  know  exactly  how  many  citations  that  was, 
but  most  of  those  practice  guideline  panels  look  at  five  to  10,000 
different  studies  that  have  been  done,  many  of  them  by  NIH. 

So  in  this  case,  that  panel  carefully  reviewed  all  of  the  literature. 
I  am  sure  it  discounted  some  studies  as  not  being  rigorous  enough 
to  use.  And  I  am  sure  it  relied  on  others.  I  would  be  glad  to  try 
to  provide  further  information  to  some  of  your  constituents  that 
have  concerns  about  those  studies.  We  believe  they  are  representa- 
tive, reliable,  and  factual  and  meet  the  test  of  good  science. 

Mr.  BONILLA.  You  don't  believe  they  are  biased? 

Dr.  Gaus.  I  don't  believe  the  study  is  biased. 

Mr.  BONILLA.  Why  do  you  think  the  perception  is  so  strong  out 
there  that  it  is? 

Dr.  Gaus.  I  don't  know  how  strong  it  is.  I  hear  you  saying  that 
you  have  heard  from  numbers  of  people. 

Dr.  Greene  may  want  to  comment  on  that  for  a  moment. 

Dr.  Greene.  It  is  a  pleasure  to  be  here.  I  am  very  pleased  to  be 
able  to  respond  to  this. 

Mr.  BONILLA.  Have  you  heard  these  concerns  expressed  before? 

Dr.  Greene.  I  have,  through  your  staff,  in  fact,  and  we  have  di- 
rectly communicated  with  some  of  your  constituents.  If  I  could  I'd 
like  to  spend  two  minutes  describing  the  background  of  the  kinds 
of  research  we  do. 

We  are  charged  to  evaluate  common  treatments.  These  treat- 
ments are  well  established,  physicians  provide  them  every  day,  but 
sadly,  there  has  never  been  research  that  shows  they  are  effective. 
So  as  you  can  imagine,  physicians  who  are  providing  these  treat- 
ments, whether  they  are  orthopedic  or  cardiovascular  or  any  field, 
really  believe  they  are  helping  the  patient. 

The  problem  is,  in  the  whole  surgical  area,  there  has  been  a  lack 
of  hard  scientific  evidence  of  effectiveness,  and  we  as  a  small  agen- 
cy have  been  charged  with  the  job  of  trying  to  get  that  evidence. 
So  the  research  that  we  support  to  academic  centers  all  over  the 
United  States  has  a  very  strong  focus  on  surgical  techniques.  In 
order  to  introduce  nonsurgical  treatments  like,  for  example,  a  new 
drug,  one  has  to  produce  very  hard  evidence  to  the  Food  and  Drug 
Administration  before  a  new  drug  can  be  marketed. 

But  if  I  were  to  introduce  a  new  surgical  technique  today,  I  could 
publish  a  paper  based  on  five  cases.  The  new  technique  might  be 
disseminated  all  over  the  country  without  any  solid  research.  So  we 
are  trying  to  introduce  a  research  base  to  evaluate  untested  treat- 
ments. 

We  have  funded  a  set  of  studies,  including  one  large  study  in  Se- 
attle for  which  Dr.  Deyo  is  the  principal  investigator,  which  is  look- 
ing at  the  hard  evidence  behind  treatments,  and  in  this  case  what 
is  the  evidence  for  and  against  specific  treatments  for  low  back 
pain. 

Sadly,  in  that  area  and  in  many  other  surgical  areas,  the  evi- 
dence is  very  thin,  because  there  has  not  been  a  tradition  of  re- 
search, and  we  are  trying  to  start  that  tradition  of  research. 
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Now,  some  people  who  are  doing  these  kinds  of  procedures  find 
the  research  unsettling,  as  you  might  imagine,  and  we  can  under- 
stand that.  But  we  have  worked  with  the  major  professional  orga- 
nizations like  the  American  Academy  of  Orthopedic  Surgeons  on 
back  pain  issues.  We  work  very  closely  with  them,  and  we  are  look- 
ing to  such  groups,  and  your  constituents  to  advise  us  on  how  to 
do  treatment  effectiveness  research  better. 

So  impressions,  concerns  of  bias  may  be  out  there,  but  what  we 
would  like,  what  would  help  the  field  move  forward  are  specific 
criticisms  of  the  research  that  we  are  supporting.  And  we  would 
love  to  have  that  because  research  moves  incrementally  and  we 
don't  have  any  claims  that  the  research  that  we  are  supporting  is 
perfect,  but  where  there  are  specific  areas  where  we  could  do  it  bet- 
ter, we  want  to  support  new  research. 

Mr.  BONILLA.  I  appreciate  that  very  much.  I  know  my  time  is  up, 
Mr.  Chairman,  I  apologize  for  going  a  little  long.  For  the  record, 
I  would  like  to  submit  some  more  questions,  if  I  could.  I  appreciate 
your  reply. 

Thank  you. 

Mr.  Porter.  Thank  you,  Mr.  Bonilla. 

Before  I  turn  to  Mr.  Stokes,  and  to  prove  that  all  Republicans 
don't  walk  in  lock  step,  I  believe  that  what  makes  your  work  so 
credible  is  the  fact  that  you  are  willing  to  look  at  these  issues  and 
not  just  accept  that  the  way  we  do  it  today  is  necessarily  the  right 
way. 

And  personally,  in  respect  to  low  back  pain,  which  costs  huge 
amounts  of  money  in  our  economy,  I  believe  that  90  percent  of  the 
surgery  is  probably  unnecessary,  that  we  will  ultimately  find,  al- 
though I  have  no  direct  evidence  supporting  this,  that  the  incidence 
of  pain  in  the  lower  back  is  mainly  related  to  stress. 

And  I  would  imagine  that  if  you  took  economic  growth  rates  and 
maybe  divorce  or  separation  rates  and  you  plotted  them  against 
low  back  pain  incidence,  you  would  probably  find  a  fairly  good  cor- 
relation, that  when  economic  times  are  tough,  we  get  more  divorce, 
and  we  also  get  more  low  back  pain. 

But  that  is  just  a  lajnnan's  viewpoint. 

Mr.  Stokes. 

MINORITY  HEALTH 

Mr.  Stokes.  Thank  you,  Mr.  Chairman. 

Dr.  Gaus,  were  you  in  the  hearing  room  a  while  ago  when  I  had 
a  discussion  with  Dr.  Philip  Lee  regarding  the  disparity  between 
white  and  minority  health  in  our  country? 

Mr.  Gaus.  I  was  here  for  part  of  that,  but  yes,  I  got  the  gist  of 
your  questions  and  his  smswers. 

Mr.  Stokes.  Okay.  I  am  not  trying  to  trap  you  in  any  way.  I  just 
wanted  to  know  if  you  had  heard  that  response  as  a  predicate  to 
my  question.  Is  your  agency  conducting  any  major  research  initia- 
tives relative  to  the  area  of  minority  health,  and  if  you  are,  would 
you  tell  us  what  it  is. 

Dr.  Gaus.  I  will.  Related  to  your  earlier  question,  we  continue  to 
sponsor  some  studies  that  look  at  the  disparities,  not  just  in  health 
status  but  in  the  receipt  of  services  across  different  racial  and  so- 
cioeconomic groups.  Some  of  our  research  has  actually  shown  that 
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not  only  does  health  status  vary,  but  so  does  access  to  hospital 
services,  and  even  in  the  hospital,  there  are  variations  in  treatment 
in  terms  of  the  intensity  of  services. 

It  is  an  area  that  needs  more  study,  particularly  the  effects  of 
those  disparities  in  access  to  health  services  and  the  impact  that 
has  on  health  status.  As  you  know,  health  status  is  a  sum  total  of 
many  factors.  But  clearly  part  of  it  is  a  result  of  the  kind  of  health 
services  and  the  amount  of  health  services  we  provide. 

So  we  will  continue  to  do  those  kinds  of  studies  where  the  data 
allows  us  to  disaggregate  across  racial  or  socioeconomic  groups. 
The  National  Medical  Expenditure  Survey  that  I  talked  about  ear- 
lier oversamples  the  poor  and  African-Americans.  The  purpose  of 
doing  that  oversampling  is  to  get  enough  families  in  those  groups 
to  allow  us  to  compare  the  differences  that  insurance  makes  in 
terms  of  the  services  they  receive,  and  in  their  health  status. 

The  other  part  of  the  answer  to  your  question  is  that  we  continue 
to  support  the  medical  treatment  effectiveness  research  centers  on 
minority  populations.  As  you  know,  we  have  11  of  those.  A  number 
of  those  continue  to  go  from  the  planning  and  feasibility  stage  to 
the  full  scale  implementation  stage.  I  wish  all  would  go  to  full  scale 
implementation.  I  am  not  sure  they  all  will  make  that,  but  the  ma- 
jority of  them  will.  We  look  to  these  centers  as  an  important  part 
of  the  infrastructure  to  conduct  the  outcomes  research  and  cost  ef- 
fectiveness research  that  we  support. 

The  other  initiative  I  might  mention  is  with  the  Association  of 
American  Medical  Colleges.  I  have  attended  a  training  program 
that  we  support  with  them  to  provide  training  for  medical  school 
minority  junior  faculty  interested  in  obtaining  training  in  health 
services  research.  This  is  a  series  of  conferences,  seminars,  and 
courses.  It  is  an  excellent  way  to  improve  the  understanding  of  that 
group  of  new  future  physicians  about  health  services  research.  We 
plan  to  continue  to  support  that  program. 

Mr.  Stokes.  I  am  pleased  that  you  have  taken  this  approach, 
and  I  ask  that  you  include  details  in  the  record. 

[The  information  follows:] 
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AHCPR  continues  to  fund  research  which  identifies 
disparities  in  health  status  and  in  health  services 
provided  to  minority  patients  compared  to  White  patients. 
One  example  is  a  study  which  found  that  Black  patients 
enrolling  in  an  HIV  clinic  were  27  percent  less  likely 
than  White  patients  to  receive  PCP  prophylaxis.   This 
project  ruled  out  insurance  status,  income,  education, 
and  place  of  residence  as  potential  confounding  factors. 
Other  studies  have  found  that  Black  patients  are  less 
likely  than  White  patients  to  receive  relatively  costly 
interventions  (e.g.,  radical  prostatectomy  and  cardiac 
procedures)  and  may  have  worse  outcomes  for  some  types  of 
surgery  (e.g.,  knee  replacement). 

Studies  funded  by  AHCPR  have  documented  variations 
in  access  to  hospital  services  and  intensity  of  services. 
In  one  project.  Black  Medicare  patients  and  poor  Medicare 
patients  were  given  lesser  quality  of  care  as  measured  by 
care  processes.   For  example,  they  were  more  likely  to  be 
discharged  from  the  hospital  in  unstable  condition,  less 
likely  to  be  placed  in  intensive  care  (with  equivalent 
severity  of  illness) ,  and  to  receive  less  thorough 
interviews  and  physical  examinations. 

In  another  study.  Black  patients  with  chest  pain 
were  less  likely  to  receive  coronary  artery  bypass 
grafting  (CABG)  than  White  patients  with  similar  clinical 
and  angiographic  findings.   Another  project,  funded  by 
the  Department  of  Veteran  Affairs,  corroborates  our 
findings  by  showing  that  White  veterans  were  38  percent 
more  likely  to  receive  angiography,  50  percent  more 
likely  to  have  angioplasty,  and  twice  as  likely  to  have 
CABG  as  Black  veterans . 

Oversampling  of  the  poor  and  African-Americans  for 
the  National  Medical  Expenditure  Survey  has  permitted 
reporting  of  several  important  findings  regarding 
race/ethnicity.   Findings  from  the  Household  Survey  of 
the  1987  National  Medical  Expenditure  Survey  (NMES)  show 
that  16.2  percent  of  Blacks  and  25.3  percent  of  Hispanics 
were  uninsured  all  year  in  1987,  compared  to  8.8  percent 
of  Whites.   About  23  percent  of  Blacks  and  28  percent  of 
Hispanics  lacked  a  regular  source  of  health  care  in  1987, 
compared  to  17  percent  of  Whites .   For  persons  who  had  a 
usual  source  of  care.  Blacks  and  Hispanics  were  more 
likely  than  Whites  to  use  hospital -based  facilities  (e.g. 
emergency  rooms,  outpatient  departments)  as  their  usual 
source  of  care,  while  Whites  were  more  likely  to  use  a 
physician's  office.   Blacks  and  Hispanics  on  average  have 
longer  travel  times  to  their  usual  source  of  care,  and 
are  more  likely  than  Whites  to  have  waiting  times  of  an 
hour  or  longer  at  their  usual  source  of  care. 
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There  are  also  differences  in  access  to  care  by 
socioeconomic  status.   Compared  to  middle  and  high  income 
persons,  poor  persons  were  less  likely  to  have  a  usual 
source  of  care,  more  likely  to  rely  on  hospital -based 
facilities  when  they  had  a  usual  source  of  care,  and  more 
likely  to  have  travel  and  waiting  times  of  an  hour  or 
more. 

Some  of  the  racial  and  ethnic  disparities  mentioned 
above  may  reflect  differences  in  socioeconomic  status  and 
health  insurance  coverage  between  different  racial  and 
ethnic  groups.   However,  other  findings  from  NMES  show 
that  even  when  controlling  for  health  insurance,  family 
income,  and  health  status.  Blacks  and  Hispanics  were  much 
less  likely  than  Whites  to  have  visited  a  physician  for 
any  reason,  and  were  also  much  less  likely  to  use  mental 
health  services.   Hispanic  children  were  less  likely  than 
Black  or  White  children  to  comply  with  the  American 
Academy  of  Pediatric  guidelines  for  well -child  visits. 
Blacks  and  Hispanics  were  more  likely  than  Whites  to  use 
hospital  emergency  rooms  for  nonurgent  health  problems. 

Continuation  of  AHCPR's  MEDTEP  Centers  for  Research 
on  Minority  Populations  is  the  agency's  single  largest 
initiative  in  minority  health.   Eleven  Centers  were 
funded  initially  in  Fiscal  Years  1992  and  1993.   The 
(expected)  successful  transition  of  four  developmental 
Centers  to  full  Centers  in  FY  1995  will  obligate  funding 
in  the  amount  $7.2  million  for  this  program.   As  part  of 
the  charge  to  these  Centers,  each  undertakes  training  of 
health  services  researchers,  in  addition  to:  conducting 
their  own  research;  providing  technical  assistance  to 
their  respective  communities;  undertaking  dissemination 
of  research  findings  regarding  issues  of  concern  to 
racial  and  ethnic  minority  populations;  and  increasing 
the  participation  of  minority  researchers  and 
institutions  in  health  services  research  in  general,  and 
in  the  activities  of  the  AHCPR  in  particular. 

AHCPR  has  funded  a  grant  from  the  Association  of 
American  Medical  Colleges  (AAMC)  to  conduct  training  in 
health  services  research  for  minority  junior  medical 
school  faculty.   To  date,  AAMC  has  held  two  Institutes, 
in  Summer  1992  and  Summer  1994,  for  25  and  27  fellows 
respectively.   The  minority  junior  faculty  from  the  first 
Institute  prepared  grant  applications  which  were  reviewed 
at  a  mock  study  section  in  April  1993.   Fellows  of  the 
1994  Institute  are  preparing  grant  applications  for  mock 
study  section  review  in  late  Summer  1995. 

The  Institute's  objectives  include:  familiarizing 
participants  with  current  AHCPR  research,  research 
priorities,  and  the  research  grant  proposal  submission 
and  review  process;  technical  assistance;  fostering 
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mentor  relationships  with  senior  health  services 
researchers;  and  establishing  a  network  of  junior 
minority  investigators  doing  health  services  research. 

Some  of  the  accomplishments  of  Fellows  who 
participated  in  the  first  cycle  include  - 

Appointment  of  three  Fellows  to  study  sections  (one 

at  the  Centers  for  Disease  Control,  two  at  AHCPR) ; 

Selection  of  ten  Fellows  to  conduct  ad  hoc  reviews 

for  AHCPR; 

Funding  of  two  Fellows  as  co-principal  investigators 

(from  the  National  Heart  Lung  and  Blood  Institute 

and  CDC) ; 

Small  grant  awards  to  two  Fellows; 

A  minority  supplement  award  for  one  Fellow  (from  the 

National  Institute  on  Child  Health  and  Development) ; 

and 

Funding  for  three  Fellows  from  other  sources  (one 

from  a  Gastroenterology  association,  one  from  the 

Department  of  Veterans  Affairs,  one  from  the 

National  Institute  of  Mental  Health) . 
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PROSTATE  CANCER  TREATMENT 


Mr.  Stokes.  I  found  it  interesting  that  on  page  3  of  your  formal 
testimony,  you  tell  us  that  the  agency's  outcome  research  on  pros- 
tate disease  documented  a  high  and  rapidly  increasing  use  of  radi- 
cal surgery,  and  that  the  procedure  results  in  high  rates  of  serious 
complications.  I  want  to  pose  a  question  to  you  regarding  it. 

But,  in  order  to  give  you  the  full  understanding  of  the  type  of  re- 
sponse I  want,  I  might  share  with  you  the  fact  that  this  past  year 
in  our  subcommittee  report  we  put  in  this  language  regarding  pros- 
tate cancer.  We  said: 

The  Committee  is  pleased  that  NCI  [the  National  Cancer  Institute]  has  increased 
its  emphasis  on  prostate  cancer  by  expanding  the  funding  available  for  a  broad 
range  of  activities  to  improve  treatment  outcomes.  However,  the  Committee  remains 
concerned  that  the  incidence  of  prostate  cancer  continues  to  increase  and  encourages 
the  NCI  to  expand  its  commitment  to  the  prostate  research  program.  During  the 
hearings,  NCI  noted  that  African-American  males  have  a  higher  rate  of  prostate 
cancer  than  any  other  segment  of  the  world's  population. 

Could  you  tell  us  about  your  findings  in  this  area,  particularly 
with  respect  to  African  Americans. 

Dr.  Gaus.  I  am  going  to  allow  Dr.  Richard  Greene  to  answer 
that.  He  oversaw  the  large  study  we  have  been  doing  in  this  area. 
For  how  many  years  have  we  been  sponsoring  that  study? 

Dr.  Greene.  Five  years.  Mr.  Stokes,  I  am  pleased  again  to  be 
able  to  put  on  public  record  the  fact  that  the  treatment  for  prostate 
cancer  had  never  been  subjected  to  careful  scientific  evaluation. 
The  project  that  we  funded  in  outcomes  research  at  the  Dartmouth 
Medical  School  was  really  the  first  project  to  look  at  the  question, 
what  is  the  evidence  that  radical  surgery  is  an  effective  treatment. 

And  it  turned  out  that  what  the  group  found  at  Dartmouth  was 
that  the  hard  evidence  isn't  there,  but  that  there  is  certainly  evi- 
dence that  radical  surgery  produces  a  lot  of  very  serious  side-effects 
for  Medicare-aged  men.  Two  to  four  years  after  surgery,  two-thirds 
of  them  are  incontinent,  89  percent  of  these  men  who  have  had  the 
surgery  are  impotent,  and  20  percent  have  to  have  repeat  sur- 
geries. 

But  there  is  no  hard  evidence  that  their  lives  are  extended.  Pros- 
tate cancer  is  a  very  slow  growing  cancer,  and  there  is  a  very  open 
question,  particularly  for  older  men,  whether  surgery  really  is  of 
value  to  the  patient. 

On  the  basis  of  that  information,  it  was  determined  that  a  clini- 
cal trial  that  would  randomize  men  with  localized  prostate  cancer 
to  surgery  versus  watchful  waiting  or  supportive  treatment  should 
be  done,  and  that  trial  was  spun  off  of  our  project  and  is  funded 
now  out  of  the  VA  with  the  NCI  co-funding  it,  and  with  our  agency 
providing  a  small  amount  of  support. 

The  point  is  that  what  was  a  small  investment  of  ours  in  pros- 
tate cancer  took  an  area  that  was  just  forgotten,  brought  it  to  the 
forefront,  and  is  now  going  to  have  an  answer.  Sadly,  it  will  take 
15  years  because  it  is  a  slow  growing  tumor.  But  we  are  doing 
other  studies  that  will  guide  treatment  decisions  in  the  interim. 

Mr.  Stokes.  Are  you  looking  at  alternative  treatments  to  radical 
surgery? 
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Dr.  Greene.  In  fact,  there  are  alternative  treatments  really  in- 
cluding radiation  or  particularly  for  older  men,  just  watching  and 
not  doing  anything.  And  those  are  being  looked  at,  yes,  for  sure. 

Mr.  Stokes.  Do  they  have  something  called  hormonal  treatment, 
too? 

Dr.  Greene.  For  later  stage  prostate  cancer,  once  it  is  no  longer 
localized,  then  hormonal  treatment  can  control  further  spread.  But 
the  primary  treatments  are  really  radiation,  surgery,  or  watchful 
waiting. 

Dr.  Gaus.  One  of  the  other  things  we  are  very  proud  of  in  this 
area  is  this  coming  year  we  hope  to  expand  our  help  to  consumers 
in  making  careful  decisions  about  what  treatments  they  should  ask 
for  and  receive. 

We  have  sponsored  a  video  disk  program  that  actually  helps  a 
consumer  decide  what  course  to  take,  what  they  should  ask  their 
physician  that  would  educate  them  about  the  disease  and  the  pos- 
sible treatment  alternatives  and  gives  them  a  lot  better  oppor- 
tunity to  dialogue  basically  with  the  health  care  system  about  the 
decision  of  whether  to  have  surgery  or  not  have  surgery,  and  what 
to  do  subsequent  to  it. 

Mr.  Stokes.  I  see.  What  do  you  do  with  those  findings? 

Dr.  Gaus.  Dr.  Greene,  do  you  want  to  talk  about  how  that  pro- 
gram will  go  into  use? 

Dr.  Greene.  I  think  in  a  lot  of  areas  where  there  is  this  uncer- 
tainty of  whether  surgical  treatment  is  better  than  radiation  or 
watchful  waiting,  one  can  take  the  evidence  as  it  exists,  and  put 
it  in  a  form  so  that  a  patient  facing  a  decision  can  understand  the 
probabilities  of  benefit  and  risk  for  each  of  the  options.  With  sup- 
port in  part  from  us  and  in  part  from  the  Hartford  Foundation,  a 
series  of  interactive  video  disks  have  been  created  so  that  patients 
facing  major  decisions  in  medical  treatment  can  have  the  advan- 
tage of  knowledge  that  has  been  developed  through  research. 

For  example,  with  benign  prostate  disease,  there  is  now  a  video 
disk  that  can  tell  the  patient  the  benefits  and  risks  of  surgery  ver- 
sus watchful  waiting  versus  taking  drugs  like  Proscar  or  alpha 
blockers. 

And  it  gives  them  information  about  the  benefits  and  risk  in 
terms  that  patients  can  understand.  The  impact  of  such  informa- 
tion and  the  presentation  of  it  is  being  studied  very  carefully  by 
grants  from  our  agency  to  various  managed  care  organizations. 
Kaiser,  for  example,  in  Denver  has  looked  at  whether  or  not  men 
changed  their  decision  based  on  looking  at  this  information,  and 
they  do.  They  tend  to  be  much  more  conservative  after  they  under- 
stand that  they  have  some  nonsurgical  options. 

So  we  are  not  only  trying  to  create  the  evidence  and  provide  it 
to  patients  so  that  they  can  make  better  choices,  but  we  have  also 
supported  research  that  looks  at  whether  that  whole  approach  is 
effective,  and  it  appears  to  be. 

Mr.  Stokes.  So  now,  is  that  type  of  information  available  now  to 
the  average  person?  Because  part  of  the  problem  we  find,  particu- 
larly in  minority  communities,  is  that  they  learn  too  late  of  this 
type  of  information,  and  consequently  don't  have  the  options  avail- 
able in  terms  of  making  intelligent  decisions. 
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Dr.  Greene.  This  is  really  fairly  new  material.  It  is  not  available 
to  every  person  who  is  facing  a  decision.  We  hope  by  demonstrating 
its  power,  we  will  be  able  to  make  it  much  more  widely  available. 
In  our  minority  effectiveness  research  centers,  they  are  applying 
this  to  minority  populations.  For  example,  we  have  a  center  at 
Moorehouse  School  of  Medicine  and  we  are  interested  in  seeing 
how  this  would  relate  specifically  to  the  black  community. 

Mr.  Stokes.  That  is  interesting  to  know. 

Dr.  Gaus.  We  also  have  a  brochure  on  this  as  we  have  on  all  of 
the  practice  guidelines  we  produce.  We  have  done  15  guidelines  to 
date,  and  one  of  them  is  on  treatment  of  enlarged  prostate. 

We  go  through  a  number  of  local  community  organizations  also 
to  distribute  the  educational  brochures.  They  are  sometimes  done 
in  several  different  languages.  We  often  have  targeted  dissemina- 
tion programs  to  specific  high  risk  populations  that  we  know  have 
those  particular  conditions. 

REPORT  CARDS 

Mr.  Stokes.  This  my  last  question.  With  respect  to  the  agency's 
collaborative  employers  health  plans  and  consumer  group  initiative 
to  develop  report  cards  that  are  used  to  present  information  for  use 
in  making  direct  comparison  among  health  plans,  to  what  extent 
is  this  collaborative  unit  representative  of  the  population  mix? 

Dr.  Gaus.  Very  representative.  We  have  a  network,  of  partici- 
pants, scientific  advisers,  large  and  small  providers  and  industry 
groups  and  community  groups,  and  probably  most  importantly,  a 
large  number  of  consumer  organizations  that  are  involved  in  advis- 
ing us  on  this  initiative. 

As  you  probably  know,  trying  to  develop  better  uniform  data 
from  consumers,  collecting  information  from  consumers  about  the 
quality  of  their  health  plans  and  quality  of  providers  and  services, 
is  very  complicated.  Yet  if  we  don't  develop  that  comparative  infor- 
mation, there  is  no  way  we  can  choose  wisely  between  health  care 
plans  or  providers. 

We  have  conducted  a  number  of  focus  groups  with  very  special 
populations,  income  groups,  racial  groups,  in  the  design  of  this  ini- 
tiative. We  attempted  to  go  to  specific  focus  groups  through  our 
contractors  and  actually  ask  those  groups  of  people  what  they 
wanted  to  know  about  their  health  care  system,  about  health  care 
plans,  about  their  physicians. 

That  has  been  an  important  part  of  the  project.  We  have  come 
to  learn  that  one  may  be  able  to  find  agreement  on  what  people 
want  to  know  about  the  health  care  system  and  about  their  physi- 
cians and  hospitals.  But  collecting  that  information  from  different 
segments  of  our  society  needs  to  be  done  through  very  carefully 
and  tailored  surveys  and  instruments,  in  some  cases  in  different 
languages,  that  are  culturally  sensitive  as  well. 

It  has  turned  out  to  be  a  much  bigger  challenge  than  we  thought, 
not  because  we  have  difficulties  agreeing  on  what  we  want  to 
know,  but  it  is  a  tremendous  scientific  challenge  collecting  the 
same  information  from  an  enormously  diverse  group  of  consumers. 
A  large  part  of  the  initiative  that  we  will  be  supporting  in  1996, 
with  the  help  of  your  committee,  will  be  in  fact  to  test  these  instru- 
ments in  a  number  of  different  population  groups. 
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Mr.  Stokes.  Thank  you  very  much,  Dr.  Gaus.  I  appreciate  very 
much  your  testimony. 

The  committee  is  recessed  until  10:00  a.m.  tomorrow  mornmg. 

[The  following  questions  were  submitted  to  be  answered  for  the 
record:] 
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Mr.  Porter:   What  steps  have  you  taken  to  reduce  the  costs  of  the  NMES 
survey? 

Dr.  Gaus:   Prior  to  the  initiation  of  NMES  3,  a  series  of  studies  were 
conducted  to  identify  design  modifications  that  would  reduce  survey  costs 
without  affecting  the  quality  or  the  analytical  capacity  of  the  data. 
Modifications  from  these  studies  were  incorporated  in  the  design  of  NMES  3  and 
resulted  in  significant  cost  efficiencies.   They  included:  reducing  the  number 
of  times  respondents  will  be  interviewed;  identifying  secondary  data  sources 
so  that  the  length  of  questionnaires  could  be  shortened;  using  new  computer 
technologies  to  reduce  tjie  cost  of  preparing  the  data;  cuid  reducing  the  number 
of  persons  to  be  interviewed  in  the  Medical  Provider  Survey  portion  of  NMES 
from  10,000  to  8,000. 

Mr.  Porter:   How  would  you  manage  the  survey  if  Congress  weren't  able  to 
provide  the  full  amount  of  your  funding  request  in  1996? 

Dr.  Gaus:   If  Congress  is  uneJDle  to  provide  the  full  amount  of  the  FY 
1996  funding  request  for  NMES  3,  we  would  have  to  terminate  the  survey  or 
postpone  the  survey,  which  would  increase  costs  in  subseq[uent  years. 

Mr.  Porter:   Are  you  thinking  about  alternative  ways  to  conduct  the 
survey  in  the  future?   Can  you  retool  to  make  the  information  more  current  cind 
less  expensive  to  obtain? 

Dr.  Gaus:   As  part  of  the  Department's  Reinventing  Government  process 
(REGO-II),  a  nvunber  of  studies  are  underway  to  identify  ways  to  cut  costs  of 
future  data  collection  without  loss  of  data  quality  eind  analytical  capacity. 
We  are  working  closely  with  other  agencies  on  ways  of  combining  existing 
health  related  surveys.   This  consolidation  should  lead  to  the  collection  of 
better  data  at  lower  costs.   The  strategies  under  development  are  intended  to 
eliminate  duplication,  reduce  the  burden  on  survey  respondents,  improve  the 
Department's  analytical  capabilities,  and  improve  data  quality. 

The  survey  design  modifications  made  to  NMES  3  before  this  project 
started  were  intended  to  make  the  survey  results  available  in  a  more  timely 
way  as  well  as  reduce  survey  costs.   Over  the  course  of  this  project  efforts 
will  continue  to  be  made  to  achieve  cost  efficiencies. 


ONE  PERCENT  EVALUATION  FUNDS 

Mr.  Porter:   As  you  know,  in  the  past,  the  Committee  has  objected  to 
your  agency's  proposals  to  use  one  percent  set-aside  funding  (which  is  tapped 
from  other  PHS  agencies)  for  cinything  other  than  the  Medical  Expenditure 
Survey.   Your  1996  budget  once  again  proposes  to  support  other  activities  -- 
medical  effectiveness  work  -  -  through  the  one  percent  tap .   Why  are  these 
activities  an  appropriate  reason  to  use  the  one  percent  tap? 
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Dr.  Gaus:   We  consider  the  research  fxinded  by  AHCPR  to  provide  vital 
information  and  evaluation  in  support  of  the  entire  public  health  service 
effort.   The  research  supported  on  issues  of  cost,  quality,  and  access  for 
health  care,  and  medical  outcomes  sind  effectiveness,  provides  a  measuring 
stick  for  the  discoveries  and  delivery  systems  of  the  other  PHS  agencies. 

In  view  of  continuing  fiscal  constraints,  we  believe  the  most  equitable 
way  to  bring  AHCPR  to  an  appropriate  funding  level,  including  support  of 
NMES  3,  is  through  the  use  of  one  percent  evaluation  funds. 


PRACTICE  GUIDELINES 

Mr.  Porter:   According  to  the  Office  of  Technology  Assessment,  by  1993, 
over  1,500  practice  guidelines  had  been  developed  in  the  private  sector.   By 
the  end  of  the  year,  your  agency  will  have  produced  about  20  total  guidelines. 
With  so  much  activity  in  the  private  sector,  why  does  your  agency  need  to  be 
in  the  business  of  producing  guidelines? 

Dr.  Gaus:   There  are  multiple  reasons  for  a  continued  Federal  role  in 
the  development  of  practice  guidelines.   First,  the  guidelines  supported  by 
AHCPR  are  a  public  good  that  can  be  shared  with  all  interested  parties.   The 
guidelines  can  be  used  by  health  care  providers  in  all  types  of  delivery 
settings- -managed  care  plans,  fee -for -service  practice,  or  in  HMOs. 

The  Federal  government  is  the  largest  payer  of  health  care  services  in 
this  country.   Through  the  Medicare,  Medicaid,  Indian  Health  Service,  Federal 
Employees  Health  Benefits,  Civilian  Health  and  Medical  Program  of  the  Uniform 
Services,  and  the  Department  of  Veterans  Affairs  health  programs,  the  Federal 
government  finances  (directly  and  indirectly)  nearly  40  percent  of  all  health 
care  delivered  in  this  country.   The  costs  of  this  care  are  growing  rapidly. 
Thus,  merely  from  a  budgetary  perspective,  the  Federal  government  has  a 
substantial  interest  in  the  development  and  use  of  practice  guidelines  that 
can  reduce  costs,  while  increasing  the  quality,  effectiveness  and  efficiency 
of  health  services. 

AHCPR  is  viewed  as  an  impartial  agency.   It  has  neither  operational 
responsibilities  for  ciny  Federal  health  program,  nor  is  it  linked  to  any 
particular  research  agenda.   Thus,  it  serves  as  a  moderator  among  parties  with 
conflicting  interests.   The  guideline  development  process  brings  together 
health  care  experts  with  sometimes  conflicting  viewpoints  to  develop 
recommendations  based  on  the  best  scientific  evidence. 

These  guidelines  are  viewed  in  the  private  sector  as  the  "gold  standard" 
of  guidelines.   Users,  including  physicians  and  health  plans,  are  assured  that 
the  product  is  scientifically  accurate,  and  not  biased  by  concerns  over 
profits  or  professional  jealousies.   They  are  not  influenced  by  competing 
economic  motives  of  providers  or  purchasers  which  could  bias  their 
recommendations . 

AHCPR' s  support  of  practice  guidelines  has  enabled  the  agency  to  become 
a  recognized  leader  in  establishing  a  methodology  for  developing  guidelines 
that  others  can  emulate.  To  sustain  this  leadership  role,  AHCPR  must  continue 
its  support  of  this  activity. 
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AHCPR  has  ensured  that  the  guidelines  have  been  widely  disseminated  to 
the  public.   Private  sector  orgauiizations  would  not  assume  this  expense. 


HEALTH  SERVICES  RESEARCH 

Mr.  Porter:   Dr.  Gaus,  is  there  any  mechanism  in  place  to  evaluate  the 
health  services  research  conducted  throughout  HHS?   For  example,  is  there  some 
committee  or  group  to  analyze  the  work  of  your  agency,  the  Health  Care 
Financing  Administration,  and  the  National  Center  for  Health  Statistics  to 
check  for  duplication  of  effort? 

Dr.  Gaus:   A  variety  of  mechanisms  facilitate  the  coordination  of 
AHCPR' s  evaluation  activities  with  those  of  other  agencies  in  the  Department 
of  Health  euid  Humein  Services  and  prevent  unnecessary  duplication  of  research 
efforts .   These  include : 

•  an  Agency  evaluation  review  structure  which  provides  for  technical 
and  policy  review  by  those  outside  AHCPR  cmd  input  on  potential 
areas  of  duplication;  and 

•  technical  assistance  and  coordination  with  other  PHS  amd  DHHS 
agencies  on  key  cross  cutting  areas. 

The  AHCPR' s  evaluation  progrcun  allows  for  systematic  evaluation  of  all 
projects  funded  and  undertaken  by  the  agency.   Evaluation  is  built  into 
virtually  all  AHCPR  projects,  through  mechanisms  such  as  peer  review  of  grant 
applications,  the  use  of  evaluation  contracts  emd  cooperative  agreements, 
AHCPR' s  User  Liaison  Program  (which  provides  information  on  the  value  of  our 
research  to  state  level  policy  makers),  and  targeted  evaluation  efforts. 
These  mecheuiisms  depend  in  large  part  on  input  from  the  research  community  as 
well  as  representatives  from  other  DHHS  agencies.   By  seeking  outside  input, 
AHCPR  actively  collaborates  with  other  agencies  to  enhance  the  research  base 
and  prevent  unnecessary  duplication.   As  the  Department's  focal  point  for  the 
Medical  Effectiveness  Treatment  Progreun,  and  for  its  expertise  in  the  conduct 
and  evaluation  of  health  services  research,  AHCPR  undertakes  the  scientific 
peer  review  of  grants  at  the  request  of  PHS,  HCFA,  and  other  DHHS  agencies  and 
this  ensures  interagency  coordination  as  well. 

Through  membership  on  technical  review  panels,  task  forces  and 
interagency  coordinating  committees,  AHCPR  staff  provides  technical  assistance 
to  other  DHHS  agencies  cind  ensures  coordination  in  key  cross  cutting  areas. 

There  are  also  other  mechanisms  for  ensuring  the  coordination  of 
research  through  the  Public  Health  Service,  including: 

•  a  PHS  task  force  on  guidelines  designed  to  develop  a  centralized 
source  of  information  on  clinical  practice  guidelines  sponsored 
throughout  the  Public  Health  Service; 

•  the  development  of  the  Policy  Information  Center  (PIC)  data  base 
to  summarize  the  results  of  evaluation  sponsored  by  the  Public 
Health  Service;  suid 
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the  PHS  Public  Health  Data  Policy  Coordinating  Committee  to 
address  issues  related  to  the  development  and  use  of  national  data 
bases . 


NATIONAL  PERFORMANCE  REVIEW  INITIATIVE 

Mr.  Porter:   Is  any  review  of  the  multi -agency  structure  underway? 

Dr.  Gaus:   Yes,  all  cabinet  departments,  including  the  Department  of 
Health  and  Human  Services,  are  involved  in  the  Administration's  National 
Performcince  Review  Initiative,  commonly  known  as  REGO-II.   That  process 
involves  a  review  of  both  the  functions  and  structures  of  all  organizational 
components  of  each  Department. 

HEALTH  DATA  INITIATIVE 

Mr.  Porter:   Are  you  involved  in  the  new  health  data  initiative  proposed 
by  the  Secretary  in  the  CDC  budget? 

Dr.  Gaus:   Yes,  AHCPR  was  a  part  of  the  DHHS-wide  working  group  that 
excunined  existing  data  collection  efforts,  such  as  the  National  Medical 
Expenditure  Survey  and  the  National  Employer  Health  Interview  Survey  sponsored 
by  AHCPR,  and  the  public  health  surveys  of  the  Centers  for  Disease  Control. 
The  focus  of  this  review  was  to  determine  what  data  were  needed  in  the  areas 
of  public  health  and  personal  health  care  services,  such  as  health 
ejqsenditures,  utilization,  cund  insurcince . 

The  new  funds  in  the  CDC  budget  will  be  used  to  develop  cind  implement  a 
more  coordinated  system  of  surveys.   This  will  improve  the  scope  and  quality 
of  public  health  and  expenditure  data,  minimize  respondent  burden,  and  collect 
vital  information  in  public  health  that  is  not  currently  collected. 

CLINICAL  PRACTICE  GUIDELINES 

Mr.  Porter:   How  are  you  evaluating  the  inpact  of  your  clinical 
guidelines  in  actually  changing  health  care  provider  behavior?   Is  it 
unrealistic  to  think  that  publication  of  guidelines  Ccin  overcome  normal  humain 
resistcince  to  change? 

Dr.  Gaus:   To  evaluate  the  impact  of  clinical  practice  guidelines,  it  is 
importcint  to  focus  not  simply  on  the  use  of  guidelines  by  individual 
providers,  but  on  the  integration  of  guidelines  into  health  care  systems  euid 
their  use  for  quality  improvement.   Increasingly  the  practice  of  medicine 
focuses  on  multiple  providers,  takes  place  in  a  wide  array  of  care  settings, 
and  is  a  reflection  of  different  organizational  care  structures  auid  payment 
systems . 

Because  guidelines  are  more  likely  to  have  an  intact  if  they  are 
integrated  into  systems,  rather  thein  marketed  to  individual  practitioners, 
AHCPR  has  developed  a  comprehensive  evaluation  strategy.   We  are  assessing  the 
guidelines'  perceived  usefulness  to  providers  and   patients,  the  usefulness  of 
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guidelines  in  various  care  settings,  the  use  of  guidelines  for  quality 
improvement,  cuid  over  time,  the  effects  of  using  guidelines  on  the  quality  aind 
costs  of  patient  care.   These  activities  include: 

•  focus  groups  with  providers  to  obtain  their  views  on  the 
usefulness  and  clinical  logic  of  the  guidelines,  as  well  as  their 
assessments  cibout  its  potential  effect  on  the  cost,  quality  and 
patient  access  to  care ; 

•  targeted  evaluations  of  the  implementation  of  clinical  practice 
guidelines  in  managed  care  settings; 

•  studies  of  the  effect  of  guidelines  in  primary  care  settings; 

•  translation  of  guidelines  into  medical  review  criteria  and 
guideline  based  performance  measures  that  can  be  used  to  examine 
patterns  of  clinical  behavior  and  provide  information  for  quality 
irrprovement  efforts;  cind 

•  use  of  administrative  data  systems  (such  as  private  data  bases  and 
Medicare  data  files)  to  examine  long  term  changes  in  national 
practice  patterns. 

AHCPR  is  also  collaborating  with  other  public  and  private  organizations 
to  facilitate  the  use  of  guidelines.   These  efforts  include: 

•  working  with  the  National  Library  of  Medicine  as  well  as  with 
private  conpaunies  such  as  CappCare,  to  make  cfuidelines  available 
in  electronic  and  computerized  formats;  and 

•  coordinating  with  HCFA  as  AHCPR  supported  guidelines  form  the 
basis  of  quality  improvement  projects  undertaken  by  Medicare  Peer 
Review  Organizations  (PROs)  . 

We  are  also  tracking  the  use  of  AHCPR- supported  guidelines  by  States  to 
support  their  health  care  reform  initiatives,  or  more  targeted  reforms  related 
to  quality  assurance,  utilization  review,  or  medical  malpractice  laws.   A 
dozen  states  have  adopted  legislation  related  to  practice  guidelines 
(Intergovernmental  Health  Policy  Project,  Jcuiuary  1995) .   Among  the  States 
implementing  provisions  specifically  endorsing  or  promoting  the  use  of  AHCPR 
guidelines  are  Florida,  Minnesota,  and  Maryland. 

Mr.  Porter:   Since  there  are  many  private  sector  users  of  your 
guidelines  and  other  publications,  have  you  pursued  the  possibility  of  cost- 
sharing  to  cover  some  of  your  expenses? 

Dr.  Gaus :   We  have  vigorously  pursued  the  issue  of  cost  sharing  with  the 
private  sector,  particularly  regarding  guideline  dissemination.   In  fact,  over 
8.5  million  copies  of  the  guidelines  have  been  printed  and  distributed  by 
private  firms  at  a  cost  savings  to  the  government  of  $10  million. 

To  cite  a  few  exanples,  AHCPR  has  worked  with  Kimberly  Clark  Corporation 
to  place  messages  of  the  urinary  incontinence  guideline  into  their  publication 
that  goes  directly  to  incontinence  sufferers  (this  included  an  article  from 
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the  Urinary  Incontinence  Guideline  Panel  Chair) .   AHCPR  has  worked  with  the 
ywCA  and  the  National  Alliance  of  Breast  Cancer  Organizations  to  distribute 
the  patient  version  of  its  quality  maitunography  guideline  to  women's  groups. 
We  have  arranged  for  the  printing  and  distribution  of  1.5  million  low  back 
pain  guideline  products  from  the  American  Chiropractic  Association,  over  a 
million  heart  failure  patient  guides  from  Bristol-Myers  Squib,  over  a  million 
cancer  pain  guidelines  from  Purdue  Frederick  Company,  and  over  200,000  copies 
of  acute  pain  management  guidelines  from  Syntex  Laboratories. 

In  the  area  of  guideline  development,  AHCPR  works  closely  with  other 
groups  to  ensure  that  efforts  are  not  duplicated.   AHCPR  also  is  exploring 
ways  to  develop  a  clinical  practice  guideline  clearinghouse  that  would  play  a 
critical  role  in  coordinating  guideline  development. 


ONE  PERCENT  EVALUATION  FUNDS 

Mr.  Porter:   Can  you  provide  a  breakout  of  the  uses  of  the  $13  million 
in  health  services  research  that  is  supported  through  the  one  percent 
evaluation  tap?  Are  these  activities  directly  related  to  the  National  Medical 
Expenditure  Survey? 

Dr.  Gaus :   Only  part  of  the  $13  million  is  used  for  activities  directly 
related  to  the  NMES .   The  following  table  provides  information  on  the  $13 
million: 

(Dollars  in  Millions) 


FY  1994 

FY  1995 

FY  1996 

NMES 

$  9.0 

$  8.5 

$  8.G 

Provider  Study 
Program 

4.2 

4.7 

4.6 

Total 

$13.2 

$13.2 

$13.2 

AHCPR  uses  the  NMES  data  to  perform  analyses  on  policy  issues  of 
immediate  conceim  to  the  Administration,  Congress  and  others  involved  in 
developing  and  analyzing  national  health  policy.   Using  data  from  NMES,  AHCPR 
has  developed  a  sophisticated  microsimulation  model,  AHSIM,  that  is  currently 
being  used  to  assess  cost  and  financing  issues  related  to  changes  in  the 
health  care  system. 


The  Providers  Study  Program  works  closely  with  States  to  address 
patterns  of  hospital  use  and  cost  and  analyzes  hospital  behavior  in  response 
to  changes  in  Federal  policies  and  in  the  structure  of  the  industry.   The 
Providers  Study  Program  is  moving  into  the  third  phase  of  the  Healthcare  Cost 
and  Utilization  Project  (HCUP) .   The  project  has  reached  it  original  goal  of 
obtaining  participation  from  22  states,  two  years  ahead  of  schedule.   HCUP- 3 
is  creating  two  databases  by  merging  hospital  discharge  data  from  the 
different  states.   Data  are  processed  into  a  uniform  HCUP -3  format  to 
facilitate  research.   One  database  will  allow  analyses  of  regional  and  state 
trends  while  the  other  will  allow  analyses  of  national  health  policy  issues. 
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NMES  1  and  NMES  2  FDNDING 

Mr.  Porter:   Provide  a  table  identifying  the  total  funding  for  NMES  1 
and  NMES  2,  breaking  out  how  much  was  provided  by  year  from  appropriated  funds 
versus  the  one  percent  evaluation  tap. 

Dr.  Gaus:   The  following  table  shows  the  total  funding  for  NMES  1  and 
NMES  2  showing  the  break  out  of  appropriated  funds  and  one  percent  evaluation 
funds : 


NMES  1 


NMES  2 


APPROPRIATED 


$23.2 


S  3.5 


1%  EVALUATION 


$57.4 


INDIAN  HEALTH 
SERVICE  DOLLARS 


$6.0 


*  P.L.  93-353  required  that  25  percent  of  the  total  appropriation  be 
used  for  intramural  research.   NMES  1  was  funded  under  this  set -aside. 


OUTCOMES  RESEARCH 

Mr.  Porter:   How  much  outcomes  research  is  done  annually  by  the  Health 
Care  Financing  Administration?   Does  HCFA  have  any  representation  on  the 
panels  that  review  research  proposals  submitted  by  AHCPR? 

Dr.  Gaus:   The  following  response  was  provided  by  HCFA. 

HCFA  does  not  typically  engage  in  outcomes  research  directly,  though 
outcome  measures  are  used  frequently  in  HCFA  program  evaluation  projects.   For 
example,  HCFA  frequently  uses  outcome  measures  to  assess  access  to  and  the 
quality  of  care  provided  to  beneficiaries. 

Outcome  measures  are  also  used  to  assess  quality  of  care  in  the  Peer 
Review  Organization  (PRO)  program.   HCFA  does  have  one  project,  the  Post- 
Hospitalization  Outcomes  Study,  which  is  directly  related  to  outcomes. 

While  staff  from  HCFA  do  not  typically  serve  on  AHCPR  review  panels 
AHCPR  frequently  consults  HCFA  staff  to  provide  input  on  funded  research 
AHCPR  staff  do  participate  in  HCFA  research  review  panels. 

HCFA's  Office  of  Research  and  Demonstrations  (ORD)  has  recently  funded  a 
RAND  project  entitled  "Development  of  a  Global  Quality  Assessment  Tool  for 
Managed  Care",  which  will  develop  outcome  based  quality  assurance  methods  for 
services  provided  in  managed  care  settings  to  women  and  children. 

ORD  is  mandated  to  report  annually  to  Congress  on  the  impact  of 
Physician  Payment  Reform  on  access  to  health  care  for  Medicare  beneficiaries 
Sections  of  the  report  rely  on  outcome  measures  to  indirectly  assess  any 
changes  m  access  to  care.   One  section  examines  changes  over  time  in  the  rate 
of  hospitalizations  for  ambulatory  sensitive  conditions  such  as  diabetic 
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ketoacidosis  and  asthma.   Another  section  of  the  report  considers  changes  over 
time  in  the  rate  of  30  day  mortality  for  selected  conditions  or  procedures. 

Since  its  inception  in  1984,  the  PRO  program,  mamaged  by  HCFA' s  Health 
Standards  and  Quality  Bureau,  has  been  centered  on  the  case-by-case  review  of 
individual  medical  records  (selected  primarily  on  a  sample  basis)  using  local 
clinical  criteria.   We  have  come  to  believe  that  a  look-behind,  case-by-case 
examination  of  individual  clinical  events  for  errors  is  less  effective  in 
improving  the  quality  of  care  than  a  more  global  cind  prospective  approach  that 
identifies  patterns  of  care  and  health  outcomes  across  a  larger  sample  of 
patients.   The  case  review  approach  does  not  give  providers  adequate  insights 
into  systemic  problems  in  how  they  are  providing  care  and  does  little  to  help 
guide  providers  toward  fundamental  improvements  in  care. 

HCFA  has  developed  a  new  strategy  to  continuously  improve  quality  of 
care,  and  to  strengthen  the  ability  of  health  care  organizations  and 
practitioners  to  assess  and  improve  their  own  performance.  This  strategy,  the 
Health  Care  Quality  Improvement  Program  (HCQIP) ,  is  moving  the  PRO  program 
from  its  emphasis  on  individual  (cuid  often  isolated)  clinical  errors  to 
helping  providers  improve  the  mainstrecun  of  medical  care. 

The  HCQIP  has  its  conceptual  foundation  in  the  health  care  variations 
research  of  the  last  decade  which  examines  variability  in  care  and  outcomes 
among  providers  cind  geographical  areas  and  in  the  continuous  cpjality 
improvement  models  now  being  adapted  to  health  care  from  the  experience  of 
other  industries.   Under  HCQIP,  PROs  are  beginning  to  utilize  statistical 
methods  to  examine  variations  in  both  the  processes  and  outcomes  of  care. 
PROs  will  then  share  these  data  with  hospitals  and  physicians,  and  work  with 
them  to  interpret  cind  apply  the  findings. 

HCFA's  Post -Hospitalization  Outcomes  Study  is  designed  to  provide 
information  on  long-term  outcomes  for  elderly  Medicare  beneficiaries 
hospitalized  for  either  cholecystectomy  or  total  hip  replacement.  The  goals  of 
the  study  are : 

•  to  identify  the  types  and  rates  of  both  positive  outcomes  and 
complications  following  hospitalizations; 

•  to  determine  the  impact  of  the  hospitalization  on  the  progression 
of  illness  and  the  maintencince  of  health  and  functional  status; 
and 

•  to  develop  indicators  of  patients  who  are  at  high  risk  for 
complications  following  hospitalization.   Patients  are  interviewed 
three  times  during  the  year  following  their  discharge  from  the 
hospital  to  assess  their  symptoms,  health  status  and  general  level 
of  functioning.   With  this  information,  HCFA  can  provide 
beneficiaries  and  their  physicians  with  a  more  comprehensive 
picture  of  long-term  outcomes,  adjusted  for  the  patients  pre- 
operative health  status.   Understanding  the  factors  that  influence 
patients'  outcomes  has  the  potential  for  identifying  patients  who 
may  be  at  increased  risk  of  adverse  outcomes  and  improving  the 
quality  of  patient  care. 
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HCFA  and  AHCPR  we  will  continue  to  coordinate  research  efforts  in  the 
future . 

AHCPR  ADMINISTRATOR 

Mr.  Porter:   Detail  Dr.  Gaus'  salary  arrangements  while  he  worked  at  the 
Office  of  the  Assistant  Secretary  for  health  prior  to  becoming  administrator 
at  AHCPR.   What  was  his  annualized  salary  and  employment  status?   For  how  much 
of  that  period  was  his  salary  reimbursed  by  the  Administration's  health  care 
reform  task  force? 

Dr.  Gaus:   From  March  8,  1993  until  March  5,  1994,  I  served  as  an  Expert 
Appointment  (legal  authority:  5  USC  3109)  in  the  Office  of  the  Assisteint 
Secretary  for  Health  in  DHHS .   My  annualized  salary  was  $89,964.   While  I 
often  represented  the  Assistant  Secretary  for  Health  in  meetings  with 
individuals  associated  with  the  Task  Force,  I  was  never  appointed  to  the  Task 
Force,  never  attended  any  meetings  of  the  Task  Force  and  consequently  it  did 
not  reimburse  any  portion  of  my  salary. 

After  my  work  as  Senior  Advisor  to  the  Assistant  Secretary  for  Health,  I 
joined  AHCPR.   From  March  6,  1994  until  July  9,  1994,  I  served  in  an  Expert 
Appointment  in  the  Office  of  the  Administrator  at  AHCPR.   My  annualized  salary 
was  $97,880.   On  July  10,  1994  I  was  appointed  Administrator  and  serve  in  a 
non- career  SES  position. 
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CATARACT  GUIDELINES 

Mr.  Young:   The  Agency  published  guidelines  in  February  1993 
entitled  Cataracts  in  Adults:  Management  of  Functional  Impairment. 
In  the  introduction  to  the  report,  the  Agency  stated  that  a  revised 
edition  will  be  produced  in  two  years  to  reflect  new  research 
findings  and  the  experience  with  newer  methods  of  management.   What 
is  the  status  of  the  Agency' s  work  to  produce  a  revised  edition  of 
these  guidelines? 

Dr .  Gaus :   Cataract  surgery  has  been  the  most  commonly 
performed  surgical  procedure  covered  by  Medicare,  accounting  for  over 
$3  billion  in  1991.   Its  use  has  declined  7  percent  over  the  last  3 
years,  due  in  part  to  the  findings  of  AHCPR' s  cataract  guideline  and 
the  AHCPR  sponsored  Patient  Outcome  Research  Team  (PORT)  on 
cataracts.   These  initiatives  have  provided  a  wealth  of  information 
on  the  extent  of  variation  in  clinical  practice,  have  helped  change 
the  nature  of  patient -provider  decision  making  about  cataract 
surgery,  and  have  identified  areas  where  additional  scientific 
research  is  needed. 

Our  decision  regarding  the  nature  and  timing  of  an  update  of 
the  guideline  will  be  based  on  information  obtained  from  public 
testimony,  on  results  from  new  medical  effectiveness  research 
projects,  and  on  findings  from  projects  to  evaluate  the  guidelines. 
To  prevent  costly  premature  revision  of  the  published  guideline,  the 
Agency  has  elected  to  review  new  scientific  evidence  in  the  topic 
area,  review  end-user  comments  and  evaluations,  and  hold  a  public 
meeting  soliciting  testimony  on  the  timing  of  a  revision  or  update. 
The  Agency  held  a  public  meeting  on  June  16,  1994  to  solicit  opinion 
on  the  necessity  and  timeliness  of  the  guideline  revision.   The 
meeting  was  announced  in  the  Federal  Register,  and  notices  were 
disseminated  broadly. 

In  addition,  new  medical  effectiveness  research  findings  will 
be  gained  from  a  project  AHCPR  has  recently  funded  to  evaluate  the 
use  of  pre -surgical  medical  testing.   Results  of  this  study,  which 
will  be  conducted  by  Johns  Hopkins  University,  will  provide  much 
needed  answers  to  questions  about  the  health  benefits  and  cost- 
ef fectiveness  of  routine  laboratory  testing  for  cataract  surgery. 
This  study  was  undertaken  to  address  critical  research  needs 
identified  by  the  work  of  the  guideline  panel  and  PORT  researchers. 

Information  from  projects  focusing  on  implementation  of 
guidelines  will  also  inform  our  update  efforts.   The  Agency  has 
contracted  with  RAND  to  develop  review  criteria  and  guideline  based 
clinical  performcuice  measures.   This  process  will  result  in 
evaluative  information  on  the  clinical  logic  and  clarity  of  the 
guideline,  and  thus  its  practicality  for  use  by  providers  as  well  as 
for  ongoing  utilization  review  and  quality  assurance  activities. 
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Mr.  Young:   Has  a  new  peinel  been  selected  yet  to  review  ouad 
revise  these  guidelines? 

Dr.  Gaus:   Findings  from  recently  funded  studies,  in  addition 
to  information  obtained  in  the  public  meeting,  will  clear  up  some  of 
the  unanswered  questions  that  were  uncovered  in  the  guideline 
development  process.   When  we  have  reviewed  findings  from  these 
studies  and  determined  that  new  evidence  and  information  would  alter 
the  existing  guideline  conclusions,  the  guideline  will  be  updated. 
At  that  time  we  will  proceed  in  selecting  a  panel. 

Mr.  Young:   It  is  my  understanding  that  clinical 
ophthalmologists  raised  significant  concerns  about  the  initial 
guidelines.   What  input  was  received  from  clinical  ophthalmologists 
during  preparation  of  the  initial  guidelines  and  what  plans  are  being 
made  to  receive  their  input  for  publication  of  the  revised 
guidelines? 

Dr.  Gaus:   The  Agency  recognized  early  in  the  guideline 
development  process  that  there  were  strongly  held  opinions  regarding 
cataract  surgery  and  made  significant  efforts  to  allow  input  from  as 
broad  an  audience  as  possible.   During  guideline  development,  two 
public  meetings  were  held  soliciting  oral  and  written  testimony.   The 
public  meetings  were  advertised  in  the  Federal  Register  and  the 
notices  were  broadly  disseminated.   Prior  to  publication,  the  draft 
guideline  was  sent  to  a  wide  audience  for  peer  review.   Peer  review 
was  solicited  from  academicians  representing  ophthalmology,  visual 
science,  optometry,  anesthesiology,  internal  medicine,  family 
medicine,  and  nursing.   In  addition  to  academic  input,  review  was 
requested  from  professional  associations  and  practicing  clinicians 
representing  these  disciplines.   These  efforts,  along  with  the 
private  sector  panel  which  was  representative  of  the  same  academic 
and  clinical  specialties,  were  used  to  gather  the  broadest  input 
possible  in  the  guideline's  development. 

As  part  of  the  AHCPR- supported  study  to  develop  guideline  based 
quality  eind  utilization  review  criteria  and  perfonticince  measures 
based  on  the  cataract  guideline,  AHCPR  has  sought  extensive  input 
from  the  ophthalmology  community.   In  selecting  members  for  the 
project's  technical  advisory  group  we  have  contacted  members  of  the 
Society  of  Geriatric  Ophthalmology,  the  American  Academy  of 
Ophthalmology,  the  American  Ophthalmological  Society,  the  Americcin 
Society  for  Cataract  cind  Refractive  Surgery,  the  American  College  of 
Eye  Surgeons,  the  Outpatient  Ophthalmic  Surgery  Society,  cuid  the 
Association  of  University  Professors  of  Ophthalmology.   In  addition, 
these  organizations  have  been  contacted  to  review  drafts  of  the 
guideline  based  review  criteria. 

When  the  revision  of  the  guideline  begins,  the  Agency  will 
again  make  specific  efforts  to  involve  the  pertinent  clinical 
specialties  in  the  revision  process.   This  includes  both  vision 
scientists  and  ophthalmologists  who  primarily  practice  in  clinical 
non-academic  settings. 
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CLINICAL  PRACTICE  GUIDELINE  PANELS 

Mr.  Bonilla:   AHCPR  utilizes  designated  clinical  practice 
guideline  panels  to  develop  specific  clinical  practice  guidelines 
(CPG)  for  a  number  of  specific  disease  entities.   These  CPG  panels 
are  held  in  private  with  no  opportunity  for  outside  influence  or 
public  intervention  until  the  guidelines  have  been  released.   The 
only  possible  public  influence  is  during  the  open  hearing  process. 
However,  during  this  process,  individuals  testifying  before  the 
guideline  panels  have  had  no  opportunity  to  review  the  work  of  the 
guideline  panel  or  the  proposed  guidelines  so  that  this  is  done  in  a 
blind  fashion  with  no  ability  to  have  amy  idea  of  the  thoughts  or 
work  of  the  guidelines  panel.   With  that  in  mind,  why  shouldn't  AHCPR 
operate  completely  under  the  Federal  Advisory  Committee  Act  (FACA) ? 

I  think  you  should  be  because  the  recommendations  are  made  by 
the  clinical  panels  are  utilized  by  the  government  as  a  key  component 
in  formulating  health  care  policy. 

Dr.  Gaus :   AHCPR  does  not  agree  with  this  description  of  the 
guideline  development  process.  The  process  includes  numerous 
opportunities  for  public  comment  cind  review.  The  public,  including 
health  professionals,  may  suggest  guideline  topics  and  may  testify  at 
at  least  one  open  hearing  for  each  guideline.   Most  importantly, 
members  of  the  public  and  interested  parties  are  given  the 
opportunity  to  review  and  canment  on  a  draft  of  the  guideline  before 
it  is  finalized  and  published.   We  are  currently  reviewing  our  entire 
guideline  development  process,  during  which  we  will  carefully  examine 
whether  there  are  ways  to  further  enhance  public  review. 

When  the  Congress  created  AHCPR  in  1989,  it  made  it  very  clear 
that  these  guidelines  were  not  to  be  developed  as  a  product  of  the 
federal  government,  but  rather  were  to  be  developed  by  private  sector 
parties  with  the  finaincial  assistcince  of  AHCPR.  Therefore,  the 
guideline  panels  were  to  be  independent  of  AHCPR,  not  advisory  to  it. 
The  Congress  further  concluded  that  making  the  panels  subject  to  the 
Federal  Advisory  Committee  Act  would  inhibit  free  discussion  of  the 
evidence,  would  prematurely  disclose  preliminary  deliberations  while 
they  were  still  subject  to  panel  revision,  would  likely  result  in 
misunderstandings,  amd  would  slow  the  process  of  guideline  generation 
considerably . 

Ej^erience  with  the  15  guidelines  completed  to  date  has  shown 
there  is  widespread  acceptcince  amd  support  of  the  finished  products 
and  a  high  degree  of  confidence  in  the  integrity  and  rigor  of  the 
development  process . 


193 


Mr.  Bonilla:   Even  if  HHS  believes  that  the  CPG  pauiels  do  not 
come  within  definition  of  advisory  committees  under  FACA,  do  you  not 
believe  that  the  work  product  of  the  various  panels  could  benefit 
from  input  from  the  public  and  medical  community? 

Dr.  Gaus :   As  previously  stated,  we  believe  that  the  work 
product  of  the  panels  receives  extensive  public  scrutiny  and  review 
prior  to  release  and  broad  acceptance  after  release.  We  are, 
nonetheless,  reviewing  the  development  process  for  possible 
improvements . 

Mr.  Bonilla:   But  in  order  for  that  input  to  be  effective,  you 
would  agree  that  it  must  be  informed  opinion?   Therefore,  what  do  you 
plcin  to  do  to  make  the  process  more  open  to  the  public? 

Dr.  Gaus:   The  public's  review  of  a  draft  guideline  clearly 
represents  informed  opinion.   This  occurs  now  and  will  likely  be 
enhanced  in  the  future . 

Mr^  Bonilla:   Why  don't  you  hold  all  of  your  meetings  in  the 
open  as  you  do  with  respect  to  scores  of  indisputable  advisory 
committees  to  HHS?   If  those  communities  can  operate  in  the  open 
essentially,  why  can't  these  CPG  panels  do  the  same? 

Dr.  Gaus:   As  previously  stated,  AHCPR  guideline  panels  are  not 
advisory  panels.   They  are  composed  of  clinical  experts  and 
specialists  who  discuss  science  and  clinical  judgment  based  on 
evidence  and  experience  in  a  systematic  fashion.   We  believe  that 
operating  under  FACA  would  have  a  detrimental  impact  on  the 
development  process,  as  discussed  in  response  to  your  first  question. 

Mr.  Bonilla:   What  steps  do  you  take  to  ensure  the  opposing 
points  of  view  with  respect  to  the  CPG  panel  are  represented  on  that 
panel  in  order  to  eliminate  or  limit  bias  on  the  panel? 

Dr.  Gaus:   Opposing  points  of  view  will  always  exist  on  the 
clinical  topics  picked  for  guideline  development;  indeed,  this  is  why 
particular  topics  are  selected.   AHCPR  minimizes  the  chances  of  bias 
in  guideline  recommendations  in  a  number  of  ways:   soliciting  panel 
member  nominations  and  selecting  panel  members  from  a  broad  range  of 
organizations  and  professions;  performing  an  extraordinarily  complete 
literature  review  to  ensure  that  all  relevant  data  are  found;  using 
an  evidence -based  methodology  that  attributes  recommendations  to  the 
data  that  underlie  them;  requiring  an  open  hearing  for  each  topic  to 
allow  public  comment;  and  insisting  on  an  extensive  expert  and 
practitioner  review  process  that  discloses  possible  errors  of 
citation  and  judgment.   The  excellent  reputation  aind  broad  support  of 
AHCPR- supported  guidelines  by  professional  societies  testifies  to  the 
success  of  these  policies. 
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Mr.  Bonilla:   Would  HHS  object  to  suiy  legislation  requiring 
these  panels  to  come  under  contpliance  with  FACA?   If  not,  why  don't 
you  simply  voluntarily  conply  with  it  now? 

Dr.  Gaus :   The  Department  would  oppose  such  legislation,  for 
the  reasons  stated  in  our  answer  to  the  first  question. 

Mr.  Bonilla:   What  are  the  costs  for  these  CPG  panels?   Can  you 
supply  us  with  that  information?  Are  there  budgets  set  for  the 
operation  of  these  panels,  i.e.  travel,  printing,  etc.   Are  there  any 
audits  done  with  respect  to  the  operation  of  these  panels? 

Dr.  Gaus:   The  guidelines  have  varied  in  cost  from  $500,000  to 
$1,000,000,  depending  on  the  breadth  of  the  topic  and  the  amount  of 
scientific  literature  available  that  must  be  reviewed.  The  average  is 
about  $700,000.   We  are  reviewing  chcinges  that  should  reduce  these 
costs . 

Budgets  are  set  for  each  guideline  development  panel .   All 
guideline  pcinels  are  funded  either  through  a  support  contract  or  a 
guideline  contract.   All  government  contracts  are  subject  to  routine 
oversight  and  monitoring  by  government  contracts  offices,  although  we 
know  of  no  specific  audits  being  conducted. 


HHS  GOVERNMENT  VEHICLES- -ROLES  AND  REGULATIONS 

Mr.  Bonilla:   Speaking  of  travel  costs,  does  HHS  have  rules  and 
regulations  regarding  the  use  of  government  vehicles,  including  those 
that  come  with  drivers,  by  HHS  officials.   Could  you  supply  us  with  a 
copy  of  those  rules?  Are  cars  specifically  assigned  to  certain 
officials?  Are  logs  kept  of  the  use  of  these  cars?   With  respect  to 
the  use  of  other  forms  of  ground  transportation,  specifically  taxis, 
rental  cars,  reimbursement  for  use  of  privately -owned  vehicles,  could 
you  provide  us  with  HHS's  rules  on  that? 

Dr.  Gaus:   Yes,  HHS  has  rules  and  regulations  regarding  the  use 
of  government  vehicles  and  they  will  be  supplied  to  the  Committee  at 
a  later  date . 

Government  vehicles  are  not  specifically  assigned  to  certain 
officials.   The  vehicles  are  assigned  to  the  Agencies.   Mileage  logs 
are  kept  on  the  use  of  these  vehicles. 

The  regulations  pertaining  to  the  use  of  other  forms  of  ground 
transportation  on  taxis,  rental  cars,  and   reimbursement  for  the  use 
of  privately- owned  vehicles  are  extensive  and  will  be  supplied  to  the 
Committee  at  a  later  date . 


195 


CLINICAL  PRACTICE  GUIDELINE  PANELS 

Mr.  Bonilla:   Since  this  process  is  done  in  a  closed  cind 
private  fashion,  is  not  the  inherent  possibility  of  bias  into  these 
studies,  since  there  is  essentially  no  opportunity  for  outside 
influence  until  the  guidelines  have  been  written? 

Dr.  Gaus:   As  stated  previously,  we  do  not  agree  that  the 
process  is  a  closed  and  private  one.   Steps  taken  to  decrease  the 
chance  of  bias  were  given  in  our  previous  response. 

Mr.  Bonilla:  Is  not  the  very  essence  of  the  FACA  intended  to 
prevent  this  type  of  potential  bias  from  taking  place? 

Dr.  Gaus :   We  believe  the  potential  for  bias  is  very  low,  and 
we  are  continuing  our  efforts  to  improve  the  process  to  further 
minimize  that  risk.   We  do  not  believe  that  placing  the  panels  under 
FACA  would  be  of  help  in  this  regard. 

Mr.  Bonilla:  Since  there  is  a  possibility  of  bias  built  into 
this  process,  does  HCFA  at  any  time  use  the  clinical  guidelines  for 
setting  reimbursement  policy  within  the  Medicare  system? 

Dr.  Gaus:   As  stated  previously,  we  are  confident  the  potential 
for  bias  is  very  low,  and  we  are  continuing  our  efforts  to  improve 
the  process  to  further  minimize  that  risk. 

HCFA  does  not  use  T^CPR- supported  guidelines  for  setting 
reimbursement  policy.   They  have  used  the  guidelines  as  part  of  their 
efforts  to  ensure  that  coverage  policies  and  medical  review 
procedures  are  based  on  state-of-the-art  evaluations  of  the 
effectiveness  of  procedures  and  treatments. 

HCFA- supported  PRO'S  are  using  AHCPR  and  other  guidelines  to 
monitor  and  improve  quality  of  care  in  the  Medicare  Program. 

Mr.  Bonilla:   Do  any  other  government  agencies  such  as  the 
Department  of  Labor  use  the  AHCPR  guidelines  or  clinical  practice 
guidelines  for  their  own  independent  purposes  such  as  the  Federal 
Employee  Compensation  Act? 

Dr.  Gaus:   There  are  no  legislative  requirements  that  Federal 
agencies  use  AHCPR- supported  guidelines.   The  Department  of  Labor  is 
currently  considering  whether  to  test  the  use  of  the  guideline  on 
treatment  of  acute  low  back  pain  in  workers'  compensation 
evaluations . 
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PORTS  AND  CPG  PANELS 


Mr.  Bonilla:   How  are  the  topics  of  future  PORTS  and  CPG  panels 
determined  and  who  has  the  ultimate  decision  on  the  topics  cind  panel 
compositions? 

Dr.  Gaus:   Congress  mandated  that  both  the  PORT  and  guideline 
topic  selection  processes  include  consideration  of  how  common  a 
condition  is;  whether  there  are  clinically  significant  variations  in 
care  delivered  and  outcomes  resulting  from  that  care;  and  whether  the 
proposed  guideline  or  PORT  could  improve  methods  of  prevention, 
diagnosis,  treatment,  or  clinical  management  of  the  condition. 

PORT  applications  are  almost  entirely  investigator-initiated. 
They  then  undergo  peer  review  and  are  rainked  for  quality.   Final 
selection  cind  funding  is  determined  by  the  AHCPR  Administrator. 

Nominations  for  guideline  topics  are  solicited  from  the  public 
and  professional  organizations.   Final  topic  selection,  based  on 
criteria  outlined  by  the  Congress,  is  also  made  by  the  Administrator. 


Mr.  Bonilla:   Is  there  any  interaction  between  the  clinical 
practice  guideline  panels  and  other  government  agencies  such  as  the 
FDA  with  respect  to  the  use  of  the  clinical  practice  guidelines  as 
they  may  influence  FDA  decision-making  processes  with  respect  to  the 
approval  of  new  drugs  amd  devices? 

Dr.  Gaus:   No,  the  guideline  panels  do  not  interact  with  FDA 
decision-making  processes  with  respect  to  the  approval  of  drugs  and 
devices.  Nor  are  the  guidelines  themselves  used  in  the  FDA  decision 
process. 

LOW  BACK  PAIN  PORT 


Mr.  Bonilla:   How  much  was  spent  on  the  Low  Back  Pain  PORT  last 
year?  How  much  this  year?   Could  Congress  take  some  funds  away  from 
the  Back  PORT  study  and  instruct  AHCPR  to  do  a  PORT  that  would  look 
at  outcomes  studies  dealing  with  surgical  solutions  to  low  back  pain? 
Possibly  a  study  similar  to  the  one  being  done  in  Sweden. 

Dr.  Gaus:   Final  obligations  for  the  Back  Pain  PORT  were  made 
in  FY  1993. 

AHCPR  grcints,  including  the  PORT  on  low  back  pain,  are 
investigator- initiated  projects  that  are  awarded  only  to  the  very 
small  percentage  of  applications  that  meet  the  test  of  rigorous  peer 
review.   The  competition  for  funding  is  such  that  only  about  10 
percent  of  approved  applications  can  be  awarded.   Additional  studies 
are  needed  in  this  area,  but  the  research  is  difficult,  aind  not 
always  feasible. 
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AHCPR  is  currently  considering  what  specific  studies  could 
contribute  most  to  improved  quality  and  cost  effectiveness  of  care 
for  low  back  pain.   For  example,  there  are  important  questions  about 
the  role  for  diagnostic  imaging  studies,  which  patients  will  require 
surgery  instead  of  conservative  therapy,  and  whether  newer, 
arthroscopic  methods  are  superior  to  standard  surgical  approaches. 
We  welcome  applications  from  all  eligible  parties. 

The  Swedish  study  that  you  refer  to  is  led  by  Dr.  Alf 
Nachemson,  of  Gothenberg  University,  who  served  on  the  advisory  panel 
for  AHCPR' s  PORT  and  as  a  consultant  to  the  AHCPR  guideline  panel  for 
back  pain. 


BACK  PAIN  GUIDELINE 

Mr.  Bonilla:   I  find  the  back  pain  guidelines  a  little 
impractical.   Do  you  really  think  that  most  Americains  will  sit  around 
the  house  for  six  weeks  while  their  backs  heal? 

Dr.  Gaus:   This  is  not  a  correct  interpretation  of  the 
guideline  which  recommends  that  patients  with  an  acute  low  back 
problem  may  be  more  comfortable  if  they  temporarily  modify  some  work 
activities,  such  as  prolonged  sitting,  heavy  lifting,  and  bending  or 
twisting  the  back.   The  guideline  states  that  the  duration  of  any 
limitations  will  depend  on  the  patient  and  his  or  her  required  job 
tasks.   It  encourages  conservative  treatment,  in  the  absence  of  any 
indication  of  a  severe  problem,  during  the  first  few  weeks.   It  also 
encourages  the  patient  to  be  as  mobile  and  active  as  possible  during 
that  time. 
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RURAL  HEALTH  SERVICES 

Mr.  Dickey:   How  have  the  five  rural  health  services 
demonstrations  improved  the  quality  and  access  of  health  care  in 
rural  areas?   Can  you  provide  specific  exairples  where  improvements 
would  not  have  been  made  without  the  Rural  Health  Centers? 

Dr.  Gaus :   The  goal  of  the  Rural  Managed  Care  Demonstration 
Centers  is  to  demonstrate  ways  to  bring  managed  care  options  to  rural 
areas.   Begun  only  six  months  ago,  they  already  have  made  notable 
progress.    In  each  case,  the  Centers  require  the  development  of 
provider/consumer/academic  coalitions.   In  Farmington,  Maine,  a  new 
entity.  Evergreen  Behavioral  Services,  has  been  formed.   On  the  basis 
of  a  "guarantee"  of  referrals  for  mental  health  services  from  the 
Rural  Center  coalition.  Evergreen  has  recruited  three  new  mental 
health  providers  to  the  area.   In  Washington  County,  Maine,  the 
"Sunrise  Coalition, "  a  health  care  leadership  group,  has  amended  its 
bylaws  to  assure  representation  of  physicians,  and  now  is  considering 
approaches  to  managed  care. 

The  Center  in  West  Virginia  helped  form  the  "Rural  Managed  Care 
Study  Group, "  a  coalition  of  providers,  health  departments, 
hospitals,  rural  employers  and  others,  that  is  developing  ways  to 
assist  state  policy  mcikers  in  improving  access  to  care  in  rural 
areas . 

The  Nebraska/Iowa  Rural  Managed  Care  Demonstration  Center  now 
provides  educational  and  technical  assistance  to  groups  wanting  to 
develop  rural  managed  care  systems.   Their  first  program  provides 
information  on  negotiating  euid  contracting  with  managed  care 
organizations . 

In  Oklahoma,  the  Rural  Mcuiaged  Care  Demonstration  Center 
estciblished  formal  working  relationships  among  the  state's  senior 
health  experts.   The  Center  also  has  begun  working  with  the  state's 
new  agency  that  will  develop  Medicaid  managed  care  under  a  HCFA 
waiver. 

Arizona's  Center  is  attempting  to  esteiblish  a  health  service 
taxing  district  that  can  contract  for  managed  care  in  rural  areas  on 
a  capitated  basis.   The  consortium  for  this  project  has  been 
established. 

NMES  3 


Mr.  Dickey:  Can  you  give  this  subcommittee  a  progress  report 
on  the  National  Medical  Expenditure  Survey  (NMES  3)  and  what  we  cam 
expect  as  a  result  of  your  proposed  240%  increase  in  funding? 

Dr.  Gaus:   NMES  3  requires  five  years  to  complete.   During  the 
initial  two  years  survey  questionnaires  are  designed  and  con^uter 
software  is  developed  to  allow  data  to  be  collected  euid  processed 
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rapidly.   As  the  questionnaires  are  developed,  they  are  tested  in  the 
field  to  determine  whether  people  cein  vmderstand  and  respond  to  what 
is  asked.   Although  the  NMES  3  project  began  in  FY  1994,  the  actual 
survey  of  the  households  to  determine  use  of  services  and 
expenditures  will  not  begin  until  FY  1996.   Our  FY  1996  request 
reflects  this  change  in  activities. 

Therefore,  the  cost  of  NMES  3  in  the  first  two  years  of  funding 
when  the  focus  is  the  design  and  development  are  less  than  the  costs 
of  taking  the  actual  survey  into  the  field.   The  increase  in  funds 
for  NMES  3  for  FY  1996  is  based  on  the  costs  of  carrying  out  the 
field  work  associated  with  the  survey  and  data  collection. 

NMES  has  been  and  remains  the  only  source  of  information  of  how 
persons  and  families  use  and  pay  for  medical  care  in  America. 
Because  of  the  kinds  of  information  collected  in  NMES,  it  is  possible 
to  understand  what  affects  this  use  and  how  changing  some  aspects  of 
the  health  care  system  could  affect  health  programs  and  expenditures. 

Such  information  is  essential  for  developing  health  policy  at 
the  national  and  state  levels.   It  is  also  critical  for  assessing  and 
adjusting  other  data  sets  used  in  planning  and  evaluating  health 
programs.   Most  of  the  analyses  to  understand  the  potential 
implications  of  the  different  health  proposals  introduced  in  the 
103rd  Congress  were  based  on  NMES  2  data  from  1987. 
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RESEARCH  PROJECT  SELECTION  CRITERIA 

Mr.  Stokes:   What  criteria  does  the  agency  use  to  identify, 
target  and  select  its  research  initiatives? 

Dr.  Gaus:   The  AHCPR' s  research  program  is  shaped  by  the 
agency's  mission  and  goals,  as  set  forth  in  its  strategic  plan.   The 
plan  reflects  the  priorities  of  the  Administration  and  the  Congress, 
but  also  the  needs  of  the  agency's  customers,  that  is,  consumers, 
practitioners,  health  care  plcins  and  institutions,  states,  national 
program  managers  cind  policy  makers. 

One  important  source  of  input  is  the  agency' s  National  Advisory 
Council  For  Health  Care  Policy,  Research  and  Evaluation.  The  Council, 
which  provides  advice  and  recommendations  to  the  agency,  is  comprised 
of  individuals  distinguished  in  the  fields  of  health  services 
research,  medicine,  health  professions,  law,  economics,  public  policy 
and  consumer  issues. 

The  agency  also  conducts  expert  meetings  and  conferences 
designed  to  bring  researchers,  policy  makers,  and  health  care 
professionals  together  to  discuss  research  and  information  needs  and 
strategies. 

In  addition,  AHCPR  obtains  considerable  input  from  State  and 
local  health  care  officials,  meinagers,  and  policy  makers  through  its 
User  Liaison  Progrsim,  which  provides  hands-on  technical  assistance 
and  updates  on  current  research  findings  cind  seeks  advice  on  the 
types  of  research  our  users  wauit . 

At  the  program  level,  we  also  solicit  piiblic  comment  and  input 
on  specific  topics,  such  as  clinical  practice  guideline  topics, 
through  public  meetings  and  invitations  for  comments  published  in  the 
Federal  Register. 

Mr.  Stokes:   Would  you  highlight  some  of  the  agency's  major 
research  initiatives  in  the  area  of  minority  health? 

Mr.  Gaus:   AHCPR  is  committed  to  assuring  that  issues  of 
concern  to  minority  populations  are  addressed  by  its  research  agenda 
and  activities  regarding  both  patient  outcomes  research  as  well  as 
the  delivery,  finaincing,  and  orgeinization  of  health  care  services. 
AHCPR' s  major  minority  health  research  initiatives  include  the 
following: 

Medical  Treatment  Effectiveness  Program  (MEDTEP)  Research 
Centers  on  Minority  Populations 

The  MEDTEP  Research  Centers  on  Minority  Populations  Program  is 
AHCPR' s  largest  single  activity  in  minority  health.   AHCPR  has 
cooperative  agreements  with  eleven  universities  and  medical 
institutions  to  support  centers  that  study  the  effectiveness  of 
medical  treatment  for  racial  auid  ethnic  minority  populations.   These 
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MEDTEP  Research  Centers  focus  on:   seeking  ways  to  improve  the 
effectiveness  of  medical  diagnosis  and  treatment;  providing  technical 
assistance;  Training  new  researchers;  and,  disseminating  information 
to  help  both  minority  patients  and  their  health  care  providers.   The 
program's  principal  objective  is  to  increase  the  capacity  for  patient 
outcomes  cind  medical  effectiveness  research  among  minority  health 
care  providers  and  health  services  researchers.   Each  center  conducts 
research  on  specific  medical  conditions  of  selected  racial  and  ethnic 
minority  populations. 

Historically  Black  Colleges  and  Universities  (HBCUs) 

The  President's  Executive  Order  12876  directs  each  executive 
department  and  agency  to  strengthen  the  capacity  of  HBCUs  to  provide 
quality  education  and  to  increase  opportunities  to  participate  in 
Federal  programs.   On  an  annual  basis,  AHCPR  develops  a  plein  which 
addresses  ways  to  enhance  the  participation  of  HBCUs  in  its  health 
services  research  programs  and  activities.   Currently,  two  of  AHCPR' s 
eleven  MEDTEP  Research  Centers  are  HBCUs .   Both  the  Morehouse  School 
of  Medicine  and  Meharry  Medical  College  successfully  competed  for 
funding  of  MEDTEP  Centers.   These  two  centers  receive  the  majority  of 
funds  for  the  HBCU  initiative.   AHCPR  is  committed  to  fulfilling  the 
goals  of  the  President's  Executive  Order  on  HBCUs. 

AHCPR' s  Minority  Supplement  Program 

AHCPR' s  Minority  Supplement  Program  provides  research 
opportunities  for  minority  investigators  to  train  with  experienced 
health  services  researchers  who  have  received  AHCPR  grant  awards.   In 
FY  1993,  supplemental  funds  supported  14  minority  investigators  and 
in  FY  1994,  supplemental  funds  supported  15  minority  researchers. 
AHCPR  intends  to  continue  its  use  of  the  minority  supplement  program 
to  increase  the,  community  of  minority  health  services  researchers. 


NATIONAL  MEDICAL  EXPENDITURES  SURVEY 

Mr.  Stokes:   The  agency's  budget  includes  funds  to  fully 
support  the  National  Medical  Expenditures  Survey.   How  is  the  report 
primarily  used  and  who  are  its  primary  users? 

Dr.  Gaus:   The  National  Medical  Expenditure  Survey  (NMES) 
provides  the  basic  information  for  estimating  the  effects  of  various 
changes  to  the  national  health  care  system.    More  specifically  NMES 
is  used  for  estimating  expenditures,  pricing  schemes,  insursuice 
market  reform,  and  federal  health  program  management. 

NMES  is  used  by  the  Department  of  Health  and  Human  Services, 
the  Health  Care  Financing  Administration,  the  Office  of  Management 
and  Budget,  the  Departments  of  Treasury  and  Labor,  the  Congressional 
Budget  Office  and  the  Department  of  Veterans  Affairs.   NMES  also  is 
used  to  create  the  National  Health  Accounts,  used  in  the  GDP. 
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NMES  is  used  at  the  state  level  in  their  health  reform  efforts 
for  information  on  behavior  by  income  categories  and  to  assist  state 
policy  makers  to  develop  proposals. 

The  private  sector  also  uses  NMES  frequently.   Users  include 
Lewin  VHI,  Urban  Institute,  Coopers  &  Lybrand,  Price  Waterhouse  and 
academic  researchers. 

Since  1991,  over  185  NMES  public  use  files  have  been  made 
available  to  researchers  outside  the  Federal  government. 


MINORITY  HEALTH  STRATEGIC  PLAN 

Mr.  Stokes:  Would  you  highlight  the  major  focus  of  the 
agency' s  minority  health  strategic  plan?  Who  are  the  primary 
intended  users  of  the  plan? 

Dr.  Gaus :   The  Minority  Health  Program  (MHP)  of  the  Agency  for 
Health  Care  Policy  and  Research  is  charged  with  enhancing  the 
representation  of  racial  cind  ethnic  minority  populations  in 
activities  of  the  Agency,  and  assuring  that  issues  of  concern  to 
minority  populations  are  addressed  by  AHCPR. 

The  plan  identifies  several  initiatives  on  the  organization, 
financing  and  delivery  of  health  care  services  in  which  the  AHCPR  can 
become  involved  in  order  to  accomplish  its  purpose  regarding  minority 
populations.   The  focus  areas  of  the  minority  health  strategic  plan 
are  to:   support  projects  in  minority  health  services  research  and 
policy;  train  minority  health  services  researchers;  enhance 
racial/ethnic  diversity  in  agency  activities;  and  disseminate 
research  findings  to  minority  consumers  and  professional  health 
organizations . 

The  strategic  plan  will  be  used  by  AHCPR  staff  to  accomplish 
the  agency's  objectives  in  health  services  research  for  minority 
populations.   Through  implementation  of  the  plan,  AHCPR  expects  to 
increase  the  number  of  minority  investigators,  generate  new  knowledge 
regarding  minority  health  services  research,  and  broadly  disseminate 
health  materials  to  minority  communities.   In  addition,  the 
information  developed  by  the  plan  will  be  used  by  investigators  and 
trainees,  policy-makers,  health  care  providers,  and  professional  and 
consumer  organizations  to  improve  the  health  status  and  health  care 
of  minority  populations. 

EMPLOYMENT 

Mr.  Stokes:   With  respect  to  your  agency,  specifically,  what 
has  been  the  impact  of  affirmative  action  on  employment  opportunities 
for  minorities  cuid  women? 

Dr.  Gaus:   Since  the  agency  was  created  in  FY  1990,  AHCPR  has 
made  consideraible  progress  on  employment  opportunities  for  women  and 
minorities. 
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From  1990  to  1994,  employment  for  women  has  increased  by  37 
percent  (an  additional  56  employees)  and  minority  employment  has 
doubled  in  size.   More  specifically,  African  American  employment  has 
increased  by  94  percent  (an  additional  15  employees) ,  Asian 
employment  has  tripled  in  size  (an  increase  of  two  employees) ,  and 
Hispanic  employment  has  increased  by  300  percent  (an  additional  three 
employees) . 

Mr.  Stokes:   Specifically,  what  has  been  the  impact  of 
affirmative  action  on  the  preparation  of  minorities  and  women  for 
career  advancement  in  AHCPR? 

Dr.  Gaus :   From  1990  to  1994,  employment  for  women  and 
minorities  in  the  senior  level  has  increased  significantly.   To 
illustrate  our  progress  objectively  our  results  are  aggregated  by 
minorities  and  non-minority  females.   During  this  four  year  period 
both  the  non-minority  females  and  minorities  have  more  than  doubled 
in  size,  (an  increase  of  42  additional  senior  level  staff) .   At  the 
senior  level  African  Americans  have  more  than  doubled  in  size  (an 
increase  of  four  additional  employees) ,  Asians  have  increased  by  2 
employees,  and  a  senior  level  Hispanic  was  hired. 

At  the  entry  and  mid  level  a  number  of  developmental  programs 
have  been  instituted  to  advance  employees'  careers  and  to  expose 
potential  career  employees  to  our  Agency.   Some  of  the  developmental 
programs  used  to  date  include  Stay-in-School  Program,  Summer 
Employment  Programs,  and  Unpaid  Workers  Program.   The  two  programs 
used  most  successfully  for  advancing  internal  staff  are  the  Career 
Opportunities  Training  Agreements  (COTA)  and  the  United  States  Office 
of  Personnel  Management  (USOPM)  Women's  Management  Intern  Program 
(WMIP) .   These  programs  to  date  have,  almost  exclusively,  benefitted 
AHCPR' s  women  and  minorities.   The  employees  in  the  COTAs  have  been 
promoted  in  accordance  with  their  established  agreements,  with  the 
majority  of  the  staff  advancing  from  clerical  occupations  into 
administrative  occupations.   In  addition,  two  women  participated  in 
the  WMIP,  one  a  minority  who  has  subsequently  been  promoted  out  of  a 
clerical  occupations  into  a  mid  level  administrative  occupation. 
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JUSTIFICATION  OF  THE  BUDGET  ESTIMATES 

DEPARTMENT  OF  HEALTH  AND  BUHAN  SERVICES 

Ageacy  for  Health  Care  Policy  and  Research 

Health  Care  Policy  and  Research 


PY  1996  Budget  ZflSS 
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4 
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Committee  reports 
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Authorizing  legislation 
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Justification: 
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B.  Research  on  Health  Care  Costs,  Quality  and  Access 32 

C.  National  Medical  Expenditure  Survey  (NMES  3) 44 


D.  Medical  Treatment  Effectiveness  Program "•= 

E.  Program  Support 

F.  Detail  of  Full-Time  Equivalent  Employment 62 
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Agency  for  Health  Care  Policy  and  Research 
Health  Care  Policy  and  Research 
For  carrying  out  titles  III  and  IX  of  the  Public  Health 
Service  Act,  and  part  A  of  title  XI  of  the  Social  Security  Act, 
[$138,541,000]  $142.424.000   together  with  not  to  exceed 
$5,796,000   to  be  transferred  from  the  Federal  Hospital  Insurance 
and  the  Federal  Supplementary  Medical  Insurance  Trust  Funds,  as 
authorized  by  sections  1142  and  201 (g)  of  the  Social  Security 
Act;  in  addition,  amounts  received  from  Freedom  of  Information 
Act  fees,  reimbursable  and  interagency  agreements,  and  the  sale 
of  data  tapes  shall  be  credited  to  this  appropriation  and  shall 
remain  available  until  expended  [ :  Provided ,   That  the  amount  made 
available  pursuant  to  section  926(b)  of  the  Public  Health  Service 
Act  shall  not  exceed  $13,202,000];  and  in  addition.    $45.264.000 
from  amounts  available  pursuant  to  section  241  of  the  Public 
Health  Service  Act,    to  be  transferred  and  credited  to  this 
appropriation  for  authorized  purposes  under  this  heading. 
(Department  of  Health  and  Human  Services  Appropriations  Act, 
1994.) 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SEFMCES 

AGENCY  FOR  HEALTH  CARE  POUCY  AND  RESEARCH 

HEALTH  CARE  POUCY  AND  RESEARCH 


Anwunts  Available  for  ObHoatlon  1/ 


1994 
Actual 

Appropriation: 

Annual „ „ „ $135,409,000 

Reductions  pursuant  to  Pi_  103-333  

Subtotal,  adjusted  appropriatloa 135,409,000 

Receipts  end  relmtxirsefnents  from: 

Medicare  Tnjst  Funds 5.785,000 

Subtotal,  adjusted  appropriatloa 5,785,000 

Federal  funds  pursuant  to 

TTtie  IX  of  P.L  102-410, 

(Section  926(b)  PHS  Act) 

CQA. 13,201,000 

NMES3 0 

MEDTEP g. 

Subtotal,  adjusted  appropriation 13.201 ,000 

Unobligated  Balance  Lapsing (7,0001 

Total  obligations 154.388,000 


1995 
Appropriation 

1996 
Estimate 

$138,642,000 

$142,424,000 

(101.000) 



138.541.000 

142.424,000 

5.796,000 
5.796,000 


5.796.000 
5.796.000 


13518,000 

5,08^000 

0 

13,202,000 
26,082,000 
6,000,000 

18,300,000 

45,284.000 

—  _— . 

-.— .» 

162,637,000 

193.504.000 

FY94:  $8,896,000  ($3,734,000  estimate  for  NRSAs&SS.1 62.000  estimate  for  other  reimbursements). 
FY95:  $8,896,000  ($3,734,000  estimate  for  NRSAS&  $5,1 62000  estimate  for  other  reimbursements). 
FY96:  $8396,000  ($3,734,000  estimate  for  NRSAS&  $5.1 62.000  estimate  for  other  reimtMjrsements). 
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Agency  for  Health  Care  Policy  and  Research 

1996Congressional  Justification 

Summary  by  Mechanism 

(Dollars  in  Thousands) 


LARGE  GRANTS 

Non-Competing 

New  &  Competing 

Supplemental 

TOTAL,  LARGE  GRANTS. 

SMALL  GRANTS 

Non-Competing 

New  &  Competing 

Supplemental 

TOTAL.  SMALL  GRANTS. 


DISSERTATIONS 

Non-Competing 

New  &  Competing 

Supplemental 

TOTAL.  DISSERTATIONS. 


Non-Competing 

New  &  Competing 

Supplemental 

SUBTOTAL.  RESEARCH. 


TRAINING  GRANTS 

Non-Competing 

New  &  Competing 

Supplemental 

TOTAL.  TRAINING  GRANTS 


Non-Competing 

New  &  Competing 

Supplemental 

TOTAL  ALL  GRANTS. 


CONTRACTS/IAAs 

RESEARCH  MANAGEMENT. 
TOTAL.  AHCPR 


1994  Actual 


105 

62 

0 


167 


1 

17 

0 


18 


1 

22 

0 


23 

107 

101 

0 
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107 

107 

0 


214 


97 


S 


$41,891 

27,767 

1,552 


71.210 


31 

1.267 

0 


1.298 


10 
439 

0^ 

449 


41,932 

29,473 

1,552 


72,957 


0 
577 

0^ 

577 


41.932 

30.050 

1.552 


73.534 

48.736 

32.118 

S154.388  1/ 


1995  Estimate 


110 

57 

0 


167 


0 

14 

0 


14 


0 

26 

0 


26 

110 

97 

0 


207 


11 

116 

102 

0 


218 


97 


$50,469 

20,949 

700 


72.118 


0 

1,000 

0 


1,000 


0 

500 

0 


500 

50,469 

22.449 

700 


73,618 


1,042 

500 

0 


1,542 

51.511 

22,949 

700 


75,160 

53,449 

34.028 

»1 62.637 


1996  Estimate 


113  $57,207 

42  18,621 

0  65 


155 


0 

14 

0 


14 


0 

25 

0 


25 

113 

81 

0 


194 


10 
S 
0 


15 

123 

86 

0 
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87 


75.893 


0 

1,000 

0 


1.000 


0 

500 

0 


500 

57,207 

20,121 

65 


77,393 


1,464 

500 

0 


1,964 

58.671 

20,621 

65 


79.357 

77.868 

36.279 

^193  504 


1/  Reflects  actual  obligations. 
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Detail  of  Program  Funding  Sources 

AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 
($'s  in  Thousands) 


FY  1994  Actual 

Research  on  Health  Care 

Costs.  Quality  &  Access. 

HIV/AIDS  (non-add) 

NMES 3 

MEDTEP 

Program  Support 

Total 

FTEs 

(HIV/AIDS) 


FY  1995  Appropriation 
Research  on  Health  Care 

Costs,  Quality  &  Access. 

HIV/AIDS  (non-add) 

NMES 3 

MEDTEP 

Program  Support 

Total 

FTEs 

(HIV/AIDS) 

FY  1996  Estimate 

Research  on  Health  Care 

Costs.  Quality  &  Access.. 

HIV/AIDS  (non-add) 

NMES 3 

MEDTEP 

Program  Support 

Total 

FTEs 

(HIV/AIDS) 


BA 

Trust 
Funds 

(— ) 
5.786 

1%Evaluation  Funds 
NMES  2/PSP            Other 

13.204             

(— )           (— ) 

Total 

47.436 
(10.624) 
10.000 

80.640 
(10,624) 
10.000 
81.328 
2,431 

75.542 

2.431 

135.409 

5,786 

Trust 
Funds 

(___) 
5.796 

13.204               

1%Evaluation  Funds 
NMES  2/PSP             Other 

13.218                     0 

(— )           (— ) 
5.082 

154.399 
267 

267 

(10) 
BA 

(10) 
Total 

50.559 

(10.585) 

9.918 

63.777 
(10.585) 
15.000 
81.436 
2.424 

75.640 
2.424 

138  541 

5.796 

Tnjst 
Funds 

(___) 
5.796 

13.218              5.082 

1  %Evaluation  Funds 
NMES  2/PSP             Other 

13.202             

(___)           (___) 

26.082 

6.000 

162,637 
271 

271 

(10) 
BA 

(10) 
Total 

53.515 

(11.079) 

9,918 

66.717 
(11.079) 
36.000 
88.364 
2.423 

76,568 
2,423 

142  424 

5.796 

13.202 

32.082 

193.504 

268 
(10) 

268 

(10) 

-5- 
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SOMiaUtT  OF  CHANGES 


1995  Appropriation. 
(Obligations) 

1996  Estimate 

(Obligations).... 

Het  change 

(Obligations) 


$138,541,000 
(162,637,000) 


142,424,000 
(193,504,000) 


+3,883,000 
(■t-30,867,000) 


1995  Current 

Eetimate  Base 

Pos .    Budget 

tFTEl   Authority 


Increases 1 
A.  Built-ini 

1.  Within  grade  Increases 

2.  Annuallzatlon  of  1995  pay  raise.. 

3.  PHs  Service  and  Supply  Fund 

5 .   Rental  payments  to  GSA 

7 .  One-More  Day  of  Pay 

8.  January  1996  Pay  Raise  2.4%... 
10.  Inflation  coats  on  other  objects 


Subtotal,  Built-in. 


13,832,000 
(22,524,000) 


13,832,000 
(22,524,000) 


1,350,000 
(1,628,000) 


2,225,000 
(2,583,000) 


13,832,000 
(22,524,000) 


13,832,000 
(22,524,000) 


( ) 


Change  from  Base 
Pos .    Budget 
(FTE>   Authority 


*313,000 
(••-313,000) 


4-158,000 
(■i-158,000) 


■•-48,000 
(••-48,000) 


•^65,000 
(•f65,000) 


•f  87, 000 
(♦87,000) 


*   44,000 
(■f376,000) 


•f4, 041, 000 
(•♦4,191,000) 


••-4,756,000 
(•♦5,238,000) 


-6- 
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B.  Program 

1.  Reaaarch  on  Health  Cars  Costa, 

Quality  and  Acceaa 141  50.559,000 

(141)  (63,777,000) 

2.  National  Hedlcal  Expenditure 

Survey  (NMES  3) —  9,918,000 

(  — )  (15,000,000) 

3.  Medical  Treatment  Effectiveneaa..    89  81,436,000 

(89)  (81,436,000) 

Total,  Program  Increaaes 


•f2, 956, 000 
(  — )   (■f2, 956, 000) 


( — )  (■•■21,000,000) 

■f   944,000 
izzl      ^■»6.944.000> 
■►3, 900, 000 
( — )  (■f  30, 900, 000) 


1995  Current 

Estimate  Base Change  from  Base 

PoB.     Budget         Pos.       Budget 

fFTE>   Authority  (FTE)     Authority 

Decreaaeat 

A.  Built-in 

1.   FTS 124,000      

(124,000)     ( ) 

B.  Program 

1.   Research  on  Health  Care  Costs, 
Quality  and  Access 
Absorption  of  built-in  increases, 

and  reduction  of  FTEs 141    50,559,000 

(141)   (63,777,000)       (-2) 

2.  Medical  Treatment  Effectiveness 
Absorption  of  built-in  increases 
and  reduction  of  FTEs 89    81,436,000 

(89)   (81,436,000)       (-1) 

3.  Program  Support 
Absorption  of  built  in  increases..   41   2,424,000 

(41)  (2,424,000)        (  — 1 

Total ,  Decreases 

(-3) 

Net  change.  Budget  Authority 

Net  change.  Obligations (-3) 


-16,000 
(-16,000) 


-2,530,000 
(-2,786,000) 


-2,226,000 
(-2,468,000) 


-1,000 

<      -1.0001 


-4,773,000 
(-5,271,000) 


■f3, 883, 000 
(■^30,867,000) 
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Budget  Authority  by  ActMty 
(Dollars  In  thousands) 


1.  Research  on  HeaHh  Care  Costa, 

QuaOly  and  Access  BA. 

SoorableBA. 

1%  Evaluatkx).„ 

TaM  Operational  Level 

2.  National  Medical  Expenditure 

Suivey  (NMES  3)  BA. 

SoorableBA. 

1%  Evaluation 

Total  Operational  Level 

3.  Medical  Treatment 

EOediveness  Program  BA. 

SoorableBA. 

1%  Evaluation 

Total  Operational  Level 

4.  Piogran)  Support  BA. 

Total.  Budget  Authority 

Total  Scorable  Budget 
Authority 

Total  1%  Evaluation 

Total  Operations  1/ 

Investment  Initiative 


1994 
Actual 

1995 
AoDTODriation 
FTE            Amount 

1996 
Estimate 

FTE         Amount 

EH 

Amount 

141              $47,436 

(47.436) 

113.204] 

60.640 

141               $50,559 
(59.559) 
(135181 
63.777 

139 

$53,515 
(53,515) 
113,2021 
66,717 

$10,000 

(10.000) 
I 1 

S9.918 

(9.918) 
[5,0821 
15.000 



9318 

(9318) 

[26,083 

10.000 

36,000 

86                $75,542 
(81.326) 

r 1 

89                $75,640 
(81.436) 
r 1 

88 

$76,568 
(82,364) 
[6,000] 

81.328 

81,436 

88,364 

40                    2.431 

42                   2,424 

41 

2,423 

267                135,409 

271                138,541 

268 

142,424 

(141.195) 

(144.337) 

(148,220) 

( 13.204) 

[  18.300] 

[45,284] 

154,399 

16^637 

193,504 





( ) 

(30,900) 

1L 


Excludes  the  following  amounts  for  reimbursements: 


FV94 
FY95: 
FY96: 


$8,896,000  ($3,734,000  estimate  tor  NRSAs  &  $5,162,000  estimate  for  other  reimbursements). 
$8,896,000  ($3,734,000  estimate  for  NRSAs  &  $5,162,000  estimate  for  other  reimbursements). 
$8,896,000    ($3,734,000  estimate  for  NRSAs  &  $5,162,000  estimate  for  ottier  reimbursements). 
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Budget  Authority  by  Object 


1995 
Appropitatlon 


1996 
Estimate 


Full-time  equivalent  employmenL.. 
Full-time  equltmlent  of 

overtime  and  holiday  hours 

Average  SES  salary _ 

Average  QS/QM  grade 

Average  GS/QM  salary 


$114,754 

11/3 

$38,586 

$117,508 

11/3 

$39,512 

♦$  2.754 
■¥$    926 

$9,839,000 
(13.363.000) 

$10,34a000 
(14,539,000) 

$-('503,000 
(•»^  1.1 76.000) 

717,000 
(3,465,000) 

682.000 
(3.632.000) 

-35,000 
(■(- 167,000) 

303,000 

(499,000) 

10,859.000 

(17,327.000) 

341,000 

(529,000) 

11,365,000 

(18,700,000) 

-t- 38,000 

(+30,000) 

+  506,000 

(+1,373,000) 

2.973.000 
(5,197,000) 

3,069,000 
(5,S24,00<9 

+  96,000 
(+327,000) 

391,000 
(551.000) 

391,000 
(567,000) 

(+16,000) 

10,000 
(22,000) 

10,000 
(23,000) 

(+  1,000) 

2,225.000 
(2,583,000) 

2,590,000 
(2,648,000) 

+365,000 
(+65,000) 

15.000 
(15.000) 

15,000 
(15,000) 

(— ) 

600.000 
(909,000) 

600,000 
(926,000) 

(+17,000) 

1,650.000 
(1.700.000) 

1,650.000 
(1.749,000) 

(+49,000) 

3,313.000 
(4.857,000) 

3,313.000 
(5.207.000) 

(+350.000) 

5,100.000 
(6,500,000) 

5.100.000 
(6,500.000) 

(— ) 

35,441,000 
(46.949,000) 

38,441.000 
(71,384.000) 

+  3,000,000 
(+24,435,000) 

Personnel  compensation: 
Full-Ume  permanent 


Other  than  full-time  permanent.. 


Other  personnel  compensation.. 
Total  personnel  compensation.. 


Personnel  benefits. _ 

Travel  and  transportation  of  persons... 


Transportation  of  things.... 

Rent,  communications,  and  utmtles: 
Rental  payments  to  QSA. 


Rental  payments  to  others.. 


Communications,  utilities,  and 
miscellaneous  charges 


Printing  and  reproductloa.. 


Other  sendees.. 


Interagency  Agreements.. 

Project  contracts _ 

Consultants. - 


(— ) 


(___) 


( ) 
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Budget  Authority  bv  Object 


Supplies  and  materials.... 

Equipment. 

Grants,  sulfides,  and  contributions... 

Interest 

Total  budget  authority 

Total,  obligations 

Investment  Inltiatlva 


1995 
Appropriation 

1996 
Estimate 

or 
Decrease 

270,000 
(283,000) 

270,000 
(302,000) 

(+19,000) 

534,000 
(584,000) 

552,000 
(602,000) 

•f  18.000 
(+18,000) 

75,160,000 
(75,160,000) 

75,058,000 
(79,357.000) 

-102,000 
(+4,197,000) 

(___) 

(___) 

( ) 

138,541,000 
(162.637,000) 

142.424,000 
(193,504,000) 

+  3,883,000 
(+30,867,000) 

(— ) 

(-— ) 

+  3.900,000 
(+30,900,000) 

-10- 
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AGENCY  FOR  HEALTH  CARE  POLICY  &  RESEARCH 

ADMINISTRATIVE  COSTS 
(Budget  Authority) 

1995 

Current  1996 

Estimate  Estimate                 Change 

'prCZS^i.l) S9.839.000  S10.228.000                .389.000 

Other  than  Full-Tlme  Permanent  (11 .3) 717.000  796.000               +79.000 

Other  Personnnel  Compensation  (11. 5) 303.000     3^1.000     +38£00 

Subtotal.  Personnel  Compensation  (11 .9) 10.859.000  11.365.000              +506.000 

Civilian  Personnel  Benefits  (lit) 2.973.000  3.069.000                 +96.000 

Benefits  to  Fonner  Personnel  (13.0) zn^     ZHS^    ZZ^ 

Subtotal.  Pay  Costs 13.832.000  14.434.000              +602.000 


Travel  (21.0).. 


391.000  391.000 


Transportation  of  Things  (22.0) 10.000  ^0.000 

Rental  Payments  to  Others  (23.2) 15,000  15.000 

Communications.  Utilities  and 

Miscellaneous  Charges  (23.3) 600.000  600.000 

Printing  and  Reproduction  (24.0) 1.650.000               1.650.000                      

Consulting  Services  (25.1) 

Other  Services  (25.2) 3.313.000  3.313.000 

Supplies  and  Materials  (26.0) 270.000     270.000     zm 

Subtotal.  Non-Pay  Costs 6.249.000      6.249.000      ^^^ 

TOTAL $20.081 .000  $20,683,000               +602.000 
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SIGNIFICANT  ITEMS  IN  APPROPRIATION  COMMITTEE  REPORTS 
FY  1995 


Itema 

1995  Senate  Report 

Bleetronle  Medical  Reeorda  SyatemB 

1.     SEWATB  (Rpt.  103-318)  p.  131 
The  Cononlttee  believes  AHCPR 
■hould  give  priority  to  devel- 
oping prototype  electronic 
patient  medical  records  sys- 
tems and  examining  the  appli- 
cability and  adaptability  of 
these  systems  in  diverse  set- 
tings, including  rural  and 
other  under served  areas.   Such 
systems  would  improve  the 
quality  and  reduce  the  cost  of 
medical  care,  especially  when 
associated  with  fiber  optic- 
based  communications  networks. 


Action  Taken  or  to  be  Taken 


AHCPR  is  presently  collaborating 
with  the  National  Library  of 
Medicine  in  sponsoring  a  cooperative 
agreement  program  of  applied 
research  relevant  to  an  electronic 
medical  record.   AHCPR  is  directly 
supporting  3  of  the  8  projects 
funded  to  date  including  efforts:  at 
the  Regenstrief  Clinic  to  develop 
standards  for  electronic  exchange  of 
health  information;  at  Beth  Israel 
in  Boston  to  extend  the  outpatient 
medical  record  throughout  the  entire 
medical  center  enterprise  with  the 
goal  of  eliminating  paper  records; 
and  at  the  Mayo  Foundation  in 
conjunction  with  Kaiser  Permanente 
concentrating  on  the  development  and 
testing  of  a  standard  clinical 
vocabulary  that  would  be  the  basis 
for  an  inter-institutional  patient 
record  system. 

In  addition,  AHCPR  has  been  involved 
in  the  development  of  the  Community 
Services  Network  Project  in 
partnership  with  OASH  and  several 
other  Federal  and  private  agencies. 
In  its  original  form,  the  network 
was  slated  to  use  fiber-optics; 
however,  cost  constraints  dictated 
that  more  conventional 
telecommunications  media  be  used. 

In  the  area  of  rural  health  care, 
AHCPR  is  supporting  a  contract 
delivery  order  to  develop  health 
care  information  and  communications 
systems  policy  options  for  state 
governments  to  consider  for 
increasing  access  to,  and  improving 
the  outcomes  and  effectiveness  of, 
basic  health  services  in  rural 
areas.   This  work  will  review  and 
synthesize  the  relevant  research 
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Ttema 


Action  Taken  or  to  be  Taken 


literature  on  the  cost, 
effectiveness,  appropriateness  and 
quality  (i.e.,  effect  on  outcomes) 
of  information  technology  used  for 
health  care  services  delivery  by 
various  types  and  categories  of 
health  care  providers,  with  special 
emphasis  on  rural  areas. 

AHCPR  continues  to  foster  research 
efforts  which  support  the 
integration  of  guidelines,  decision 
aids,  expert  systems,  reminder 
systems,  and  information/knowledge 
dissemination  strategies  into  the 
overall  system  with  provisions  for 
multiple  purpose  access  (including 
access  from  remote  sites),  data 
security,  protection  of  privacy  and 
confidentiality  as  well  as  research 
into  behavioral  and  system  interface 
issues  relating  to  user  acceptance. 
Research  will  also  be  encouraged 
which  develops  databases  for 
purposes  relating  to  patient  care 
such  as  pooled  data  that  provide 
details  of  population-based  clinical 
experience  and  data  that  assess  and 
validate  the  usage  of  accepted, 
emerging,  and  experimental 
technologies.   Issues  of  quality 
monitoring  and  assessment  will  also 
be  greatly  facilitated  through 
development  of  automated  information 
systems. 


Advance  Medical  Directive 


SENATE  fRpt.  103-318>  P.  132 
The  Committee  is  concerned 
that  the  objectives  of  the 
Patient  Self-Determination  Act 
of  1990  enacted  as  part  of 
Public  Law  101-508  have  not 
been  met.  Nearly  4  years  after 
the  passage  of  this  act,  less 
than  20  percent  of  the  general 


AHCPR  will  develop  a  targeted  solic- 
itation for  one  or  more  grants  to 
develop  pilot  testing  of  methods  to 
improve  completion  of  advance  direc- 
tives documentation.   This  solicita- 
tion will  build  on  research  on  ad- 
vance directives  in  progress;  grant- 
ee (s)  will  be  required  to  demon- 
strate an  organization  that  has  a 


-13- 


218 


SIGNIFICANT  ITEMS  IN  APPROPRIATION  COMMITTEE  REPORTS 
FY  1995 


Itema 
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ptibllc  has  completed  an  ad- 
vance medical  directive. 
Today's  medical  technology  has 
greatly  expanded  our  ability 
to  prolong  life.   Patients  and 
their  families  are  increasing- 
ly faced  with  decisions  as  to 
whether,  based  on  a  patients 
prognosis,  life-sustaining 
medical  treatment  should  be 
continued  or  withdrawn.   In 
many  cases,  the  patient  is  too 
ill  to  make  this  decision,  and 
in  most  instances  no  instruc- 
tions to  aid  their  physicians 
or  family  in  reaching  these 
important  decisions  have  been 
left.   AHCPR  can  play  a  criti- 
cal role  in  fulfilling  the 
objectives  of  Public  Law  101- 
508. 


strong  community  orientation,  an 
established  record  of  education 
innovations  for  adult  learning  and 
community  involvement,  and  a  strong 
relationship  with  an  appropriate 
academic  institution.   AHCPR  expects 
to  make  an  award  in  FY  1995  based  on 
this  solicitation. 


The  Committee  believes  a  pilot 
project  to  assess  the  effec- 
tiveness of  a  community  fo- 
cused, home-based  approach  to 
encouraging  the  thoughtful 
consideration  and  completion 
of  advanced  medical  directives 
should  be  initiated  in  four 
geographic  and  ethnically 
diverse  locations. 

The  Committee  believes  this 
approach  will  ease  the  many 
motivational  and  procedural 
barriers  to  completing  an 
appropriate  living  will  or 
health  care  power  of  attorney. 

Therefore,  the  Committee 
directs  AHCPR  to  Initiate  a 
study  and  develop  pilot 
testing  of  methods  to  Improve 
completion  of  bona  fide 
advance  directives 
documentation  and  has  provided 
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Itema 


Action  Taken  or  to  be  Taken 


up  to  $700,000,  over  a  2-year 
period,  to  conduct  this  ctudy. 
This  program  should  be 
administered  by  an  integrated 
organization  with  a  strong 
local  presence  and  a 
demonstrated  record  of 
education  innovations  for 
adult  learning  and  community 
involvement.   The  organization 
should  affiliate  with  an 
academic  institution  with 
experience  in  this  area. 

Native  American  Research 

3.     SENATE  (Rpt.  103-318^  p.  132 

The  Committee  understands  that 
AHCPR  is  prepared  to  analyze 
the  national  survey  of 
American  Indian  and  Alaska 
Native  [SAIAN]  data  and 
directs  the  AHCPR  to  complete 
this  analysis  responding  to 
the  needs  of  the  Indian  Health 
Service  and  native  American 
communities. 


AHCPR  has  produced  nine  different 
public  use  data  tapes  containing 
information  on  the  American  Indian 
and  Alaska  native  population  that 
was  collected  as  part  of  the 
National  Medical  Expenditure  Survey 
(NMES-2).   These  tapes  contain 
information  on  all  personal  and 
family  health  care  expenditures 
during  the  course  of  calendar  year 
1987,  as  well  as  information  about 
the  source  of  care,  insurance 
coverage,  health  status,  and  the 
characteristics  of  the  sample  of 
feunilies  included  in  the  survey. 

The  Indian  Health  Service  was 
provided  with  early  versions  of 
these  tapes  to  facilitate  program 
research.   All  of  the  tapes  are 
available  to  the  general  research 
community.   AHCPR  has  also  conducted 
studies  on  such  issues  as  the  health 
status,  private  health  insurance 
coverage,  and  preventive  care  of  the 
Indian  population  at  the  request  of 
the  Department  of  HHS,  the  Indian 
Health  Service,  and  OMB.   These 
studies  have  been  used  in  the 
evaluation  of  the  health  care 
available  to  the  Indian  populations 
and  for  planning  and  budgeting. 
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Multidiaelpltnarv  EmphaaiB 


SENATE  (Rpt.  103-318)  p.  133 

The  Conmittee  has  noted  the 
attempt  of  the  AHCPR  to  be 
Inclusive  of  a  broad  range  of 
health  care  professionals  in 
the  development  of  clinical 
practice  guidelines.   The 
Committee  encourages  AHCPR  to 
continue  to  utilize  this 
multidisciplinary  approach  to 
the  development  of  clinical 
practice  guidelines  and  in  all 
endeavors  of  the  Agency 
including  the  filling  of  AHCPR 
leadership  position  vacancies. 
The  Committee  would  be 
particularly  interested  in  the 
expansion  of  the  research 
portfolio  dedicated  to  primary 
care  delivery  by  the  inclusion 
of  nursing  and  multi- 
disciplinary  primary  care 
research.   Additionally,  the 
Committee  is  concerned  by  the 
lack  of  multidisciplinary 
research  noted  in  the  MEDTEP 
Program.   The  Committee  is 
interested  in  the  inclusion  of 
nurses  on  study  teams  and  the 
expansion  of  the  study  team 
the  research  to  biobehavioral 
topics  in  addition  to  the 
biomedical  research  as  well  as 
the  issue  of  nonphysician 
prescription  authority. 

The  Committee  encourages  AHCPR 
to  develop,  in  collaboration 
with  leaders  in  the  social 
work  profession,  specific 
research  training  initiatives 
to  increase  the  number  of 
social  workers  prepared  to 
conduct  research  on  social 
%«ork  health  services. 


AHCPR  continues  to  emphasize 
multidisciplinary  collaboration  In 
the  development  of  clinical  practice 
guidelines.   Numerous  efforts  have 
been  aimed  at  enhancing  nursing 
awareness  and  participation  in 
AHCPR 's  research.   We  have  viorked 
collaboratively  with  the  American 
Nurses  Association  to  sponsor  a 
technical  assistance  and  peer  review 
session  for  prospective  applicants. 
The  attendees  were  selected  based  on 
the  appropriateness  of  their 
proposed  research  and  their  ability 
to  provide  a  complete  draft  proposal 
for  peer  review.   AHCPR  staff  made 
formal  presentations  at  several 
national  meetings  to  encourage 
nurses  to  participate  in  the 
Agency's  work,  for  example,  the 
National  Nursing  Research 
Roundtable,  the  Western  Institute  of 
Nursing,  and  the  American  Colleges 
of  Nursing  annual  meeting.   In 
addition,  technical  assistance  for 
the  development  and  refinement  of 
grant  applications  was  given  to 
numerous  nurse  scientists.   AHCPR  is 
a  co-sponsor  of  the  PHS  Primary  Care 
Policy  Fellowship  which  brings 
together  leaders  in  primary  care  to 
address  important  research,  service 
and  policy  issues  in  an  inter- 
disciplinary approach. 

For  the  past  four  years,  we  have  co- 
sponsored  with  the  American  Academy 
of  Family  Physicians  a  Senior 
Scholar  in  residence  that  allows  a 
senior  primary  care  physician  to 
spend  a  year  at  AHCPR  learning  about 
health  services  research  approaches 
in  primary  care.   This  year,  we  have 
approved  a  new  Senior  Scholar  in 
Residence  program  that  is 
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The  Comnittee  recognizes  the 
contributions  made  by  the 
State  of  Hawaii  in  the  health 
care  reform  debate,  as  the 
first  State  ever  to  pass  a 
prepaid  health  care  act. 
Accordingly,  the  Committee 
urges  AHCPR  to  work  closely 
with  the  State  of  Hawaii 
Department  of  Health  to 
address  the  unique  needs  of 
this  State's  population,  which 
includes  native  Hawaiians, 
Asian-Americans,  and  Pacific 
Islanders. 


co-sponsored  with  the  American 
Academy  of  Nursing.   This  program 
will  select  a  senior  nurse  scientist 
to  develop  a  special  project  while 
at  the  Agency  and  foster  the 
development  of  interdisciplinary 
collaboration  between  visiting 
scholars  and  within  the  Agency. 

The  questions  addressed  in  outcomes 
research  and  the  types  of  methods 
and  perspectives  that  are  important 
make  it  inherently  multi- 
disciplinary.   The  specific 
disciplines  and  professions  that 
have  been  involved  in  funded 
outcomes  research  to  date  include: 
primary  care  and  numerous  medical 
specialties;  nursing;  physical  and 
respiratory  therapy;  chiropractic; 
dentistry;  pharmacy;  sociology; 
psychology;  social  work;  statistics; 
epidemiology;  and  economics. 

While  physicians  and  social 
scientists  predominate  among  funded 
principal  investigators, 
applications  have  been  encouraged 
and  have  been  received  from  nurses, 
chiropractors,  osteopaths,  and 
others. 

Outcomes  research  combines  clinical 
and  social  sciences,  placing  great 
emphasis  on  the  patient's 
perspective  and  on  outcomes  that  are 
both  clinically  and  policy  relevant. 
Critical  variables  in  this  research 
include  patients'  preferences, 
values,  and  behavior;  alternative 
health  care  organizations  and 
settings;  provider  knowledge, 
attitudes  and  skill.   Behaviors  of 
providers  and  consumers  of  health 
care  are  key  elements  in  most  of 
this  research. 
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Within  AHCPR  supported  research  on 
the  effectiveness  of 
pharmaceuticals,  some  projects 
address  the  role  of  pharmacists  in 
providing  cognitive  services.   To 
the  extent  that  nonphysician 
prescribing  is  legal,  AHCPR  research 
could  address  issues  of  comparative 
effectiveness  or  cost  effectiveness 
as  compared  with  physician 
prescribing. 

AHCPR 'B  training  program  emphasize 
the  importance  of  multidisciplinary 
research  teams  and  are  available  to 
researchers  in  virtually  all  health 
care  professions,  including  social 
work.   Ongoing  activities  include 
research  training  through  the  NRSA 
program,  educational  workshops 
sponsored  by  the  User  Liaison 
program,  support  for  dissertation 
research,  AHCPR-sponsored 
conferences  and  conference  grants. 

We  look  forward  to  continuing 
support  on  research  that  addresses 
the  unique  needs  of  the  Hawaiian 
population.   Through  an  Interagency 
Agreement  with  SAMHSA,  the  MEDTEP 
Research  Center  on  Minority 
Populations  in  Honolulu  is  working 
with  the  State  of  Hawaii  Department 
of  Health.   The  purpose  of  the 
project  is  to  conduct  a  needs 
assessment  of  the  current  substance 
abuse  treatment  clinics  and  services 
available  in  rural  areas  in  Hawaii. 
This  effort  will  involve  a  close 
working  relationship  and  cooperation 
with  the  State  of  Hawaii  and  various 
outreach  groups  across  Hawaii. 

Additionally,  the  Research  Center  in 
Honolulu  has  been  involved  in 
providing  technical  assistance  to 
the  newly  established  Quest  program, 
which  is  operated  by  the  State  of 
Hawaii  Department  of  Health. 
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Action  Taken  or  to  be  Taken 

Efforts  are  underway  to  assist  the 
State  with  a  broad  evaluation  of  the 
Quest  program  and  the  health 
benefits  to  the  recipients  of  care. 


Peptic  Ulcer  Disease 

5.     SENATE  fRpt.  103-318>  P.  133 
The  February  1994  NIH 
consensus  development 
conference  on  Helicobacter 
pylori  as  a  cause  of  peptic 
ulcer  disease  focused 
attention  on  the  opportunity 
to  eradicate  this  debilitating 
and  costly  disorder.   Unlike 
other  therapies,  eradication 
of  H.  pylori  infection  has 
been  shown  to  eliminate  ulcer 
recurrences.   In  view  of 
evidence  linking  presence  of 
the  organism  with  gastric 
cancer,  eradication  of  H. 
pylori  infection  may  have 
broader  implications.   The 
report  from  the  consensus 
conference  outlined  a  research 
plan  to  expand  our 
understanding  of  H.  pylori  and 
maximize  the  benefit  of  this 
knowledge  for  the  treatment  of 
upper  GI  diseases.   This  plan 
included  several  health 
services  and  outcomes  research 
initiatives  that  the  Committee 
encourages  AHCPR  to  undertake 
including  analysis  of  the 
value  of  testing  to  confirm 
eradication  after 
antimicrobial  therapy  and  a 
comprehensive  economic 
analysis  of  the  cost 
effectiveness  of  treating  H. 
pylori  infection. 


Many  intriguing  research  questions 
emerged  from  the  Consensus 
Conference  on  Helicobacter  pylori  in 
Peptic  Ulcer  Disease.   Most  follow- 
on  research  will  focus  on  clinical 
efficacy  questions,  for  which  the 
National  Institute  of  Diabetes, 
Digestive  and  Kidney  Disease  would 
be  the  lead. 

Important  efficacy  questions  include 
determining  which  patients  benefit 
from  antibiotic  treatment,  whether 
gastric  cancer  incidence  can  be 
reduced  by  antibiotic  therapy,  and 
whether  confirming  irradication  of 
the  bacteria  is  essential.  There 
are  cost  effectiveness  elements  in 
most  of  the  research  questions,  and 
it  is  this  area  that  AHCPR  will 
explore  for  possible  future  research 
investment  in  collaboration  with  the 
National  Institute  of  Diabetes, 
Digestive  and  Kidney  Disease. 
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Health  Care  for  Women 

6.    SENATE  (Rpt.  103-318)  P.  133 
The  Consnittee  recognizes  that 
many  women  today  are  not  able 
to  find  good  affordable  health 
care  geared  specifically  to 
their  needs.   The  Committee 
urges  the  Agency  to  undertake 
research/demonstration  studies 
into  models  for  comprehensive, 
coordinated  delivery  of  health 
care  for  women.   Priority 
consideration  should  be  given 
to  proposals  from  entities 
with  a  history  of  women ' s 
health  research  and  services, 
such  as  women's  hospitals. 


AHCPR  staff  have  been  working  with 
and  encouraging  researchers  to 
submit  proposals  relevant  to  the 
health  care  needs  of  women.   The 
Agency  is  interested  in  funding  well 
developed,  rigorous  programs  of 
research  that  can  differentiate  the 
needs  of  and  health  care  services 
for  women.   AHCPR' s  User  Liaison 
Program  is  developing  a  program  for 
state  and  local  health  care 
officials  related  to  women's  health 
that  will  foster  exchange  of 
information.   Research  is  supported 
on  topics  relevant  to  women's 
health,  including:  breast  and 
cervical  cancer  screening;  maternal 
and  infant  health;  hip  fracture; 
hysterectomy  outcomes;  care,  cost 
and  outcomes  of  local  breast  cancer. 


Women's  Health 


SEWftTE  (Rpt.  103-3181  P.  135 
The  Committee  is  pleased  that 
AHCPR  held  a  2-day  conference 
entitled  "Treatment 
Effectiveness  of  Hysterectomy 
and  Other  Therapies  for  Common 
Noncancerous  Uterine 
Conditions"  and  encourages 
AHCPR  to  pursue  the  research 
agenda  developed  at  this 
conference. 


AHCPR  is  pursuing  the  research 
agenda  developed  at  the  May  1994 
conference.   We  anticipate  funding  a 
set  of  research  projects  resulting 
from  this  conference  in  Fiscal  Year 
1996.   We  expect  the  projects  to 
consist  of  two  to  three  randomized 
control  trials  addressing  questions 
about  a  broad  set  of  outcomes  for 
women  undergoing  hysterectomy  or 
less  aggressive  therapies  for 
common,  noncancerous  conditions. 


Evaluation  of  Therapies 


8.     SENATE  (Rpt.  103-318 >  p.  135 
The  Committee  is  concerned 
that  AHCPR 's  process  for 
evaluating  certain  therapies 
for  efficacy  and  cost 
effectiveness  may  be  biased  in 
favor  of  reducing  health  care 


AHCPR '8  statutory  responsibilities 
include  conducting  research  and 
disseminating  information  on  the 
effectiveness  and  appropriateness  of 
health  care  interventions.   The 
statute  also  requires  AHCPR  to 
undertake  cost-effectiveness 
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expenditures  rather  than  on 
whether  or  not  these 
Interventions,  in  fact,  are 
effective.   The  Committee 
urge*  AHCPR  to  ensure  that  all 
sectors  are  represented  in 
research  teams  evaluating 
different  therapies,  and  that 
members  participating  in  the 
team  are  thoroughly  familiar 
with  the  techniques  involved. 


analysis  or  include  cost  information 
in  its  analyses,  where  cost 
information  is  available  and 
relicUsle. 

AHCPR  undertakes  a  variety  of 
activities  to  which  the  Committee's 
concerns  might  be  pertinent.   These 
include  the  funding  of  outcomes 
research  such  as  Patient  Outcomes 
Research  Teams  (PORTS),  arranging 
for  the  development  of  clinical 
practice  guidelines,  and  providing 
technology  assessments  for  the 
Medicare  and  CHAMPUS  progreuns. 

In  all  of  these  activities,  AHCPR' s 
approach  is  not  focussed, 
exclusively  or  predominantly,  on 
cutting  costs,  but  rather  on 
improving  the  quality  and 
effectiveness  of  health  care.   The 
Agency  recognizes  that  such 
improvements  may  well  require  an 
increase  in  expenditures  for  certain 
procedures  or  intervention. 
Fortunately,  it  is  also  true  that 
improvements  in  care  on  occasion  do 
result  in  lower  costs.   (Our 
clinical  practice  guidelines  on 
treating  acute  low  back  pain,  as 
well  as  those  on  preventing  and 
treating  pressure  sores,  are  good 
excunples  of  how  improved  quality  can 
be  achieved  while  saving  substantial 
amounts  of  money.)   In  either  event, 
it  is  AHCPR 's  obligation  to  try  to 
evaluate  the  cost  implications  of 
the  research  findings  or 
recommendations  it  releases  and 
undertake  cost-effectiveness 
analysis  when  appropriate. 


MEDTEP  research,  including  PORTS, 
incorporates  a  broad  range  of 
expertise  and  perspective.   Each  of 
the  clinical  practice  guidelines 
released  by  AHCPR  is  developed  under 
the  direction  of  a  multidisciplinary 
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panel  eBtablished  to  make  sure  that 
the  full  range  of  knowledge  and 
experience  is  represented  and  that 
issues  are  addressed  from  all 
appropriate  points  of  view, 
including  those  of  patients  and 
consumer B. 


-22- 


227 


Xuthorl»lna  I.«ol«l«tlon  1/ 


R«««arch  on  Health  Care 

Coeta.  Quality  and  Acceee! 
Sees.  301  fi  926(a)  PHSA 

Medical  Treatment 
Effectlveneaa  Prooramt 
Sec*.  301  t   926(a)  PHSA  — ' 

Medical  Treatment 
Effectlveneae  Proorami 
Part  A  of  Title  XI  of  the 
Social  Security  Act  (SSA) 
Section  1142(1)  2/  £/ 

Budget  Authority 

Medicare  Trust  Funds  1/  £/ 
Subtotal  BA  6  KTP 


Program  Support! 
Section  301  PHSA. 


Appropriation  Transfer! 
Section  201(g)  SSA  £/.. 


Section  926(b) 
PHSA  y 


Unfunded  authorizations! 


Research  on  Health  Care  CoBta. 
Quality  and  Access! 
Section  926 (a)  PHSA 

Information  Center 

Technology  Assessments 

Innovative  Assessments 


Alzheimer's  Disease; 
Section  936  Alzheimer's 
Disease  £  Related  Dementias 
Service  Research  Act 


HIV/AIDS 
Title  IV,  Section  2673 
of  the  Ryan  White  CARE 
Act  of  1990 


Total  appropriations. 

Total  appropriation 
against  definite 
authorizations 


1995 

Amount 

Authorized 


1995  1996  1996 

Appro-        Amount        Budget 

Priati9n AUth9ritg<l     Reouest 


$175,000,000   $138,541,000     Expires  2/   $140,001,000 


4.802.000 


Indefinite 


Indefinite 


Such  Sums 
Such  Sums 
Such  Sums 


4.802.000 


994,000     Indefinite 


162,637,000 


Expires  8/ 


Expires  8/ 


179,802,000       143,343,000 
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4.792.000 


4,802,000        4,802,000     Expired  2/      4,732,000 
Indefinite       2,424,000     Indefinite      2,423,100 


994,000 


18,300,000     Indefinite     45,284,000 


Expires  8/ 
Expires  g/ 
Expires  g/ 


193,504,000 
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X/    Section  487(d)(3)(B)  PHSA  makes  one  percent  of  the  funds  appropriated  to 
NIH  and  AOAMHA  for  National  Research  Service  Awards  available  to  AHCPR. 
Because  these  reimbursable  funds  are  not  included  in  AHCPR' s  appropriation 
language,  they  have  been  excluded  from  this  table.   FY  1995  amount: 
53,490,000;  FY  1995  estimate:  $3,490,000. 

2/    Pursuant  to  Section  1142  of  the  Social  Security  Act,  FY  1995  funds  for  the 
medical  treatment  effectiveness  activity  are  to  be  appropriated  against 
the  total  authorization  level  in  the  following  manner:   70%  of  the  funds 
are  to  be  appropriated  from  Medicare  Trust  Funds  (MTF) ;  30%  of  the  funds 
are  to  be  appropriated  from  general  budget  authority. 

2/    Funds  appropriated  against  Title  XI  of  the  Social  Security  Act 

authorization  are  from  the  Federal  Hospital  Insurance  Trust  Funds  (60%) 
and  the  Federal  Supplementary  Medical  Insurance  Trust  Funds  (40%). 

i,f  Appropriation  transfer  is  from  the  Federal  Hospital  Insurance  and  the 

Federal  Supplementary  Medical  Insurance  Trust  Funds  as  authorized  by 
Section  201(g)  of  the  Social  Security  Act  for  health  care  technology 
assessment  and  cost  containment  activities. 

5J  Section  926(b)  PHSA  makes  available  to  AHCPR  an  amount  equal  to  40  percent 

of  the  maximum  amount  authorized  in  Section  241  of  the  PHSA. 

§./  No  specific  amounts  are  authorized  for  years  following  FY  1994. 

2/    Expired  September  30,  1994. 

£/    Expires  September  30,  1995. 
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Appropriation  History  Table 
Agency  for  Health  Care  Policy  and  Research 


Budget 
Estimate       House        Senate 
to  Conoreas     Allowance    Allowance 


1990 

Budget  Authority..  1/ 

Trust  Fund 

1%  Evaluation 

Total 

1991 

Budget  Authority..  $  39,126,000 

Trust  Fund 29,037,000 

It  Evaluation 40.776.000 

Total 5108,939,000 

1992 

Budget  Authority..  $  34,283,000 

Trust  Fund 37,773,000 

1%  Evaluation 49.944.000 

Total $122,000,000 

1993 

Budget  Authority..  $  36,083,000 

Trust  Fund 37,773,000 

1%  Evaluation 51.237.000 

Total §125,093,000 

1994 

Budget  Authority..  $139,045,000 

Trust  Fund 5,786,000 

1%  Evaluation 13.204.000 

Total $158,035,000 

1995 

Budget  Authority. .  $104,409,000 

Trust  Fund 5,786,000 

1%  Evaluation 63.204.000 

Total $173,399,000 

1996 

Budget  Authority..  $142,424,000 

Trust  Fund 5,796,000 

1%  Evaluation 45.284.000 

Total $193,504,000 


1/ 


1/ 


$  68,579,000  $  91,335,000 

6,037,000    6,037,000 

13.776.000   40.776.000 

$  88,392,000  $138,148,000 


$  95,756,000  $  69,283,000 

5,892,000    7,773,000 

13.444.000   49.944.000 

$115,092,000  $127,000,000 


$  98,671,000  $  70,572,000 

5,833,000  5,833,000 

13.310.000  53.316.000 

$117,814,000  $129,721,000 


$129,051,000  $139,305,000 

5,786,000  5,786,000 

13.204.000  13.204.000 

$148,041,000  $158,295,000 


$134,624,000  $128,914,000 

5,806,000  5,786,000 

13.202.000  31.504.000 

$153,632,000  $166,204,000 


Appropriation 


$  50,191,000 

6,037,000 

41.443.000 

$  97,671,000 


$  95,755,000 

5,892,000 

13.444.000 

$115,091,000 


$100,452,000 

5,892,000 

13.444.000 

$119,788,000 


$109,051,000 

5,786,000 

13.204.000 

$128,041,000 


$135,409,000 

5,786,000 

13.204.000 

$154,399,000 


$138,541,000 

5,796,000 

18.300.000 

$162,637,000 
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1/    The  FY  1990  PraBldant'a  Budget,  the  FY  1990  House  Allowance,  and  the  FY  1990 
Senate  Allowance  did  not  include  funds  for  the  Agency  for  Health  Care  Policy 
and  Research  (AHCPR) .   The  AHCPR  was  established  on  December  19,  1990  by 
P.L.  101-239.   Funds  for  the  AHCPR's  predecessor,  the  National  Center  for 
Health  Services  Research  and  Health  Care  Technology  Assessment,  were 
previously  included  in  the  budget  estimates  submitted  by  the  Office  of  the 
Assistant  Secretary  for  Health. 
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JUSTIFICATION 


Health  Car*  Policy  and  Raaaareh 


FY  1995 

Appropriation 

FTE  Bh 


n   1996 
Estimate 


FTE 


Bh 


Decrease 


FTE 


Research  on  Health  Care 

Costs,  Quality  and  Access 

HIV/AIDS  (non-add) 

(Obligations) 

National  Medical  Expenditure 

Survey  (NMES  3) 

(Obligations) 

Medical  Treatment  Effectiveness. 
(Obligations) 

Program  Support 

(Obligations) 

Total  Budget  Authority 

Total,  Obligations 


141   $  50,559,000    139   $  53,515,000    -2  S*   2,956,000 

(10)   (10,585,000)   (10)   (11,079,000)   (  — )  i*        494,000) 

(63,777,000)         (66,717,000)        I*   2,940,000) 


9,918,000 

— 

9,918,000 

— 



(15,000,000) 

(36,000,000) 

(♦21, 

,000,000) 

81,436,000 

88 

82,364,000 

-1 

+ 

928,000 

(81,436,000) 

(88,364,000) 

(♦  6. 

,928,000) 

2,424,000 

41 

2,423,000 

__ 

_ 

1,000 

(2.^24,Q90l 



(?.4??.i?99) 



1- 

1.0001 

144,337,000 

268 

148,220,000 

-3 

♦  3, 

,883,000 

(162,637,000) 

(193,504,000) 

(OO, 

,867,000) 
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General  Statemen't 

The  mission  of  the  Agency  for  Beal'th  Care  Policy  and  Research  (AHCPR)  is  to 
generate  and  disseminate  information  that  improves  the  delivery  of  health 
care.   This  mission  is  unique.   AHCPR  is  the  primary  Federal  agency  charged 
with:  (1)  developing  clinically-based,  policy-relevant  information  for  use  in 
improving  the  health  care  system;  and  (2)  providing  leadership  in  health 
services  research. 

AHCPR 's  effectiveness  and  outcomes  research  brings  new  insights  into  the  daily 
needs  of  patients  and  medical  practitioners.   AHCPR' s  clinical  practice 
guidelines  provide  valuable  analyses  and  recooinendations,  not  available 
elsewhere,  that  promote  higher  quality,  more  appropriate,  and  more  cost- 
effective  health  care.  AHCPR' s  guideline  development  process  has  also 
established  the  standard  by  which  guideline  development  occurs  across  the 
United  States,  in  medical  and  nursing  specialty  societies.   We  have  made 
significant  advances  in  the  dissemination  of  this  information  to  consumers  and 
practitioners  and  voluntary  use  of  these  practice  guidelines  continues  to  grow 
across  the  nation. 

The  research  supported  by  AHCPR  on  cost,  quality  and  access  generates 
important  new  information  on  a  broad  spectrum  of  issues  with  respect  to  the 
financing  and  delivery  of  health  care  services  in  a  predominantly  private 
health  care  system.  Such  information  is  used  by  a  variety  of  public  and 
private  decision  makers  to  measure  and  improve  quality,  enhance  consumer 
decision  making,  and  improve  the  efficiency  of  the  health  care  system.   In 
addition,  AHCPR' s  staff  expertise  and  databases  help  inform  public  policy 
debates  on  the  future  of  the  health  care  system.   The  National  Medical 
Expenditure  Survey  (NHES)  provides  the  data  to  examine  the  financial 
implications  of  various  health  care  reform  proposals. 

The  FY  1996  Request  will  enable  AHCPR  to  provide  the  information  and  expertise 
required  to  shape  and  enhance  the  health  care  system  and  improve  the 
effectiveness  and  appropriateness  of  health  care.   The  AHCPR  budget  is 
presented  in  four  parts:   (1)  Research  on  Health  Care  Costs,  Quality  and 
Access  (which  includes  a  health  services  research  program  on  HIV/AIDS);  (2) 
National  Medical  Expenditure  Survey  (NMES  3);  (3)  Medical  Treatment 
Effectiveness  Program;  and  (4)  Program  Support.   The  President's  appropriation 
request  of  $193,504,000  for  this  account  represents  current  law  recjuirements. 
No  proposed  law  amounts  are  included. 

Scorable  Budget  Authority $142 ,  424 ,  000 

Trust  Fund  Transfer 5,796,000 

One-percent  Evaluation  Funds 45.284.000 

Total  Estimate $193,504,000 

During  the  past  two  years,  while  the  debate  over  health  care  reform  continued 
in  Washington,  private  market  forces  were  acting  to  transform  the  country's 
medical  system.   Major  trends  include  cost  cutting,  increasing  competition 
within  and  among  all  sectors  of  the  delivery  system,  and  continuing 
consolidation  of  providers  and  payers.   While  these  trends  have  resulted  in 
reductions  in  the  rate  of  increase  of  health  care  expenditures,  they  have  also 
raised  questions  about  the  impact  on  the  quality  and  appropriateness  of  health 
care  and  the  choices  available  to  consumers. 

Among  the  milestones  American  health  care  reached  during  1993  and  1994  were: 

•     A  majority  of  Americans  with  employer-based  health  benefits  were 
enrolled  in  managed-care  plans.   Sixty-five  percent  of  workers  at 
medium  and  large  companies  were  in  such  plans  by  1994. 
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•  At  least  three-fourths  of  all  doctors  signed  contracts,  covering 
at  least  some  of  their  patients,  to  cut  their  fees  and  accept 
oversight  of  their  medical  decisions.   Among  doctors  who  work  in 
group  practices,  the  share  of  such  managed-care  contracts  was  89 
percent  by  1993,  up  from  56  percent  the  year  before. 

•  Spending  on  health  care  continued  to  grow  faster  than  the  economy 
as  a  whole  due,  at  least  in  part,  to  the  adoption  of  new 
technologies  and  the  aging  of  the  population. 

Issues  and  concerns  raised  by  these  developments  can  be  addressed  effectively 
only  when  we  understand  their  dimensions,  the  social  and  financial 
implications  of  change,  and  the  ways  to  achieve  the  quality,  effectiveness, 
efficiency  and  equity  we  expect  from  our  health  care  system.   These  are  among 
the  critical  issues  being  addressed  by  AHCPR. 

The  goals  of  AHCPR  are  pursued  through  the  Research  on  Health  Care  Costs, 
Quality  and  Access  (CQA)  program,  the  National  Medical  Expenditure  Survey 
(NMES  3),  and  the  Medical  Treatment  Effectiveness  program  (MEDTEP).   Research 
performed  by  and  supported  through  the  CQA  program  focuses  on  cost,  quality 
and  access  studies  of  immediate  and  long-term  importance  to  policy  makers, 
health  care  professionals,  and  the  public.   These  issues  are  closely  related 
and  are  studied  through  investigator-initiated  research  and  intramural 
research,  and  are  the  foundation  for  all  of  AHCPR 's  directed  research 
endeavors . 

Research  conducted  under  MEDTEP  is  designed  to  improve  the  effectiveness  and 
appropriateness  of  health  care.   MEDTEP  findings  result  in  increased  cost 
effectiveness  for  Medicare,  Medicaid,  and  the  entire  health  care  system,  by 
focusing  on  ways  to  improve  the  diagnosis,  prevention,  treatment,  and 
management  of  clinical  conditions  that  occur  frequently  and  pose  substantial 
risks  to  patient  health  and  functional  status. 

The  National  Medical  Expenditure  Survey  provides  the  basic  information  for 
estimating  the  effects  of  various  changes  to  the  American  system  of  health 
care.   No  alternative  source  of  information  exists  for  estimating  the  costs, 
and  for  analyzing  financing  options  and  the  distributional  impact  of  various 
options.   The  third  survey  in  the  series  will  begin  data  collection  in  January 
1996. 

Overview 

AHCPR  is  developing  a  strategic  plan  that  focuses  on  improving  health  care 
delivery  and  health  outcomes  for  all  Americans.   We  will  achieve  our  mission, 
to  generate  and  disseminate  information  that  improves  the  health  care  system, 
through  the  following  goals: 

Help  consumers  make  more  informed  choices; 

Determine  what  works  best  in  clinical  practice; 

Measure  and  improve  quality  of  care; 

Evaluate  and  improve  the  health  care  marketplace; 

Improve  the  cost  effective  use  of  health  care  resources; 

Assist  health  care  policymaking; 

Build  and  sustain  the  health  services  research  infrastructure. 
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FY  1996  Reaueat 

The  goals  of  AHCPR's  strategic  plan  are  reflected  in  the  FY  1996  Request.  The 
Request  totals  $193,504,000,  an  increase  of  $30,867,000  over  the  FY  1995 
appropriation.  The  increeuie  will  be  used  to  fund  six  initiatives 
($9,900,000),  as  well  aa   year  three  of  the  third  Rational  Uedical  Expenditure 
Survey  ($21,000,000)  and  includes  a  savings  of  $16,000  related  to  the  Federal 
TelecooBnunications  Syston. 

The   FY  1996  Request  will  allow  AHCPR  to  fully  fund  conmitiiients  and  provide  for 
approximately  86  new  and  coaf>eting  grants  and  209  total  grants;  and  87 
research  contracts. 

The  increase  of  $30,867,000  provides  for  the  following: 

RisJt  Ad-justment  and  Severity  Measures  -i-Sl.  000.000:  At  this  level,  AHCPR  will 
fund  3  grants  to  develop,  test,  and  refine  measures  to  permit  more  appropriate 
adjustments  in  premium  rates  and  quality  measures  based  on  socioeconomic 
factors,  risk  behavior  and  high- cost  and  chronic  care  to  correlate  with 
patient  vulnerability  and  risk;  and  more  accurate  quality  measures. 

Primary  Care  Workforce  Initiative  -fSLOOO-OOO:  At  this  level,  AHCPR  will 
fund  planning  and  feasibility  projects  for  a  national  examination  of  the  size, 
conposition,  and  increasingly  diverse  organizational  configurations  of  the 
primary  care  workforce,  and  2  cooperative  agreements  to  measure  the 
productivity  of  different  types  of  practitioners,  reflecting  reimbursement, 
organizational  characteristics,  and  case  mix. 

Technical  Assistemce  to  Health  Reform  States  ■t-S956.000:  At  this  level,  AHCPR 
will  fund  2  contracts  to  provide  technical  assistance  workshops  that  build 
skills  for  implementing  state-based  health  care  reform  and   customized 
assistance  programs  for  states  on  topics  such  as  outcomes  assessment, 
guidelines  and  medical  review  criteria,  data  development  and  program 
evaluation. 

The  National  Medical  Expenditure  Survey  (HMBS  3)   •>-S21.000. 000:   Support  is 
provided  for  a  broad  range  of  svirvey  activities.   The  innovations  planned  for 
NHES  3,  such  as  Conqputer  Assisted  Personal  Interviews  (CAPI) ,  entail 
significant  costs  early  in  the  project.  The  actual  field  survey  will  begin  in 
1996  and  the  use  of  CAPI  will  allow  access  to  data  for  policy  analysis  more 
quickly  than  has  been  possible  in  the  past. 

Shared  Patient/Practitiooer  Decisioo-makino  ■>-$944.000:  At  this  level,  AHCPR 
will  fund  4  grants  for  innovative  activities  (such  as  interactive  videodiscs) 
for  providing  information  oo  the  effectiveness  of  available  treatment  options 
to  help  patients  became  better  informed  health  care  consumers . 

Clinical  Effectiveness  Tri«J.s  ■»S4 . OOP . 000 :   At  this  level,  AHCPR  will  support 
2  clinical  effectiveness  studies,  including  an  effectiveness  trial,  on 
treatments  for  non-cancerous  conditions  of  the  uterus,  including  hysterectomy. 

Technology  Centers  ■»S2 . OOP . 000 :  At  this  level,  AHCPR  will  fund  2  cooperative 
agreements  to  sv^port  Technology  Assessment  Centers  or  Consortia  to  conduct 
assessments,  develop  innovative  assessment  methods,  and  provide  technical 
assistance. 

Administrative  Savings   -S16.000:  AHCPR  requires  $16,000  less  than  in  FY  1995 
because  of  anticipated  savings  in  FTS  costs. 
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Proposed  L^QJBlatlon; 

To  help  ensure  that  there  ie  an  adequate  supply  of  highly  trained  and 
qualified  health  services  researchers  and  to  help  the  agency  achieve  its 
research  objectives,  AHCPR  is  requesting  that  its  current  training  authority 
be  amended  so  that  the  agency  has  greater  flexibility  in  offering  training 
opportunities.   Modifying  AHCPR' s  existing  authority  would  allow  the  agency  to 
offer  traineeships  to  promising  individuals  that  combine  research  and 
practical  %rark  experience.   The  costs  for  the  program  in  FY  1996,  the  initial 
year  when  recruitment  begins  and  procedures  are  being  developed,  would  be 
modest  and  would  progress  to  a  fully  funded  level  of  approximately  $700,000  by 
the  third  year  and  beyond  (exclusive  of  inflationary  increases). 
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Regearch  on  Health  Care  CoBta.  Quality  and  Accesa 

Authorizing  Legislation  -  Title  IX  and  Section  301  of  the  Public  Health 
Service  Act  (PHSA). 

Increase 
FY  1994  FY  1995  FY  1996  or 

Actual Appropr  iat  ion        Eatimate  Decrease 

FTE       BA        FTE       BA         FTE       BA  FTE       BA 

141   $47,436,000   141   $50,559,000    139   $53,515,000      -2   $  2,956,000 
(60,640,000)       (63,777,000)        (66,717,000)  (2,940,000) 

FY  1996  Authorization PHSA  Title  IX  expires  September  30,  1995 

PHSA  Section  301  Indefinite 

Purpose  and  Method  of  Operation 

The  Research  on  Health  Care  Costs,  Quality  and  Access  program  (CQA)  focuses  on 
studies  of  immediate  and  long  term  importance  to  policy  makers,  health  care 
professionals,  and  the  public.   This  includes  studies  on  the  interaction  of 
cost,  quality  and  access;  health  insurance  plans;  microsimulation  modeling  to 
understand  the  effects  of  proposed  changes  to  the  health  care  syatem;  analysis 
of  health  care  costs  and  financing  for  acute,  ambulatory  and  long  term  care 
for  specific  diseases  (e.g.  AIDS);  and  the  effects  of  medical  liability. 

In  FY  1995,  CQA  is  estimated  to  support  123  research  project  grants,  including 

10  for  AIDS;  and  39  research  contracts,  including  8  for  AIDS. 

In  FY  1996,  CQA  is  estimated  to  support  117' research  project  grants,  including 

11  for  AIDS;  and  an  estimated  40  research  contracts,  including  7  for  AIDS. 

RESEARCH  GRANTS  AHD  CONTRACTS  supported  by  AHCPR  provided  the  foundations  for 
majbr  changes  in  health  care  financing  systems,  the  measurement  of  health  care 
quality,  and  the  development  of  information  systems  that  improve  the  delivery 
of  health  care  services.   In  FY  1995,  areas  of  focus  include: 

•  how  consumers  maice  choices  on  health  insurance; 

•  managed  care; 

•  rislc  adjustment  systems; 

•  health  insurance  reform; 

•  rural  hospital  closures  and  rural  emergency  medical  services; 

•  cost  effectiveness  of  preventing  AIDS  complications;  and 

•  improved  electronic  medical  records  systems. 

CONSUMER  DECISION  MAKING 

In  FY  1995,  AHCPR  will  initiate  the  Consumer  Assessments  of  Health  Plans  Study 
(CAHPS).   Health  plans  are  changing  rapidly  as  providers  of  health  insurance 
cope  with  demands  to  reduce  the  costs  of  health  insurance  coverage  while 
offering  plans  that  provide  quality  of  care  from  the  consumer  perspective. 
Little  is  Icnown  about  consumer  preferences  for  information  on  health  plans  and 
how  consumers  use  information  in  health  care  decision  making.   CAHPS  will 
gather  valid,  reliable  information  and  test  its  usefulness  in  assisting 
consumers  with  selection  of  a  health  care  plan.   AHCPR  plans  to  make  an  award 
for  this  initiative  in  FY  1995. 
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IMPROVING  THE  HEALTH  CARE  MARKETPLACE 

In  FY  1995  AHCPR  will  refocus  interest  in  the  role  that  market  forces  play  in 
the  provision  and  financing  of  health  care.   The  planned  solicitation  will 
generate  new  short  tern,  policy  relevant,  investigator-initiated  research  in 
an  environment  characterized  by  rapid  financial  reconfiguration  of  the  U.S. 
health  care  system,  continued  rising  health  care  costs  and  rates  of 
uninsurance,  cost  and  access  driven  state  experimentation  with  a  range  of 
regulatory  and  pro-competitive  policies,  and  continued  pressure  on  Federal  and 
state  health  care  budgets. 

The  research  conducted  through  this  initiative  will  provide  greater 
understanding  of  emerging  financing  and  organizational  arrangements,  such  as 
managed  care  organizations  and  hospital/physician/nursing  home  alliances,  and 
their  effects  on  access,  cost,  and  quality  of  care.   AHCPR  plans  to  make  an 
award  for  this  initiative  in  FY  1995. 

PRIMARY  CARE 
In  the  area  of  primary  care  research,  FY  1995  support  includes: 

•  a  study  on  the  cost  effectiveness  of  screening  in  primary 
care  for  hereditary  hemochromatosis  (HH),  a  condition  in 
which  iron  is  absorbed  at  an  increased  rate  leading  to  organ 
damage  and  associated  disease: 

•  a  study  of  the  problem  of  inadequate  follow-up  of  abnormal 
screening  mammograms; 

•  a  study  comparing  the  costs  and  quality  of  primary  care 
delivered  by  different  types  of  physicians  -  family 
physicians,  general  internists  and  medical  specialists  - 
within  a  health  maintenance  organization; 

•  a  study  to  determine  the  effectiveness  of  expansions  in 
Medicaid  for  pregnant  women  on  improvements  in  birth 
outcomes; 

•  several  studies  testing  the  effectiveness  of  interventions 
in  physicians'  offices  that  can  improve  the  delivery  of 
clinical  preventive  services; 

•  a  study  testing  the  effect  of  an  interactive  CD  focused  on 
decreasing  cervical  cancer  by  improving  the  quality  of 
screening  for  patients  in  community  health  centers; 

•  a  study  comparing  patient  outcomes  following  different 
treatments  for  acute  otitis  media;  and 

•  several  studies  testing  the  effectiveness  of  different 
approaches  to  implementing  AHCPR  clinical  practice 
guidelines  on  the  processes  and  outcomes  of  care. 

RURAL  HEALTH  SERVICES  RESEARCH 

During  FY  1995,  AHCPR  will  continue  to  fund  five  specialized  centers  for  rural 
health  services  demonstrations  in  Oklahoma,  Iowa/Nebraska,  Maine,  West 
Virginia,  and  Arizona.   Many  recent  health  care  innovations  such  as  managed 
care  are  available  in  metropolitan  areas  but  are  frequently  unavailable  to 
rural  populations.   The  Centers  will  conduct  demonstrations  of  innovations  in 
the  delivery  of  health  care  services  in  rural  areas.   Rural  populations  are  in 
poorer  health  than  urban  populations  and  experience  limited  public 
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transportation,  higher  unemployment  rates,  and  a  shortage  of  health  care 
professionals.   The  new  systems  would  make  primary  care  and  preventive 
services  more  available  to  rural  residents  through  managed  care  arrangements 
and  Innovative  information  and  communication.   The  new  rural  health  care 
systems  will  provide  valuable  data  about  health  care  costs  and  other  issues 
that  will  help  health  care  administrators  improve  the  quality  of  rural  health 
care.  A  detailed  table  listing  the  demonstration  centers  is  on  page  40. 

In  addition,  AHCPR  continues  to  support  five  rural  centers,  established  in  FY 
1993.  These  Centers  address  regional  issues  related  to  the  development  of 
rural  health  policy  for  cost  and  quality  of,  and  access  to,  health  services 
particularly  for  disabled  and  minority  populations.  A  current  example  is  the 
assistance  AHCPR  is  providing  to  the  State  of  Oregon  in  developing  a  scorecard 
for  consumer's  use  in  selecting  health  care  plans  and  providers.  AHCPR 's 
regional  Rural  Center  at  the  University  of  Washington  and  its  subcontractor, 
Oregon  Health  Sciences  University,  Portland,  are  carrying  out  this 
collaborative  project. 

The  project  will  test  several  scorecard  formats  based  on  the  needs  of 
participants  of  the  Oregon  Health  Plan,  a  State-supported  health  insurance 
program  that  provides  universal  access  to  health  care  by  low-income  residents. 

Beyond  helping  Oregon  achieve  its  public  health  policy  goals,  this  project 
will  develop  the  science  base  for  a  State-wide  scorecard  that  can  be  adapted 
by  other  States.  A  detailed  table  listing  these  centers  begins  on  page  41. 

INTRAMURAL  RESEARCH  collects  and  analyzes  data  on  policy  issues  of  immediate 
concern  to  the  Administration,  Congress  and  others  involved  in  developing  and 
analyzing  national  health  policy.   Using  data  from  the  National  Medical 
Expenditure  Survey,  AHCPR  has  developed  a  sophisticated  microsimulation  model, 
AHSIM,  that  is  currently  being  used  to  assess  cost  and  financing  issues 
related  to  health  care  reform.  The  AHSIM  Model  is  being  modified  to  run  on 
free-standing  personal  computers,  so  its  analytic  capabilities  can  be  shared 
directly  with  policymakers  throughout  the  Federal  government. 

The  intramural  research  program  is  moving  into  the  third  phase  of  the 
Healthcare  Cost  and  Utilization  Project  (HCUP).  The  project  has  reached  its 
original  goal  of  obtaining  participation  from  22  states,  two  years  ahead  of 
schedule.  Data  has  been  received  from  20  of  these  organizations. 

HCUP-3  Partrcipation 


OL>"*i*tf  Oat*  OD  Contacts  O  APBrovals 
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Discussions  with  other  states  indicate  that  many  are  interested  in 
participating  (Alabama,  Delaware,  Maine,  North  Carolina,  Georgia,  New 
Hampshire,  Ohio,  Rhode  Island,  Tennessee,  Vermont,  West  Virginia  and  the 
District  of  Columbia),  if  funding  is  availeUale.   Patient-level  discharge  data 
are  collected  in  42  states,  although  all  hospitals  in  the  state  may  not  be 
included.   HCOP-3  participants  represent  14  state  data  organizations  and  8 
private  data  organizations: 


State  data  organizations: 

AZ 

CA 

FL 

IL 

HA 

MD 

NJ 

NV 

NY 

OR 

PA 

SC 

WA 

WI 

Private  data  organizations: 

CT 

CO 

lA 

KS 

MI 

MO 

UT 

WY 

HCUP-3  is  creating  two  databases  by  merging  hospital  discharge  data  from  the 
different  states.   Data  are  processed  into  a  uniform  HCUP-3  format  to 
facilitate  research.   One  database  will  allow  analyses  of  regional  and  state 
trends  while  the  other  will  allow  analyses  of  national  health  policy  Issues. 

The  first,  a  statewide  Inpatient  database,  consists  of  information  on  all 
community  hospitals  and  all  discharges  from  hospitals  in  12  states.   After 
processing  data  into  the  uniform  HCUP-3  format,  data  will  be  returned  to  the 
respective  states.   Four  states  (CA,  FL,  IL,  MA)  have  received  their  data  in 
the  HCUP-3  format.   The  states  will  control  release  of  the  statewide  data  for 
research  outside  of  AHCPR  under  their  established  privacy  laws  and  policies. 
Representatives  of  the  12  states,  with  AHCPR  guidance,  are  exploring  the 
feasibility  of  developing  a  uniform  procedure  among  the  HCUP-3  states  for 
releasing  data  for  research.   The  states  are  attempting  to  reduce  the  barriers 
to  accessing  data  held  by  different  states,  while  fully  protecting  privacy. 


HCUP-3  Statewide  Inpatient  Database  (SID) 
Release  1  -   1995 

• 

100%  of  hospitals  and  discharges  In  state 

• 

return  to  states  for  distribution 

• 

participating  states  include: 

AZ     CA    CO    FL     lA     IL 

HA    NJ    NY    PA    WA    WI 

The  second  database  is  a  nationwide  sample  of  approximately  1,000  community 
hospitals  and  all  of  their  hospital  discharges.   The  sample  for  Release  1  will 
be  drawn  from  11  of  the  12  states  included  in  the  statewide  inpatient 
database.   Future  annual  releases  will  include  additional  states  selected  to 
improve  national  representation. 


BCUP-3  Nationwide  Inpatient  Sample  (NIS) 
Release  1   -   1995 


20%  of  hospitals  and  100%  of  their  discharges 
AHCPR  release  to  researchers 
participating  states  in  Release  1  include: 

AZ     CA     CO     FL     lA     IL 

HA     NJ     PA     WA     WI 
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The  HCnP-3  databaees  will  allow  researchers  to: 

•  monitor  changes  in  the  structure,  conduct,  and  performance  of  public  and 
private  health  care  delivery  systems; 

•  track  indicators  of  hospital  quality; 

•  identify  variations  in  medical  practice; 

•  monitor  the  use  of  services  for  vulnerable  populations; 

•  assess  the  development  of  uniform,  comparable  data  across  geographic 
areas  and  sites  of  care;  and 

•  evaluate  changing  patterns  of  illness  and  treatment  for  diseases  such  as 
AIDS. 

HCUP-3  has  strong  support  from  the  states,  which  need  these  data  for  planning. 
The  project  also  has  the  endorsement  of  the  American  Hospital  Association. 

AIDS  RESEARCH  includes  another  large  database  for  both  intramural  and 
extramural  research,  the  AIDS  Cost  and  Service  Utilization  Survey  (ACSUS) 
which  provides  vital  information  on  costs  and  services  resulting  from  health 
care  delivery  to  the  HIV-infected.   The  second  national  utilization  survey, 
the  "HIV  Cost  and  Services  Utilization  Study  (HCSUS)  presently  is  being 
organized.   This  study  represents  a  continued  commitment  by  AHCPR  to  collect 
data  associated  with  the  use  and  cost  of  services  consumed  by  persons  with  HIV 
infection,  and  to  make  this  data  available  to  health  care  policy  decision- 
makers.  In  addition  to  cost  and  utilization  data,  HCSUS  will  collect  primary 
data  about  access  and  barriers  to  care  in  different  geographic  locations  and 
health  care  delivery  system  settings.   It  will  provide  current  information 
about  relevant  demographic  and  socioeconomic  variables  (e.g.,  race,  gender, 
insurance  status,  income,  education,  exposure  category).   The  HCSUS  will 
collect  data  on  a  broad  representation  of  HIV  infected  persons  over  an 
extended  period  of  time.   The  study  will  enable  enhanced  analyses  of  the 
longitudinal  effect  of  various  treatment  modalities  and  should  have  better 
generalizability  than  is  possible  to  obtain  through  studies  of  a  single 
population  group,  at  a  single  health  care  delivery  setting  in  one  location. 
The  HCSUS  is  funded  through  a  cooperative  agreement  with  RAND  for  four  years 
beginning  in  FY  1994. 

Other  AIDS  research  in  FY  1995  includes: 

•  a  grant  to  evaluate  alternative  strategies  for  the  prevention  of 
opportunistic  infections  in  persons  with  AIDS; 

•  a  project  aimed  at  developing  a  database  of  individuals  receiving 
care  for  HIV  infection  in  order  to  assess  utilization, 
appropriateness,  and  effectiveness  of  pharmaceutical  therapies 
used  in  treating  HIV  disease; 

•  a  grant  to  study  the  effects  of  the  Comprehensive  Health  and 
Enhancement  Support  System  (CHESS)  on  health  care  costs  and 
quality  of  care  of  HIV-infected  individuals. 

DISSEMINATION  ACTIVITIES  are  designed  to  promote  widespread  distribution  and 
assimilation  of  AHCPR  products  including  results  and  findings  from  the  AHCPR- 
funded  extramural  research  studies,  and  from  intramural  research  activities 
such  as  the  National  Medical  Expenditure  Survey  and  Provider  Studies  Programs. 
A  variety  of  dissemination  methods  are  employed  including:  publication  in 
professional  journals;  press  conferences;  interviews  and  story  placement  with 
the  medical/trade  press;  and  articles  in  the  popular  press. 

The  User  Liaison  Progrcun  (ULP)  synthesizes  and  disseminates  research  findings 
to  Federal,  state,  and  local  policy  makers  in  easily  understood  and  usable 
formats.   The  ULP  plays  a  key  role  in  AHCPR 's  efforts  to  support  capacity- 
building  for  public  health  at  the  state  and  local  level  through  policy- 
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thematic  workshops,  skill  building  workshops,  and  technical  assistance. 
Examples  of  the  types  of  issues  the  ULP  has  addressed  include: 


•  Minority  infant  mortality 

•  Long-term  care 

•  Strengthening  the  public  health 
infrastructure 

•  Managed  care 


•  Drug  utilization  review 

•  Medical  liability 

•  Oisease  prevention/health 
promotion 

•  Rural,  urban  &  child  health 


In  addition,  the  ULP  has  worked  closely  with  organizations  serving  the 
information  needs  of  state/local  officials  such  as  the  Association  of  State 
and  Territorial  Health  Officials  (ASTHO),  the  National  Association  of  County 
Health  Officers  (NACHO),  and  the  National  Association  of  County  Officials 
(NACO)  by  conducting  educational  programs  for  their  members. 

The  ULP  is  conducting  a  series  of  expert  meetings  with  states  that  are  in  the 
forefront  of  health  reform,  such  as  Minnesota,  Oregon,  and  Vermont.   These 
meetings  will  provide  the  basis  for  AHCPR's  programs  of  technical  assistance 
for  the  states  in  their  implementation  of  health  reform. 

Funding  for  the  Research  on  Health  Care  Costs,  Quality,  and  Access  program 
during  the  last  five  years  has  been  as  follows: 

Five-Year  Funding  History 

Funding  and  FTE  levels  for  the  Research  on  Health  Care  Costs,  Quality  and 
Access  program  over  the  five  year  period  prior  to  FY  1996  has  been  as  follows: 


1991  

(HIV/AIDS  non-add), 

1992  

(HIV/AIDS  non-add), 

1993  , 

(HIV/ AIDS  non-add). 

1994 

(HIV/ AIDS  non-add). 

1995  

(HIV/AIDS  non-add) 


Amount 


$49,120,000 
(10,252,000) 


$49,501,000 
(10,135,000) 


$51,949,000 
(  9,624,000) 


$60,640,000 
(10,624,000) 


$63,777,000 
(10,585,000) 


FTEs 


132 
(10) 


131 
(10) 


140 
(10) 


141 
(10) 


141 
(10) 


Sources  of  Research  on  Health  Care  Costs,  Quality,  and  Access  funding  follow: 


Budget 

1  Percent 

Authority 

Trust  Funds 

Evaluation 

Total 

1991 

35,676,000 



13,444,000 

49,120,000 

1992 

36,057,000 



13,444,000 

49,501,000 

1993 

38,745,000 



13,204,000 

51,949,000 

1994 

47,436,000 

— 

13,204,000 

60,640,000 

1995 

Approp.   50,559,000 



13,218,000 

63,777,000 

1996 

Estimate  53,515,000 



13,202,000 

66,717,000 
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Rationale  for  the  Budget  ReoueBt 

The  Research  on  Health  Care  Cost,  Quality  and  Access  (CQA)  program  totals 
$66,717,000,  including  $11,079,000  for  AIDS,  an  increase  of  $2,940,000  or  4.6 
percent  over  the  FY  1995  Appropriation  of  $63,777,000.   This  level  provides 
Biipport  for  the  third  year  of  the  HIV  Cost  and  Services  Utilization  Study  and 
continuation  of  the  Hospital  Cost  and  Utilization  Program. 

The  FY  1996  Request  level  provides  support  for  the  following  initiatives: 

Risk  Adjustment  and  Severity  Measures   +S1 . OOP. 000 :   Finding  a  method  to 
adjust  premiums  for  the  risk  posed  by  higher  cost  users  is  essential  to  the 
viability  of  market -oriented  managed  con^petition  proposals  because,  in  order 
for  market  incentives  to  enhance  conpetition  and  control  costs,  a  method  must 
be  developed  to  reward  health  plans  for  enrolling  high-risk  individuals. 
Better  risk  adjusters  are  also  a  prerequisite  for  making  valid  ccn^jarisons 
about  quality  of  caire  and  for  monitoring  population-based  health  outcomes. 

At  this  level,  AHCPR  will  fund  3  grants  to  develop,  test,  and  refine  measures 
to  permit  more  appropriate  adjustments  in  premium  rates  luid  reimbursement 
based  on  socioeconomic  factors,  risk  behavior,  and  high-cost  and   chronic  care 
to  correlate  with  patient  vulnerability  and  risk;  and  more  accurate  analyses 
of  practitioners'  efficiency  and  quality. 

Primary  Care  Workforce  Initiative   +S1.000.000:   Previous  studies  of  primary 
care  workforce  needs  have  been  limited  by  a  focus  on  individual  disciplines, 
with  little  attention  to  the  interdependence  of  practitioners  with  different 
training,  and  have  not  focused  on  the  nature  of  the  delivery  system  in  which 
the  practitioner  works.   There  is  broad  agreement  that  the  current  mix  of 
practitioners  is  not  well -suited  to  population  needs,  in  large  part  because  of 
a  disproportionate  number  of  specialists,  but  little  good  data  exist  to  guide 
strategies  to  attain  a  more  appropriate  supply  of  practitioners.   In 
particular,  there  are  no  aggregate  data  on  the  contribution  of  non-physician 
providers  to  the  delivery  of  primary  care  although  these  providers  con^jrise 
approximately  15  percent  of  the  primary  care  workforce  and  function.   This 
initiative  will  develop  information  regarding  the  size,  ccoposition  of  the 
primary  care  health  workforce  to  guide  policies  affecting  reimbursement, 
graduate  medical  education,  and  practitioner  training. 

At  this  level,  AHCPR  will  fund  planning  and   feasibility  projects  for  a 
national  examination  of  the  size,  cooposition,  and  increasingly  diverse 
organizational  configurations  of  the  primary  care  workforce  and  2  cooperative 
agreements  to  measure  the  productivity  of  different  types  of  practitioners, 
reflecting  reimbursement,  organizational  characteristics,  and  case  mix. 

Technical  Assistance  to  Health  Reform  States  ■^$956. OOP:   Information  needs 
and  technical  assistance  differ  in  states  where  health  reform  is  well  underway 
from  needs  in  those  states  in  which  health  reform  is  just  beginning.   State 
policy-makers  and  legislators,  as  well  as  program  implementation  staff, 
require  assistance  in  areas  such  as  outcomes  issues,  consumer/provider 
information,  guidelines  and  medical  review  criteria,  designing  and 
implementing  surveys,  cost  and  financing  issues,  and  evaluation  of  reforms. 

At  this  level,  AHCPR  will  fund  2  contracts  to  provide  technical  assistance 
workshops  that  build  skills  for  inplementing  state-based  health  care  reform 
and  customized  assistance  programs  for  states  on  topics  such  as  outcomes 
assessment,  guidelines  and  medical  review  criteria,  data  development  and 
program  evaluation. 
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AGENCY  FOR  HEALTH  CARE  POUCY  AND  RESEARCH 
RESEARCH  ON  HEALTH  CARE  COSTS.  QUALITY  AND  ACCESS 

PROGRAM  OUTPUT  DATA 


Program  Output  Data  (SOOOl 

EXTRAMURAL  RESEARCH 
QranU: 

Non-competing  continuatioin 

Naw  and  Renewal* 

Supplemental* » 

Subtotal,  Extramural  Grants 

Contract*  &  lAA* _ 

Subtotal.  Extramural  Research 

HIV/AIDS 

Orant*: 

Non-eompeting  continuation* 

New  and  Renewal* — 

Supplemental* 

Subtotal.  HIV/AIDS  QranU 

Contract*  &  lAA*  1/. 

Subtotal.  HIV/AIDS 

IKTRAMURAL  RESEARCH 

ConUacU  &  IAA» ~ 

SubtoUI.  INTRAMURAL  RESEARCH... 

TOTAL  CQA  GRANTS  AND  CONTRACTS 
Grant*: 

Non-competing  continuations 

New  and  Renewals 

Supplementals 

Subtotal,  CQA  Grants 

Contract*  &  lAAs 

Total.  CQA  GRANTS  &  CONTRACTS.. 

Research  Management 

HIV/AIDS  (non-add) 

FTEs 

HIV/AIDS  (non-add) 

Total.  Program  Operations/Obligations... 
HIV/AIDS  (non-add) 


FY  1994 
Actual 


$9,182 

9.663 

164 


117        26.580 


2,251 

4.361 

146 


18 

6.758 

8 

1.821 

26 

8.579 

5 

7,098 

35 

74 

0 

11.433 

14.224 

330 

109 

25.987 

39 
148 

16.270 
42.257 

18.376 
(2.045) 

141 
(10) 

60.633 

(10,624) 

FY  1995 
Appropriation 


113 
26 


$12,505 

11,271 

250 


24,026 
5.904 


139        29,930 


5,739 
1,442 


10 

7.181 

8 

1,464 

18 

8.665 

5 

6,500 

6,500 


46 

77 

0 

18.244 

12.713 

250 

123 

31.207 

39 

13.888 

162 

45.095 

18.662 
(1 .920) 

141 
(10) 

63.777 

(10,585) 

FY  1996 
Estimate 


47  17,496 

59  5,329 

0  65 


7.572 


134        36,408 


6,557 
987 


0 

0 

11 

7.544 

7 

1,484 

18 

9.028 

5 

7,454 

7.454 


24.053 

6.316 

65 


117        30.434 

40        16.510 
157         46.944 


19.773 
(2.051) 


139 
(10) 


66.717 

(1 1 ,079) 


1/  Includes  $173,000  for  HIV  guidelines  and  $500  for  HIV  dissemlnalion  In  FY  1994. 
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AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 

RURAL  MANAGED  CARE  DEMONSTRATION  CENTERS 


Grantee:         University  of  Nebraska  Medical  center 
University  of  Iowa 


Demonstrate  innovative  ways  of  assisting  primary  care 
practitioners  in  implementing  health  reform  measures. 


Grantee:         university  of  Maine 


Develop  and  implement  rural  managed  care  demonstrations  at 
sites  located  in  Washington  County  and  Northern 
Androscoggin/ Franklin  county,  Maine. 


Grantee:         University  of  Arizona 


Expand  access  to  primary  care  services  by  increasing  the 
availability  of  managed  care  in  rural  areas. 


Grantee:         University  of  West  Virginia 

Sponsor  activities  to  encourage  delivery  of  high  quality,  cost 
effective  health  care  in  rural  areas  by  regional  health  care 
networks  on  a  competitive  basis. 


Grantee:         University  of  Oklahoma 

Identify  factors  associated  with  successful  implementation  of 
rural  primary  care  networks. 
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AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 


CURRENT  RURAL  HEALTH  CENTERS 


Titles:  "Access  to  Primary  Care  Services  for  Persons  with 
Disabilities  in  Rural  America" 

"An  Analysis  of  Potential  Studies  Addressing  Patient 
Outcomes  Research  Questions  in  Rural  Areas  for  Racial/ 
Ethnic  Populations" 

"Alternative  Service  Delivery  Strategies  to  Meet  Needs 
of  Persons  with  Disabilities  in  Rural  America" 

"Analysis  of  Rural  Health  Systems  Technical  Options" 

"Oregon  Consumer  scorecard  Project" 


Contractor: 


Subcontractors : 


University  of  Washington,  Seattle 

•  University  of  Alaska 

•  Washington  State  University 

•  Idaho  State  University 

•  Oregon  Health  Sciences  University 

•  Project  HOPE  -  Bethesda,  Maryland 

•  Seattle  Department  of  Veterans  Affairs 

Medical  Center 


Titles:  "Managed  Health  Care  Reform  and  Rural  Areas" 

"Analysis  of  Primary  Care  Workforce  Options  in  Rural 
Areas" 

"Rural  Managed  Care  Technical  Assistance" 

"Rural/Urban  Hospital  Length  of  Stay" 


Contractor : 


University  of  Minnesota,  Minneapolis 


Subcontractors:   •  Minneapolis  Medical  Research  Foundation 
•  Ramsey  Foundation,  St.  Paul,  Minnesota 
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Titles:  "A  Comprehensive  View  of  Adolescent  Pregnancy  and 
Adolescent  Pregnancy  Prevention  in  Rural  Areas  o£ 
the  United  States" 

"The  Delivery  of  Childhood  Immimization  Services  in 
Rural  America"  (lAA  -  Supported  by  Centers  for 
Disease  Control) 

"Drug  Abuse  Among  Non-Metropolitan  and  Rural 
Adolescents:   The  Meed  and  Availability  of  Services" 
(lAA  -  Supported  by  National  Institutes  of  Health, 
National  Institute  on  Drug  Abuse) 


Contractor : 


Subcontractors : 


University  of  North  Carolina,  Chapel  Hill 

•  Mathematica  Policy  Research,  Princeton,  NJ 

•  University  of  North  Carolina 

•  University  of  South  Carolina 

•  University  of  Florida 

•  Thomas  Jefferson  Health  Policy  Institute, 

Charlottesville 

•  Research  Triangle  Institute,  Inc.,  N.C. 


Titles:  "Vol\ime  Thresholds  for  Diagnoses  Commonly  Treated 
in  Rural  Hospitals" 

"The  Delivery  of  Childhood  Immunization  Services  in 
Rural  America"  (lAA  -  Supported  by  Centers  for  Disease 
Control) 

"The  Delivery  of  Immunization  Services  in  Rural 
America"  (lAA  -  Supported  by  the  Centers  for  Disease 
Control) 


Contractor:      Center  for  Health  Policy  Research,  Denver 

Subcontractors:   •  University  of  Colorado 

•  University  of  North  Dakota  Rural  Health 

Research  Centers 

•  Ambulatory  Sentinel  Practice  Network,  Inc. 

Denver 

•  Statewide  Education  Activities  for  Rural 

Colorado's  Health,  Denver 
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Titles:  "Health  Care  for  People  with  HIV  Infection  in 
Rural  Areas" 

"The  Delivery  of  Immunization  Services  in  Rural 
America"  (lAA  -  Supported  by  Centers  for  Disease 
Control) 


Contractor : 


Subcontractors : 


State  University  of  New  York,  Buffalo 

•  Cornell  University 

•  State  University  of  New  York 

•  University  of  Rochester 

•  Health  Care  Management  Services  Assoc.  N.Y. 

•  Codman  Research  Group,  New  Hampshire 

•  Human  Interaction  Research  Institute,  L.A. 
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National  Medical  Expenditure  Survey  fNMES  3> 


Authorizing  Legislation  -  Title  IX  and  Section  301  of  the  Public  Health 
Service  Act  (PHSA). 


FY  1994 
Actual 


FTE 


ah 


$10,000,000 

(10,000,000) 


1995 
Appropriation 

FTE      BA 

S  9,918,000 

(15,000,000) 


FY  1996 
Estimate 


Increase 

or 
Decrease 


FTE 


lA 

■  $9,918,000 
(36,000,000) 


M 
(21,000,000) 


Purraose  and  Method  of  Operation 

AHCPR'B  research  and  databases  have  provided  much  of  the  information  used  by 
policy-makers  to  develop  and  evaluate  health  care  proposals.   Health  care 
issues  can  be  addressed  effectively  only  when  we  understand  their  dimensions, 
the  social  and  financial  implications  of  proposals  for  change,  and  the  most 
effective  ways  to  achieve  the  quality,  efficiency,  and  equity  we  expect  from 
our  health  care  system. 

NKES  3  is  the  third  in  a  series  of  projects  to  collect  and  compile  data  on 
nationwide  expenditures  and  utilization.   Funding  for  the  project  began  in  FY 
1994.   A  5  year  project,  FY  1996  is  a  peak  year  for  funding  because  it  covers 
a  period  of  the  most  intensive  field  work. 

The  following  table  compares  the  cost  of  NMES  2  with  NMES  3  adjusted  to  1987 
dollars.   In  constant  dollars,  the  cost  for  NMES  3  reflects  a  modest  increase 
over  NMES  2  despite  the  use  of  innovations  such  as  Computer  Assisted  Personal 
Interviews  (CAPI)  which  improve  the  quality  of  the  data  and  expedite  the 
production  of  Public  Use  Data  Tapes. 


Component 


Household  Survey: 

Household  Interviews... 
Medical  Provider 

Interviews 

Health  Insurance 

Plan  Survey 

Subtotal 

Institutional  Survey: 

Institution  &  Population 
Interviews 

TOTAL 


1987 
NMES-2 


1996 
WMES-3 


NMES-3 
in  1987  Dollars 


(Dollars  in  Millions) 


$32. 2 

$52.4 

$34.7 

7.5 

10.2 

6.8 

8.7 

15.1 

10.0 

48.4 


$59.4 


15.2 


$92.9 


51.5 


$62.0 
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Funding  Hiatorv 

Funding  for  the  National  Medical  Expenditure  Survey  (NMES  3)  program  prior  to 
FY  1996  has  been  aa  follows: 

Amount  FTEs 

1994 S10,000,000        

1995 15,000,000        

Sources  of  NMES  3  funding  follow: 

Budget  1% 

Authority  Evaluation  Total 

1994  Actual         $10,000,000  $10,000,000 

1995  Approp.  9,918,000  $5,082,000         15,000,000 

1996  Estimate        9,918,000  26,082,000         36,000,000 

Rationale  for  the  Budget  Estimate 

The  FY  1996  Estimate  for  the  National  Medical  Expenditure  Survey  (NMES  3) 
totals  $36,000,000,  comprised  of  $9,918,000  in  budget  authority  and 
$26,082,000  in  one  percent  evaluation  funds.   The  total  reflects  an  increase 
of  $21,000,000  over  the  FY  1995  Appropriation  of  $9,918,000. 


National  Medical  Expenditure  Survey  3  fNMES  3>  -t-S  21.000.000:   During  FY  1996, 
many  key  survey  activities  will  take  place.   The  bulk  of  costs  for  interviewer 
training  and  data  collection  (i.e.  screening,  baseline,  and  two  main  rounds  of 
data  collection)  will  be  incurred.   The  innovations  planned  for  NMES  3,  such 
as  software  development  for  the  CAPI,  will  allow  access  to  data  for  policy 
analysis  much  more  quickly  than  has  been  possible  in  the  past. 

Support  is  included  for  the  development  of  the  Provider  Inventory  and  an 
expanded  Nursing  Home  Survey.   The  National  Center  for  Health  Statistics  does 
not  intend  to  conduct  a  Nursing  Home  Survey  in  1996.   The  expansion  includes 
collecting  additional  information  on  facility  characteristics  and  the  amount 
of  data  collected  from  next  of  kin. 

Interview  costs  are  higher  than  originally  estimated  because  changes  in  the 
composition  of  0.  S.  households  make  information  collection  more  difficult 
(e.g.  an  increased  number  of  non-English-speaking  immigrants,  heightened 
concerns  about  privacy,  and  the  increasing  numbers  of  non-traditional 
household  and  family  arrangements). 

The  tables  that  follow  provide  additional  information  on  the  costs  of 
collecting  data  and  then  analyzing  the  data. 
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TABLE  I 


DATA  COLLECTION  CONTRACT  COSTS 
(Dollars  In  Millions) 


(1977-79) 

(1987-89) 

(1994-98) 

Component 

NMESI 
$16.0 

NMES2 
$32.2 

NMES3 
$52.4 

Household  Survey 

15.000  Households 

37,000  Persons 

5  Rounds 

Institutional  Population  Survey. 



11.0 

15.2 

810  Nursing  Homes 

691  Facilities  for  Retarded 

1 1 ,000  Persons 

Medical  Provider  Survey 

3.5 

7.5 

10.2 

22.000  Physicians 

400  Home  Health  Agencies 

2,687  Hospitals 

Health  Insurance  Survey 

3.7 

8-7 

15.1 

13.700  Employers 

400  Unions 

900  Insurance  Companies 

Survey  of  American  Indians 

— 

7.0 



2,100  Indian  Households 

7,000  Persons 

3  Rounds 

Medicare  Record  Component... 
TOTAL 



0.5 
$66.9 

* 

$23.2 

$92.9 

Included  in  Household  Survey 
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Table  II 

NMES3 

(Dollars  in  Millions) 

FY  FY  FY 
Actlvltv 1994           1995           1996 

Household  Surveys $5.8         $10.3         $20.0 

Institutional  Population  Component 
Nursing  Home  Surveys 2.1  2.1  5.9 

Household  Surveys/Medical 
Provider  Surveys 1.1  0.7  3.8 

Household  Surveys/Health 
Insurance  Plan  Surveys 1.0  1.9  6.3 

TOTAL $10.0  $15.0  $36.0 


FY 
1997 

$15.3 


4.1 

4.1 

5.4 
$28.9 


FY 
1998 

$1.0 


1.0 

0.5 

0.5 
$3.0 


TOTAL 
$52.4 

15.2 

10.2 

15.1 
$92.9 


Table  III 

Estimated  Analytic  Costs  of  NMES  3 
(Dollars  in  Millions) 

Cost  Component                   FY  1997  FY  1998  FY  1999  FY  2000  FY  2001 

Programming $1.5  $2.5  $2.7  $2.7  $2.7 

Computer  Time 0.5  0.8  0.8  0.9  0.9 

Personnel 1.9  3.2  3.3  3.4  3.5 

TOTAL $3.9  $6.5  $6.8  $7.0  $7.1 
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M»dtcal  Treatment  Ef fecttveneaa  Program 

Authorizing  Legialation  -  Title  III  and  Title  IX  of  the  Public  Health  Service 
Act  and  Section  1142  of  the  Social  Security  Act 

Increase 
py  1994  FY  1995  FY  1996  or 

Actual Appropriation        Estimate  Decrease 

FTE    fi&       £Z£     Bh  US.  M         £Z£     M 

86   $81,328,000    89    $81,436,000       88   $82,364,000       -1     $   928,000 
(81,328,000)        (81,436,000)  (88,364,000)  (6,928,000) 

FY  1996  Authorization PHSA  Title  IX  expires  September  30,  1995 

PHSA  Section  301  Indefinite 

SSA  201(g)  Indefinite 

SSA  Title  XI  expired  September  30,  1994 

Purpose  and  Method  of  Operation 

The  purpose  of  the  Medical  Treatment  Effectiveness  Program  (MEDTEP)  is  to 
increase  the  cost  effectiveness  and  appropriateness  of  clinical  practice. 
MEDTEP  accomplishes  this  through  four  interrelated  activities:   effectiveness 
research;  development  of  clinical  practice  guidelines;  development  of  data 
bases  for  research;  and  the  synthesis  and  dissemination  of  research  findings 
and  clinical  practice  guidelines.   MEDTEP  also  supports  training  of  health 
services  researchers. 

In  FY  1995,  MEDTEP  is  estimated  to  support  95  research  project  grants  and  54 
research  contracts. 

In  FY  1996,  MEDTEP  is  estimated  to  support  92  research  project  grants  and  43 
research  contracts. 

EFFECTIVEWESS  RESEARCH  examines  the  effectiveness,  appropriateness  and  cost 
effectiveness  of  alternative  strategies  for  the  prevention,  diagnosis, 
treatment,  and  management  of  clinical  conditions,  in  terms  of  patient 
outcomes.   More  complete  and  accurate  information  regarding  what  works  best  in 
medical  care  and,  especially,  the  relative  benefit  of  alternative  treatments 
and  consideration  of  patients'  preferences,  together  with  active  dissemination 
of  this  information,  will  help  to  improve  clinical  practice  and  its  outcomes. 
In  addition  to  benefiting  individual  patients,  the  results  of  MEDTEP  research 
are  valuable  to  health  care  providers  concerned  about  the  value, 
effectiveness,  and  appropriateness  of  health  care  in  their  institutions  and 
comnunities  and  to  policymakers  concerned  about  the  quality  and  cost  of  health 
care  nationwide. 

MEDTEP  research  focuses  on  conditions  that  meet  the  following  criteria: 

•  large  numbers  of  individuals  are  affected; 

•  there  is  uncertainty  or  controversy  regarding  effectiveness; 

•  associated  risks  and/or  costs  of  treatment  are  high;  and, 

•  needs  of  the  Medicare  and  Medicaid  programs  are  addressed. 


-48- 


253 


Recent  examplee  of  KEDTEP  research  Include: 

•  Medical  care  use  and  costs  for  adults  with  sleep  apnea; 

•  "Let  Me  Decide*  health  care  advance  directives; 

•  Outcomes  following  minor  head  and  abdominal  trauma; 

•  Improving  efficiency  and  quality  with  information  systems; 

•  Videodisc  for  back  surgery  decisions; 

•  Treatment  choices  and  outcomes  in  prostate  cancer;  and, 

•  Practice  variation  among  newborn  intensive  care  units. 

PORTS  and  PORT  II 

A  major  component  of  MEDTEP  research  is  support  for  Patient  Outcomes  Research 
Teams  (PORTS),  which  began  in  FY  1989.   PORTS  are  5-year  research  grants  that 
include  the  elements  of  formal  literature  synthesis  (meta-analysis),  data 
acquisition  and  analysis,  development  of  clinical  recommendations, 
dissemination  of  findings,  and  evaluation  of  the  effects  of  findings  on  change 
in  clinical  practice.   The  14  PORT  projects  are  listed  on  page  55. 

The  PORT  II  initiative  continues  in  FY  1995.   Like  the  initial  PORTS,  PORT  II 
addresses  important  clinical  and  policy-relevant  questions  on  the 
effectiveness  and  cost  effectiveness  of  different  clinical  approaches  for 
common  clinical  conditions,  and  will  advance  methods  for  outcomes  research. 
The  new  program  emphasizes  hypothesis  testing  to  provide  strong  evidence  for, 
or  against,  the  effectiveness  of  treatments  for  common  conditions.   The  grant 
period  for  PORT  II  is  from  three  to  five  years.   Six  PORT  II  grants  were 
awarded  in  FY  1994  for  the  following  areas:  prostatic  diseases;  cataracts; 
breast  cancer;  cardiac  arrhythmia;  end-stage  renal  disease  and  oral 
rehydration.   A  detailed  table  listing  the  PORT  II  projects  is  on  page  56. 

RESEARCH  CENTERS  ON  MINORITY  POPULATIONS 

Another  important  MEDTEP  research  initiative  established  11  MEDTEP  Research 
Centers  on  Minority  Populations,  four  full  centers  and  seven  developmental 
centers.   Through  this  initiative,  AHCPR  is  investigating  which  clinical 
strategies  are  best  for  clinical  conditions  whose  prevalence  or  impact  is 
greatest  among  African  Americans,  Latinos,  Asian  and  Pacific  Islanders, 
American  Indians,  and/or  Alaska  Natives.   In  addition,  the  Centers  are 
training  minority  researchers  in  effectiveness  research,  provide  technical 
assistance  to  practitioners  in  their  communities,  and  disseminate  information 
to  patients  and  providers.   Examples  of  the  conditions  being  studied  are: 
high  blood  pressure,  kidney  disease,  tuberculosis,  low  birthweight,  substance 
abuse,  and  certain  cancers.   A  detailed  table  listing  the  Research  Centers  on 
Minority  Populations  is  provided  on  page  57. 

PHARMACEUTICAL  OUTCOMES  PROJECTS 

Another  MEDTEP  research  initiative  is  studying  the  effectiveness  and  cost 
effectiveness  of  prescription  drugs  and  related  pharmaceutical  interventions. 
Fourteen  investigator-initiated  grants  currently  are  funded  to  study  the 
effect  of  prescription  drugs  on  patient  outcomes.   Illustrative  examples  of 
these  research  grants  include:  pharmaceutical  care  for  pediatric  asthma 
(University  of  Washington);  antidepressant  drug  use  in  the  elderly  (University 
of  Minnesota);  the  role  of  the  patient  in  arthritis  treatment  (University  of 
Wisconsin);  and  prospective  drug  utilization  review  (Regenstrief  Institute, 
Indiana  University) .   A  table  listing  the  pharmaceutical  projects  funded  under 
this  initiative  is  provided  on  page  58. 
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CLIOTCAL  PRACTICE  OUIDELIMES  are  devalopad  by  AHCPR'a  Of flea  of  tha  Forum  for 
Quality  and  Effactivanaaa  in  Haalth  Cara.   Thia  program  proototaa  tha  quality, 
appropriatanaaa,  and  affactivaneaa  of  haalth  cara  by  arranging  for  tha 
davalopmant,  raviaw  and  updating  of: 

•  Clinically  relevant  guidelines  that  may  be  used  by  health  care 
practitioners  and  educators,  as  well  as  consumers,  to  assist  in 
determining  how  diseases,  disorders,  and  other  health  conditions  can 
most  effectively  and  appropriately  be  prevented,  diagnosed,  treated,  and 
managed  clinically;  and, 

•  Standards  of  quality,  performance  measures,  and  medical  review  criteria 
through  which  health  care  providers  may  assess  or  review  the  provision 
of  health  care. 

By  the  end  of  1995,  an  estimated  twenty  guideline  sets  (i.e.  the  clinical 
guideline,  quick  reference  guide  for  clinicians,  and  patient's  guide)  will  be 
available  to  the  public.   Two  other  topics  are  under  development  with 
publication  expected  in  1996,   A  detailed  table  listing  the  guidelines  is 
provided  on  page  59. 

GUIDELINE  EVALUATION 

AHCPR  has  also  established  a  guideline  evaluation  strategy  designed  to  meet 
three  objectives: 

1.  Examine  the  process  of  developing  and  disseminating  guidelines; 

2.  Evaluate  individual  guidelines  as  they  are  released;  and 

3.  Support  investigator-initiated  research  to  generate  new  knowledge 
about  the  effectiveness  of  medical  care  and  develop  and  test  new 
approaches  to  put  that  knowledge  into  use. 

Guideline  evaluation  efforts  include: 

•  Six  targeted  projects  to  examine  various  aspects  of  the  process  of 
developing  AHCPR  supported  guidelines.  These  projects  are  designed 
to  summarize  our  guideline  experience  to  date  and  will  assist  in 
responding  to  congressional  reporting  requirements  in  the  1992 
AHCPR  Reauthorization  Act.   They  examine  methods  for  selecting 
guideline  topics,  methods  to  conduct  peer  and  pilot  review, 
methods  to  compare  the  AHCPR  guideline  development  process  to 
those  used  by  other  organizations,  methods  to  assess  the  perceived 
quality  of  guidelines,  and  methods  for  analyzing  the  cost  effects 
of  guideline  recommendations. 

•  Continuing  research  into  methods  for  translating  clinical  practice 
guidelines  into  medical  review  criteria  that  can  be  used  to 
measure  conformance  with  guidelines  and  target  areas  for  clinical 
quality  improvement.   These  projects  include  contracts  with  1)  The 
American  Medical  Review  Research  Center  to  evaluate  the  AHCPR- 
supported  guidelines  for  urinary  incontinence,  acute  postoperative 
pain,  and  benign  prostatic  hyperplasia  in  care  provided  to 
Medicare  patients;  and  2)  The  Rand  Corporation  to  evaluate  the 
guidelines  for  cataract  and  pressure  ulcers.   This  second  project 
involves  collaboration  with  the  Department  of  Veterans  Affairs, 
which  will  test  guideline-based  review  criteria  for  use  in  VA 
hospitals  throughout  the  U.S. 
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•  Continuing  research  into  the  application  of  the  AHCPR-eupported 
guideline  on  depression  in  large  group  practice  settings.   In 
addition,  a  new  research  solicitation  will  sponsor  projects  to 
investigate  the  impact  of  AHCPR-supported  guidelines  for  urinary 
incontinence  in  adults,  early  HIV  infection,  sickle  cell  disease, 
unstable  angina,  and  depression. 

DATA  DEVELOPMEWT  efforts  address  the  quality  of  patient  care  by  improving  the 
quantity  and  quality  of  information  available  for  health  services  research, 
with  special  emphasis  on  patient  outcomes  research.    In  addition,  activities 
related  to  development  of  computerized  medical  records  will  contribute  to  the 
administrative  simplification  goals  of  health  reform.   The  two  basic 
components  of  this  activity  are: 

•  Establishing  standards  for  uniform  methods  of  developing, 
collecting  and  exchanging  data. 

•  Investigating  the  feasibility  of  linking  research-related  data 
from  a  variety  of  sources. 

Continuing  in  FY  1995,  AHCPR  and  the  National  Library  of  Medicine  are 
cooperatively  funding  grant  applications  that  extend  computer-based  patient 
record  systems  and  show  their  incorporation  of  guidelines,  decision  aids, 
expert  systems  and  reminder  systems.   Supported  research  include 
investigations  into  the  use  of  automated  patient  care  data  for  patient  care, 
payment,  research,  quality  assessment,  patient  outcome  analysis,  and 
electronic  transmission  of  such  data  among  institutions  and  providers. 

EVAHJATIOW  and  synthesis  encompasses  information  on  the  development  and 
application  of  clinical  quality  measures,  including: 

•  guideline-based  measures  sponsored  by  AHCPR; 

•  quality  measures  developed  by  other  government  entities  and  the 
private  sector; 

•  methods  of  comparison  for  quality  measures; 

•  supporting  the  capacity  to  disseminate  information; 

•  and  technical  assistance  on  quality  measures. 

The  field  of  quality  measurement  has  generated  vast  amounts  of  this  type  of 
information  that  can  be  put  into  practice  in  the  form  of  medical  review 
criteria  and  performance  measures.   The  science  underlying  that  process  needs 
to  be  strengthened.   As  a  first  step,  AHCPR  is  funding  a  study  to  collect  and 
classify  existing  clinical  performance  measurement  sets.   To  date,  the  project 
has  identified  more  than  30  measurement  sets  containing  more  than  600  clinical 
performance  measures.   The  aim  is  to  identify  areas  where  better  measures  are 
needed,  and  where  further  research  can  have  the  greatest  impact.   The 
information  will  be  placed  in  a  database  that  can  be  accessed  by  managed  care 
plans,  hospitals,  and  other  users. 

DISSEMINATION  of  research  and  clinical  practice  guidelines  is  accomplished 
through  the  use  of  professional  journal  publications,  the  consumer  and  trade 
press,  and  the  mass  media,  as  well  as  information  networks  and  conferences 
sponsored  by  AHCPR.   The  resources  and  expertise  of  the  National  Library  of 
Medicine  (NLM),  the  Health  Resources  and  Services  Administration,  and  the 
Centers  for  Disease  Control  and  Prevention  continue  to  be  used  to  convey  final 
research  and  guideline  findings. 

AHCPR  has  disseminated  more  than  14.3  million  requested  guideline  documents. 
Additionally,  reprints,  excerpts,  or  summaries  of  the  guidelines  have  appeared 
in  professional  journals  with  a  combined  circulation  of  well  over  4.9  million. 
AHCPR  also  collaborates  with  the  NLM  to  make  available  full  text  retrieval 
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versions  of  guidelines  through  NLM's  MEDLARS  database.  AHCPR  has  also 
arranged  for  the  reprinting  of  more  than  7.7  million  additional  copies  of  the 
guidelines  by  working  cooperatively  with  industry  in  public-private 
partnership. 

AHCPR  has  worked  with  HLM  to  create  an  on-line  literature  database  for  health 
services  research  that  is  available  to  the  public,  and  to  significantly 
increase  the  scientific  literature  available  on  technology  assessments.   AHCPR 
also  collaborates  with  the  Government  Printing  Office  and  the  National 
Technical  Information  Service  to  make  health  services  research  and  guidelines 
available  through  computer  diskettes,  on-line  computer  systems,  and  CO  ROM 
disks.   Such  products  include  an  electronic  inventory  of  AHCPR-aupported 
research  available  on  one  database.   AHCPR  also  has  made  clinical  practice 
guidelines  available  on  the  Internet,  the  most  cost  effective  tool  for 
reaching  the  largest  audience  at  minimum  cost. 

TECHNOLOOY  ASSESSMENT  -  This  intramural  research  program  provides  review  of 
new  technologies  under  consideration  for  reimbursement  by  Federal  agencies. 
Examples  of  current  and  planned  technology  assessments  are  provided  in  a  table 
on  page  60. 

Five  Year  Funding  Hietorv 

Funding  and  FTE  levels  for  the  complete  Medical  Treatment  Effectiveness 
Program  (combined  amount  for  research,  guidelines,  data,  and  dissemination) 
over  the  five  years  prior  to  FY  1996  has  been  as  follows: 


1991  63,697,000  70 

1992  68,041,000  83 

1993  73,661,000  93 

1994  81,328,000  86 

1995  81,436,000  89 


Sources  of  MEDTEP  funding  follow: 


Budget 

Medicare 

1- 

-Percent 

Authoritv 

Trust  Funds 

Evaluation 

Total 

1991 

57,805,000 

5,892,000 

___ 

63,697,000 

1992 

62,149,000 

5,892,000 



68,041,000 

1993 

67,875,000 

5,786,000 



73,661,000 

1994 

75,542,000 

5,786,000 



81,328,000 

1995 

Approp. 

75,640,000 

5,796,000 



81,436,000 

1996 

Estimate  76,568,000 

5,796,000 

6, 

,000, 

000 

88,364,000 
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Rationale  for  the  Budget  Reoueet 

The  Medical  Treatment  Effectiveness  Program  totals  $88,364,000,  an  Increase  of 
$6,928,000  or  8.5  percent  over  the  FY  1995  Appropriation  of  $81,436,000  and 
includes  anticipated  savings  in  FTS  costs  of  $16,000. 

The  FY  1996  Request  level  provides  support  for  the  following  initiatives: 

Shared  Patient/Practitioner  Decision-Hakinq  ■*-S944.000;   All  the  major  health 
care  reform  proposals  recognize  that  reform  will  bring  intensified  demands  for 
meaningful  information  for  all  parties,  particularly  consumers.   Successful 
implementation  of  reform  requires  information  to  help  consumers  participate 
more  actively  in  decision-making  about  their  personal  health  care.  At  this 
level,  AHCPR  will  support  4  grants  to  fund  innovative  activities,  such  as 
interactive  videodiscs,  for  providing  information  on  the  effectiveness  of 
available  treatment  options  to  help  patients  become  better  informed  health 
care  consumers. 

Clinical  Effectiveness  Trials  ■t-S4.000,000;   An  AHCPR-supported  conference  was 
held  in  May  1994  to  establish  a  future  research  agenda  on  the  effectiveness  of 
treatments  for  non-cancerous  conditions  of  the  uterus.   The  consensus  of  the 
conference  was  that  there  is  little  or  no  research  evidence  to  support 
hysterectomy  as  an  effective  treatment  for  non-cancerous  conditions  of  the 
uterus.   There  are  about  450,000  hysterectomies  performed  annually  in  the 
United  States  for  non-cancerous  conditions.   As  AHCPR 's  effectiveness  research 
program  matures,  it  is  becoming  clear  that  direct  answers  to  many  clinical 
effectiveness  questions  will  rec[uire  investment  in  prospective  clinical 
studies,  including  trials. 

At  this  level,  AHCPR  will  support  2   clinical  effectiveness  studies,  including 
an  effectiveness  trial,  on  treatments  for  non-cancerous  conditions  of  the 
uterus,  including  hysterectomy. 

Technology  Centers   ■*-S2 .000.000;   Virtually  all  proposals  for  health  care 
reform  state  that  "appropriate"  care  will  be  reimbursed.   Technology 
assessments  are  the  most  suitable  method  for  judging  the  appropriateness  of 
health  technologies. 

At  this  level,  AHCPR  will  fund  2  cooperative  agreements  to  support  Technology 
Assessment  Centers  or  Consortia  to  conduct  assessments,  develop  innovative 
assessment  methods,  and  provide  technical  assistance  to  health  care  providers, 
payers,  policymakers,  and  managed  care  organizations. 
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AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 
MEDICAL  TREATMENT  EFFECTIVENESS 


PROGRAM  OUTPUT  DATA 


PfOfltmm  Output  Data  ($0001 

OUTCOMES  &  EFFECTIVENESS  RESEARCH 

Grants: 

Nan -competing  eontinuiiliont 

New  and  Renewals..... „......„...._„ 

Supplementals ~_ ~... 

Subtotal,  Research  Grants. — —« 

Contracts  and  lAAa.... . 

Subtotal _ 

AUTOMATED  INFOR.  SYSTEMS 
AND  DATA  DEVELOPMENT 


Contraeta  and  lAAa.. 

GUIDEUNES 

Updates/Ongoing 

New  Starts 

Subtotal 


DISSEMINATION/EVALUATION 
Grants: 

Non-eompeting  eontinuatians... 

New  and  Renewals. -... 

Supplementals ............ 

Subtotal 


Contracts  and  Intra-Ageney  Agreements.. 
Subtotal,  Dissemination 


TECHNOLOGY  ASSESSMENT  CENTERS 
Grants: 

New 

TOTAL  MEDTEP  GRANTS  &  CONTRACTS 
Grants: 

Non— competing  eontinuationa 

New  and  Renewals 

Supplementals 

Total,  Research  Grants 


Contracts  and  lAAa 

Total,  MEDTEP  Grants  and  Contracts.. 


TECHNOLOGY  ASSESSMENT.. 
No.  of  Assessments/reviews 


Research  Management... 
FTEa 


Total,  Program  Operations/Obligations.. 


FY  1994 
Actual 

No. 

Amount 

65 
28 

$27,332 
14.921 
1,222 

93 

43,475 

29 

8.634 

122 

52.109 

2 

2.784 

5 
5 

3,542 
2,129 

10 

5.671 

7 
5 

3.167 
905 

— 

— 

12 

4.072 

13 

5,376 

25 

9.448 

0 

0 

72 

33 

0 

30.499 

15.826 

1.222 

105 

47.547 

54 

22.465 

159 

70,012 

994 

9 

10,320 
86 

81,326 

nri995 

Appropriation 

No. 

Amount 

63 
23 

$30,680 

9,853 

450 

86 

40,983 

31 
117 

10,431 
51,414 

1 

2.000 

6 
3 

3,300 
2,200 

9 

5.500 

7 
2 

2,587 
383 

— 



9 

^970 

13 

6,630 

22 

9.600 

0 

0 

70 

25 

0 

95 

33.267 

10.236 

450 

43.953 

54 

24,561 

149 

68,514 

994 

7 

11,928 
89 

81,436 

FY  1996 

Estimate 

No. 

Amount 

64 
20 
0 

33,968 

11,805 

0 

84 

45.773 

26 

8.972 

110 

54,745 

1 

2.000 

6 

2 

3,804 
1,500 

8 

5,304 

3 
3 
0 

650 
500 

0 

6 

1,150 

8 

9,082 

14 

10,232 

2 

2,000 

67 

25 

0 

34,618 

14,305 

0 

02 

48,923 

43 

25,358 

135 

74.281 

994 

7 

13.089 
88 

88,364 
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AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 

PATIENT  OUTCOMES  RESEARCH  TEAM  PROJECTS  (PORTs) 


PRESENT  PROJECT  PERIOD 

GRANTS 

START  DATE 

ENDING  DATE 

BACK  PAIN  OUTCOME  ASSESSMENT  TEAM 
U.  of  Washington.  Seattle.  WA 

9/01/89 

2/28/95 

CONSEQUENCES  OF  VARIATION  IN  TREATMENT  FOR 
ACUTE  MYOCARDIAL  INFARCTION  (AMI) 
Harvard  Medical  School.  Boston.  MA 

9/07/89 

2/28/95 

VARIATIONS  IN  CATARACT  MANAGEMENT:  PATIENT 
AND  ECONOMIC  OUTCOMES  -  Johns  Hopkins  U.. 
Baltimore,  MD 

9/07/89 

2/28/95 

ASSESSING  THERAPIES  FOR  BENIGN  PROSTATIC 
HYPERTROPHY  AND  LOCALIZED  PROSTATE  CANCER 
Dartmouth  College.  Hanover,  NH 

9/07/89 

2/28/95 

ASSESSING  AND  IMPROVING  OUTCOMES:  TOTAL  KNEE 
REPLACEMENTS  -  Indiana  U.,  Indianapolis.  IN 

4/01/90 

3/31/95 

VARIATIONS  IN  THE  MANAGEMENT  AND  OUTCOMES  OF 
DIABETES  -  New  England  Medical  Center..  Boston.  MA 

9/30/90 

9/29/95 

OUTCOME  ASSESSMENT  PROGRAM  IN  ISCHEMIC  HEART 
DISEASE  -  Duke  U..  Durham.  NC 

7/01/90 

6/30/95 

OUTCOME  ASSESSMENT  OF  PATIENTS  WITH  BILIARY 
TRACT  DISEASE  -  U.  of  Pennsylvania,  Philadelphia.  PA 

8/01/90 

9/29/95 

ANALYSIS  OF  PRACTICES:  HIP  FRACTURE  REPAIR  & 
OSTEOARTHRITIS  -  U.  of  Maryland.  Baltimore.  MD 

9/30/90 

9/29/95 

ASSESSMENT  OF  THE  VARIATIONS  AND  OUTCOMES  OF 
PNEUMONIA  -  U.  of  Pittsburgh,  Pittsburgh.  PA 

9/30/90 

9/29/95 

CONTRACTS                                                                                        | 

VARIATIONS  IN  MANAGEMENT  OF  CHILDBIRTH  AND 
PATIENT  OUTCOMES  -  The  Rand  Corporation. 
Santa  Monica,  CA 

9/28/90 

9/27/95 

SECONDARY  AND  TERTIARY  PREVENTION  OF  STROKE 
Duke  U.  Medical  Center,  Durham,  NC 

9/30/91 

9/29/96 

SCHIZOPHRENIA  PATIENT  OUTCOMES  RESEARCH  TEAM 
U.  of  Maryland,  Baltimore,  MD 

9/30/92 

9/29/97 

PATIENT  OUTCOMES  RESEARCH  TEAM  (PORT)  ON  LOW 
BIRTHWEIGHT  IN  MINORITY  AND  HIGH  RISK  WOMEN 
U.  of  Alabama,  Birmingham.  AL 

9/30/92 

9/29/97 
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AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 

CURRENT  PATIENT  OUTCOMES  RESEARCH  TEAM  PROJECTS-II  (PORTs-ll) 


PRESENT  PROJECT  PERIOD 

GRANTS 

START  DATE 

ENDING  DATE 

PORT-II  FOR  PROSTATIC  DISEASES 
Massachusetts  General  Hospital,  Boston,  MA 

9/01/94 

8/31/99 

CARE,  COSTS  AND  OUTCOMES  OF  LOCAL  BREAST 

CANCER 

Georgetown  University,  Washington,  DC 

9/30/94 

9/29/99 

DIALYSIS  CARE:  CHOICES.  OUTCOMES,  COSTS  AND 

TRADEOFFS 

John  Hopkins  University.  Baltimore,  MD 

7/01/94 

6/30/99 

CARDIAC  ARRHYTHMIA  PORT 
Stanford  University.  Stanford.  CA 

8/01/94 

7/31/99 

SAFETY  AND  EFFECTIVENESS  OF  HOMEMADE  CEREAL- 
BASED  ORAL  REHYDRATION  THERAPY  FOR  INFANTS 
WITH  DIARRHEA 
Boston.  MA 

8/01/94 

9/30/96         1 

VALUE  OF  MEDICAL  TESTING  PRIOR  TO  CATARACT 

SURGERY 

John  Hopkins  University.  Baltimore.  MD 

9/01/94 

8/31/98 
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AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 

CURRENT  RESEARCH  CENTERS  ON  MINORITY  POPULATIONS 


PRESENT 
PROJECT  PERIOD 

GRANTS 

CLINICAL  TOPICS 

START 
DATE 

ENDING 
DATE 

UCLA/MEDTEP  CENTER  FOR  ASIANS  AND  PACIFIC 
ISLANDERS  -  U.  of  CBlifomla,  Los  Angeles.  CA 

Geriatric  issues,  birth 

outcomes,  hypertension 

and  hip  fracture 

9/09/92 

8/31/95 

HAWAII  ASIAN  PACIFIC  ISLAND  MEDTEP  RESEARCH 
CENTER,  PACIFIC  HEALTH  RESEARCH  INSTITUTE 
Pacific  Health  Research  Institute,  Honolulu,  HI 

Hypertension,  breast 

cancer,  tuberculosis  and 

asthma 

9/09/92 

8/31/95 

NEW  MEXICO  MEDTEP  RESEARCH  CENTER  ON 
MINORITY  POPULATIONS,  U.  OF  NEW  MEXICO 
U.  of  New  Mexico,  Albuquerque,  NM 

Breast  &  cervical  cancer. 

type  II  diabetes  and 

substance  abuse 

9/09/92 

8/31/95 

MOREHOUSE  MEDICAL  TREATMENT  EFFECTIVENESS 
CENTER  -  Morehouse  School  of  Medicine,  Atlanta,  GA 

Hypertension.  AIDS  and 
infant  mortality 

9/09/92 

8/31/95 

HARLEM  URBAN  HEALTH  RESEARCH  INSTITUTE. 
COLUMBIA  UNIVERSITY  -  Columbia  U.,  New  York,  NY 

Hypertension. 

tuberculosis.  AIDS,  infant 

mortality  and  teen 

pregnancy  prevention 

9/09/92 

8/31/97 

MEXICAN  AMERICAN  EFFECTIVENESS  RESEARCH 
CENTER  -  U.  OF  TEXAS  HSC.  San  Antonio.  TX 

Type  II  diabetes.  AIDS 
and  substance  abuse 

9/09/92 

8/31/97 

MEDTEP  RESEARCH  CENTER  ON  MINORITY 
POPULATIONS  •  U.  OF  CALIFORNIA.  San  Francisco.  CA 

Cardiovascular  disease. 

breast  &  cervical  cancer. 

prenatal  care  and  infant 

mortality 

1/01/93 

1/31/98 

RESEARCH  CENTER  ON  MINORITY  HEALTH 
U.  OF  MARYLAND.  Baltimore.  MD 

Child  &  adolescent  health 

and  reproductive  health 

outcomes 

1/01/93 

1/31/98 

MEDTEP  RESEARCH  CENTER  ON  MINORITY 
POPULATIONS  -  Henry  Ford  Hospital.  Detroit.  Ml 

Cancer,  infant  mortality. 

low  birthweight.  type  II 

d'abetes  and  hip  fracture 

&  replacement 

2/1/93 

1/31/96 

MEHARRY  MINORITY  MEDTEP  RESEARCH  CENTER 
Meharry  Medical  College.  Nashvnie.  TN 

Hypertension,  substance 
abuse,  infant  mortality 
and  chronic  diseases 

3/1/93 

2/29/96 

MIDWEST  LATINO  RESEARCH  CENTER  ON  MEDTEP 
U.  of  Illinois.  Chicago.  IL 

Type  II  diabetes. 

substance  abuse  and 

infant  mortality 

4/1/93 

2/28/96 
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AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 


CURRENT  PHARMACEUTICAL  GRANTS 


PRESENT  PROJECT  PERIOD 

I-                                 GRANTS 

START  DATE 

ENDING  DATE 

OUTCOMES  OF  PHARMACEUTICAL  THERAPY  OF  HIV 
DISEASE,  Johns  Hopkins  U.,  Baltimore  MD 

2/01/93 

1/31/98 

STATISTICAL  METHODS  FOR  QUAUTY-OF-UFE 

OUTCOMES  RESEARCH 

Harvard  School  of  Public  Health.  Boston,  MA 

3/01/93 

2/29/96 

PATIENT  OUTCOMES  ASSOCIATED  WITH 

ANTIDEPRESSANT  DRUGS 

U.  of  Minnesota,  Minneapolis,  MN 

3/01/93 

2/28/98         1 

PHARMACEUTICAL  CARE  OUTCOMES:  THE  PATIENT 
ROLE,  U.  of  Wisconsin,  Madison,  Wl 

3/01/93 

2/28/98 

COMPARATIVE  OUTCOMES  OF  AMBULATORY 

PHARMACEUTICAL  AGENTS 

New  England  Medical  Center,  Boston,  MA 

3/01/93 

2/29/96 

PATIENT  OUTCOMES  WITH  ANTIBIOTIC  THERAPY  OF 

LYME  DISEASE 

U.  of  Maryland  at  Baltimore,  Baltimore,  MD 

3/01/93 

2/28/98 

PREFERENCE  ASSESSMENT  FOR  PHARMACEUTICAL 
EVALUATION,  Stanford  University,  Stanford.  CA 

3/01/93 

9/30/95 

COGNITIVE  IMPAIRMENT  AND  MEDICATION 
APPROPRIATENESS.  Duke  University,  Durham,  NC 

3/01/93 

5/31/95 

PHARMACEUTICAL  CARE  AND  PEDIATRIC  ASTHIVIA 
OUTCOMES,  U.  of  Washington,  Seattle,  WA 

3/01/93 

2/28/97 

COMPUTER  BASED  PROSPECTIVE  DRUG  UTILIZATION 
I  REVIEW,  Indiana  University,  Indianapolis,  IN 

7/01/93 

12/31/96 

IMPROVING  OUTCOMES  IN  ELDERLY  NSAID  USERS 
Vanderbilt  U..  School  of  Medicine.  Nashville,  TN 

7/01/93 

7/31/98 

OUTCOMES  ASSOCIATED  WITH  THERAPY  FOR  OTITIS 
MEDIA,  U.  of  Colorado.  Denver.  CO 

7/01/93 

6/30/96 

USE  OF  RECORD  LINKAGE  TO  STUDY  OUTCOMES  OF 

DRUG  THERAPY 

Brigham  &  Women's  Hospital.  Boston.  MA 

8/01/93 

7/31/97 

A  HEALTH  STATUS  MEASURE  TO  EVALUATE  DRUG 
THERAPY  FOR  PCP,  Johns  Hopkins  U.,  Baltimore,  MD 

9/01/93 

2/28/95 
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AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 

CURRENT  CLINICAL  PRACTICE  GUIDELINE  DEVELOPMENT 

R  -  RELEASED 

TBD  -  TO  BE  DETERMINED 


PANELS 

COMPLETED/  1 
RELEASED       j 

ACUTE  PAIN  MANAGEMENT:   OPERATIVE  OR  MEDICAL 
PROCEDURES  &  TRAUMA 

R    3/92 

URINARY  INCONTINENCE  IN  ADULTS 

R    3/92 

PREDICTION.  PREVENTION.  AND  EARLY  INTERVENTION  OF 
PRESSURE  ULCERS 

R    5/92 

MANAGEMENT  OF  FUNCTIONAL  IMPAIRMENT  DUE  TO  CATARACTS 
IN  THE  ADULT 

R    2/93 

DIAGNOSIS  &  TREATMENT  OF  DEPRESSED  OUTPATIENTS 
IN  PRIMARY  CARE 

R    4/93 

SICKLE  CELL  DISEASE:   SCREENING,  DIAGNOSIS,  MANAGEMENT 
AND  COUNSELING  IN  NEWBORNS  AND  INFANTS 

R    4/93 

EVALUATION  &  MANAGEMENT  OF  EARLY  HIV  INFECTION 

R     1/94 

DIAGNOSIS  &  TREATMENT  OF  BENIGN  PROSTATIC  HYPERPLASIA 

R    2/94 

MANAGEMENT  OF  CANCER-RELATED  PAIN 

R    3/94 

QUALITY  DETERMINANTS  OF  MAMMOGRAPHY 

R    10/94 

LOW  BACK  PROBLEMS 

R    12/94 

TREATMENT  OF  PRESSURE  ULCERS  IN  ADULTS 

R    12/94 

WORKGROUP  ON  GUIDELINE  TRANSLATION  INTO  REVIEW  CRITERIA 

1995 

SCREENING  FOR  ALZHEIMER'S  &  RELATED  DEMENTIAS 

1995 

SMOKING  CESSATION 

1995 

CONTRACTS 

DIAGNOSIS  AND  MANAGEMENT  OF  UNSTABLE  ANGINA 

R    3/94 

HEART  FAILURE:   EVALUATION  AND  CARE  OF  PATIENTS  WITH  LEFT 
VENTRICULAR  SYSTOLIC  DYSFUNCTION 

R    6/94 

OTITIS  MEDIA  WITH  EFFUSION  IN  CHILDREN 

R    7/94 

POST  STROKE  REHABILITATION 

1995 

CARDIAC  REHABILITATION 

1995 

SCREENING  FOR  COLORECTAL  CANCER 

1996 

CHRONIC  PAIN:  HEADACHE 

1996 
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AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 


TECHNOLOGY  REVIEWS  AND  ASSESSMENTS 
CONDUCTED  IN  1992,  1993  &  1994 


REVIEWS 


HOME  UTERINE  MONITORING 


PLATELET-DERIVED  GROVyTTH  FACTOR  FOR  TREATMENT  OF 
WOUNDS  AND  CHRONIC  SKIN  ULCERS 


OUTPATIENT  SURGERY  FOR  COCHLEAR  IMPLANTATION 


COMBINED  LIVER-KIDNEY  TRANSPLANTS 


EXTERNAL  IMPLANTABLE  INFUSION  PUMPS 


THE  LYMPHEDEMA  PUMP 


SMALL  BOWEL  AND  UVER-SMALL  BOWEL  TRANSPLANT 


IMPLANTABLE  BONE  STIMULATOR  FOR  SPINAL  FUSION 


INTRADIALYTIC  TOTAL  PARENTERAL  NUTRITION 


ASSESSMENTS 


REASSESSMENT  OF  CARDIAC  OUTPUT  MEASUREMENT  BY 
BIOIMPEDANCE 


PATIENT  AND  INSTITUTIONAL  SELECTION  CRITERIA  FOR 
HEART-LUNG  TRANSPLANTATION 


BONE  MINERAL  DENSITY  STUDIES 


ROUTINE  TESTING  REQUIREMENTS  FOR  DIALYSIS  PATIENTS 


EXPERT  CONSENSUS  ON  THE  APPROPRIATE  USES  OF  ULTRASOUND 


PLETHYSMOGRAPHY 


MAGNETIC  RESONANCE  ANGIOGRAPHY 


PANCREAS-KIDNEY  TRANSPLANTATION 


PERIPHERAL  STEM  CELL  SUPPORT  OF  HIGH  DOSE  CHEMOTHERAPY 


SINGLE  &  DOUBLE  LUNG  TRANSPLANTS 


POLYSOMNOGRAPHY  &  SLEEP  DISORDER  CENTERS 


ISOLATED  PANCREAS  TRANSPLANTATION 


CARDIAC  REHABILITATION  PROGRAMS 
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Program  Support 

Authorizing  Legielation  -  Section  301  and  Title  IX  of  the  Public  Health 
Service  Act 


FY  1994 
Actual 

ry  1995 

Appropriation 

FTE      BA 

FY  1996 
j:8titna^;e 

FTP      BA 

Increase 

or 
Decrease 

£XE     Bh 

FTB        Pft 

40   $2,431,000 

41     $2,424,000 

41   $2,423,000 

$  -1,000 

Authorizing  Legii 
Service  Act. 

ilation  -  Section 

301 

and  Title  IX  of 

the  Public  Health 

Purpose  and  Method  of  Operation 

This  activity  supports  the  overall  direction  and  management  of  the  AHCPR. 
This  includes  the  formulation  of  policies  and  program  objectives;  progreun 
planning  and  evaluation;  grants  and  contracts  management;  resource  management; 
and  administrative  management  and  services  activities. 

Five  Year  Funding  History 

Funding  levels  for  the  program  support  activity  during  the  past  five  fiscal 
years  has  been  as  follows: 


1991 2,274,000  34 

1992 2,246, 000  39 

1993 2,431, 000  43 

1994 2,431, 000  40 

1995 2 ,  424, 000  41 


RATIONAtE  FOR  THE  BODGET  REQUEST 

The  FY  1996  Budget  Request  for  Program  Support  totals  $2,423,000  and  41  FTE's. 
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Detail  of  Full-Tune  Equivalent  Employment  (FTE) 

1994            1995  1996 

Actual        Estimate Request 

Office  of  the  Administrator 12  16  13 

Office  of  Planning  & 
Resource  Management 70  70  70 

Office  of  Science  t 
Data  Development 8  8  8 

Office  of  the  FORUM  for  Quality 
&  Effectiveness  in  Health  Care..     21  21  21 

Office  of  Health  Technology 
Assessment 8  8  8 

Center  for  Medical  Effectiveness 
Research 16  16  16 

Center  for  General  Health 
Services  Intramural  Research....     58  58  58 

Center  for  General  Health 
Services  Extramtiral  Research. ...     34  34  34 

Center  for  Research  Dissemination 
&  Liaison 40  40  40 


Total,  AHCPR 267 


Average  GS/GM  Grade 

1991 12/7 

1992 12/6 

1993 12/6 

1994 11/2 

1995 11/3 

1996 11/3 
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AGENCY  FOR  HEALTH  CARE  POUCY  AND  RESEARCH 
Detail  of  Positions 


1994 
Actual 


1995 
Estimate 


1996 
Request 


Executive  level  I 

Executive  level  II 

Executive  level  III 

Executive  level  IV. , 

Executive  level  V. , 

Subtotal 

Total  -  Exec.  Lev.  Salary.. 

ES-6 

ES-5 

ES-4 

ES-3 

ES-2 

ES-1 

Subtotal 

Total  -  ES  Salary 

GS/GM-15 

GS/GM-14 

GS/GM-13 

GS-1Z 

GS-11 

GS-10 

GS-9 

GS-8 

GS-7 

GS-6 

GS-5 

GS-4 

GS-3 

GS-2 

GS-1 

Subtotal 

Total  full-time  equivalent 
employment,  end  of  year... 

Full-time  equivalent  (FTE) 
usage 

Average  ES  level 

Average  ES  salary 

Average  GS  grade 

Average  GS  salary 


0 

0 

0 

0 

0 

0 

1 

1 

1 

3 

2 

3 

1 

1 

1 

0 

0 

0 

1 

1 

1 

6 

5 

6 

$639,057 

$688,524 

$705,049 

30 

33 

33 

41 

41 

41 

36 

37 

37 

18 

22 

22 

9 

11 

11 

1 

1 

1 

19 

20 

20 

5 

4 

4 

20 

18 

18 

9 

9 

9 

8 

8 

8 

8 

9 

9 

0 

0 

0 

0 

0 

0 

1 

0 

0 

205 


211 


267 


213 


218 


271 


213 


219 


268 


4 

$106,510 

11/2 

$36,214 


3 

$114,754 

11/3 

$38,586 


4 

$117,508 

11/3 

$39,512 
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Agency  for  Health  Care  Policy  and  Research 
HIV/AIDS  Functional 


FY  1994 

FY  1995 

FY  1996 

Change 

— 

— 

— 

-- 

II.    Risk  Assessment  and 
Prevention 

— 

— 

— 

ill.  Product  Evaluation, 

Research  and  Monitoring 

— 

— 

— 

— 

IV.    Clinical  Health  Services 
Research  and  Delivery 

— 

— 

— 

— 

A.  Services 

__ 

— 

~ 

_ 

B.  Pediatric  Demonstrations 

— 

~ 

— 

- 

C.  Construction 

— 

~ 

— 

- 

D.  Research 

$  10.624 

$  10.585 

m.079 

+  $     494 

TOTAL.  AHCPR 

$  10,624 

$  10,585 

$  11,079 

+  $     494      1 
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Thursday,  March  9,  1995. 
CENTERS  FOR  DISEASE  CONTROL  AND  PREVENTION 

WITNESSES 

DAVID  SATCHER,  M.D.,  Ph.D.,  DIRECTOR 

WILLIAM  GIMSON,  DEPUTY  DIRECTOR,  FINANCIAL  MANAGEMENT  OF- 
FICE 

WILLIAM  R.  BELDON,  DIRECTOR,  DIVISION  OF  PUBLIC  HEALTH  AND 
SOCIAL  SERVICE  BUDGET  ANALYSIS,  DEPARTMENT  OF  HEALTH  AND 
HUMAN  SERVICES 

Mr.  Porter.  The  subcommittee  will  come  to  order. 

Our  hearings  today  continue  for  the  Department  of  Health  and 
Human  Services  and  we  are  pleased  to  welcome  this  morning  Dr. 
David  Satcher,  the  Director  of  the  Centers  for  Disease  Control  and 
Prevention. 

Welcome. 

Dr.  Batcher.  Thank  you. 

Mr.  Porter.  We  are  anxious  to  have  your  statement,  Dr. 
Satcher.  You  may  proceed  in  any  way  you  want. 

Dr.  Satcher.  Good  morning,  Mr.  Chairman.  I  am  Dr.  David 
Satcher  and  I  am  Director  of  the  Centers  for  Disease  Control  and 
Prevention.  I  am  pleased  to  be  here  today  to  support  the  Presi- 
dent's 1996  budget  request  for  CDC  and  to  thank  you  for  the  cru- 
cial support  of  this  committee. 

CDC  provides  essential  services  to  the  Nation  that  individual 
States  and  other  public  or  private  agencies  do  not  have  the  exper- 
tise or  capability  to  provide.  CDC  has  this  capability,  and  we  feel 
that  it  is  critical  that  they  be  preserved  if  the  Nation  is  to  remain 
healthy  and  productive. 

In  1992,  Congress  added  to  the  name  of  CDC  the  word  preven- 
tion, and  we  became  the  Centers  for  Disease  Control  and  Preven- 
tion. Our  vision  is  of  healthy  people  in  a  healthy  world  through 
prevention. 

Chart  one  shows  two  different  ways  of  looking  at  the  measure  of 
health  problems  in  the  United  States.  On  the  left  side,  you  see  the 
leading  causes  of  death:  Heart  disease,  cancer,  stroke,  et  cetera. 
When  looked  at  from  the  standpoint  of  years  of  potential  life  lost, 
the  list  changes  because  of  the  age  at  which  these  different  prob- 
lems cause  death.  Unintentional  injuries  become  the  leading  cause 
of  years  of  life  lost  before  the  age  of  65.  It  is  followed  by  cancer 
and  then  by  intentional  injuries  which  includes  both  homicide  and 
suicide. 

It  is  also  interesting  that  HIV/AIDS,  which  we  have  not  heard 
of  before  1980  in  this  country,  is  now  the  eighth  leading  cause  of 
death  on  the  left  side  of  the  chart,  and  when  looked  at  in  terms 
of  years  of  life  lost,  it  is  the  fifth  leading  cause  of  death.  I  think 
you  know  that  recently  CDC  reported  that  HIV/AIDS  is  now  the 

(269) 


270 

leading  cause  of  death  in  people  between  the  ages  of  25  and  44  and 
overwhelmingly  so  in  males. 

The  next  chart  is  interesting.  It  is  taken  from  an  article  in  1993 
by  a  former  CDC  director  Bill  Foege  and  Mike  McGinnis.  This 
chart  shows  the  actual  causes  of  death  in  the  country.  Another  way 
to  put  it,  they  are  the  nongenetic  causes  of  death  in  the  sense  that 
they  are  the  behaviors  and  environmental  factors  that  contribute 
to  death. 

As  you  can  see,  in  listing  these  nine  factors  or  so,  out  of  2.1  mil- 
lion deaths  that  occurred  in  1990,  over  half  of  the  deaths  are  due 
to  these  factors.  I  think  the  bad  news  there,  of  course,  is  that  we 
are  losing  all  of  these  lives  from  life-style  and  behavior.  The  good 
news  is  that  these  are  things  that  we  can  change.  These  are  pre- 
ventable deaths.  Whether  it  is  smoking,  which  is  responsible  for 
420,000  deaths  a  year,  or  poor  diet  and  exercise  which  is  respon- 
sible for  300,000,  or  alcohol  which  is  responsible  for  100,000,  et 
cetera,  these  are  deaths  that  we  can  prevent  by  helping  people  to 
alter  life-styles. 

The  next  chart  shows  CDC  priorities.  And  I  want  to  just  point 
out  briefly  that  in  1980,  the  Institute  of  Medicine  talked  about  the 
need  to  strengthen  the  infrastructure  of  public  health  in  this  coun- 
try in  one  of  its  reports.  CDC  has  taken  that  task  as  its  number 
one  priority — working  with  States  and  local  governments  through- 
out the  country.  We  are  in  the  process  of  trying  to  strengthen  peo- 
ple in  public  health.  We  are  trying  to  strengthen  the  laboratories. 
We  are  trying  to  strengthen  the  staff  in  terms  of  training,  of  epide- 
miology, and  others. 

The  second  priority  is  to  improve  our  ability  to  respond  to  urgent 
threats  to  health.  Whether  it  is  earthquakes  in  California  or  the 
floods  in  the  Midwest  or  other  kinds  of  urgencies,  we  want  to  be 
able  to  respond  rapidly.  The  same  thing  applies  to  other  urgencies, 
like  emerging  infections  which  we  view  as  a  major  threat  to  the 
people  in  this  country  and  throughout  the  world. 

The  third  priority  is  to  develop  nationwide  prevention  strategies. 
There  are  some  things  we  know  work.  We  know  that  breast  and 
cervical  cancer  screening  for  women  is  an  effective  intervention, 
and  we  feel  that  we  need  to  have  those  programs  available  to  all 
women  throughout  this  country.  We  know  that  immunizations 
work  and  we  feel  that  it  is  critical  that  every  child  by  the  age  of 
two  is  properly  immunized  against  vaccine  preventable  diseases. 

The  fourth  priority  was  added  last  year  to  promote  women's 
health.  And,  again,  throughout  the  Department,  we  are  concerned 
about  the  unmet  needs  as  far  as  women's  health  is  concerned.  We 
have  several  programs  in  addition  to  breast  and  cervical  screening. 
For  example,  programs  to  prevent  infertility,  which  is  due  to  sexu- 
ally transmitted  diseases  that  can  be  treated  and  therefore,  the  in- 
fertility can  be  prevented  in  about  150,000  women  a  year  in  this 
country.  There  are  others  in  terms  of  domestic  violence  and  aging 
in  women. 

The  fifth  priority  was  just  added  this  year  and  basically,  we  feel 
that  as  you  go  back  to  the  chart  looking  at  life-style  and  behavior, 
we  really  need  to  invest  more  attention  in  our  youth.  A  lot  of  these 
behaviors  begin  in  teenage  youths.  Eighty-five  to  ninety  percent  of 
new  smokers  are  teenagers.  Teenagers  tend  to  have  diets  that  are 
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very  low  in  fruits  and  vegetables,  high  in  fats,  so  in  a  lot  of  ways 
we  feel  that  CDC  needs  to  focus  more  attention  on  the  youth  of  this 
country  in  terms  of  prevention. 

Briefly,  this  next  chart  shows  the  public  health  approach,  and  I 
won't  dwell  on  it  except  to  say  that  75  percent  of  CDC's  funding 
goes  directly  to  State  and  local  governments  or  to  academic  health 
centers  to  implement  nationwide  prevention  strategies. 

However,  in  the  first  three  steps,  CDC  has  a  major  responsibility 
for  defining  problems,  identifying  the  causes,  and  developing  inter- 
ventions. We  like  to  use  as  an  example  the  case  which  occurred  in 
Milwaukee,  Wisconsin  in  1993  when  there  were  400,000  cases  of 
Cryptosporidium  in  the  drinking  water.  That  is  the  largest  water- 
borne  infectious  disease  outbreak  due  to  drinking  water  in  the  his- 
tory of  this  country. 

CDC  was  very  involved  in  identifying  that  problem  by  working 
with  Wisconsin  to  try  to  get  to  the  bottom  of  the  situation.  We  have 
also  now  become  aware  that  throughout  the  country  there  are 
many  water  supplies  that  are  infected  with  the  Cryptosporidium 
and  we  are  working  to  try  to  solve  that  problem.  We  are  making 
some  progress. 

There  are  a  lot  of  other  examples.  The  hantavirus,  of  course,  in 
the  Southwest  United  States.  We  identified  the  problem  and  identi- 
fied the  risk  factors  and,  because  of  that,  we  believe  we  prevented 
a  lot  of  deaths. 

The  next  chart  is  the  Cryptosporidium  outbreak  that  occurred  in 
Milwaukee  and  again  400,000  cases,  400  hospitalizations. 

The  next  chart  is  interesting  in  that  it  shows  what  happened  in 
Alaska  relative  to  helicopter  accidents  and  injuries  and  deaths. 
And  CDC,  through  our  National  Center  for  Injury  Prevention  and 
Control  became  involved  with  that  problem  in  the  early  1990s  and, 
as  a  result,  as  you  can  see,  a  significant  decline  in  terms  of  heli- 
copter accidents,  saving  a  lot  of  fatalities  and  nonfatal  injuries. 

But  there  was  basic  public  health  research  looking  at  a  problem, 
defining  it,  identifying  the  risk  factors,  developing  an  intervention 
strategy  along  with  the  State  of  Alaska  and,  therefore,  saving  a  lot 
of  lives. 

The  next  chart  shows  what  has  happened  with  bicycle-associated 
head  injuries,  a  major  problem  in  this  country — traumatic  brain  in- 
juries. Spinal  cord  injuries.  Every  year  in  this  country,  there  are 
80,000  people  who  become  disabled  because  of  injuries.  This  chart 
shows  the  number  of  head  injuries  prevented  at  various  levels  of 
helmet  use. 

In  one  State  we  were  able  to  increase  bicycle  helmet  use  to  85 
percent.  The  problem  however  is  that  while  this  technique  is  very 
effective,  almost  90  percent  effective  at  preventing  head  injuries 
throughout  the  country,  only  15  percent  of  the  population  use  bicy- 
cle helmets.  We  still  have  a  job  to  do  there  in  terms  of  public  edu- 
cation and  cooperation. 

The  next  chart  shows  that  throughout  the  country  we  now  have 
35  States  where  we  have  comprehensive  breast  and  cervical  cancer 
prevention  programs.  We  are  working  with  the  other  States  to  de- 
velop capacity  for  breast  and  cervical  cancer  prevention  programs. 
As  you  know,  almost  200,000  women  in  this  country  a  year  are  vie- 
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tims  of  breast  and  cervical  cancer,  with  46,000  deaths  from  breast 
cancer  and  about  5,000  from  cervical  cancer. 

At  least  30  to  40  percent  of  the  breast  cancer  deaths  are  prevent- 
able, and  we  believe  that  virtually  all  of  the  cervical  cancer  deaths 
are  preventable  and  we  believe  we  have  to  be  even  more  aggressive 
with  cervical  cancer. 

I  would  like  to  end  with  this  chart.  It  is  an  example  of  what  we 
have  been  able  to  do.  I  think  you  will  remember  that  in  1977, 
smallpox  was  eradicated  in  the  world.  Now  we  feel  that  by  the  year 
2000,  we  can  eradicate  polio.  The  last  case  of  wild-virus  polio  in 
this  country  was  1979. 

Last  year,  the  Pan  American  Health  Organization  declared  polio 
as  virtually  eradicated  in  the  Western  Hemisphere  and  you  can  see 
from  this  chart  we  have  not  had  a  case  of  wild-virus  polio  in  this 
country  or  in  the  Western  Hemisphere  since  1991.  You  also  see  in 
China,  in  sub-Saharan  Africa  and  Southeast  Asia,  we  still  have  a 
problem.  That  is  a  problem  for  us.  As  long  as  polio  exists  in  the 
world,  we  have  to  immunize  against  it  at  a  cost  of  almost  $230  mil- 
lion a  year.  So  we  are  very  active  in  this  program  to  eradicate 
polio.  It  is  a  public-private  partnership. 

The  Rotary  International  has  contributed  almost  $250  million  to 
this  effort  throughout  the  world.  The  World  Health  Organization 
estimates  that  at  a  cost  of  $100  million  a  year,  we  can  eradicate 
polio  by  the  year  2000.  That  would  save  this  country  almost  $250 
million  a  year  by  not  having  to  immunize  against  polio. 

In  conclusion,  Mr.  Chairman,  as  you  know,  we  have  now  pro- 
posed changing  the  way  we  do  business  with  the  States  in  this 
country.  CDC  has,  in  essence,  in  the  budget  proposed  reducing  32 
categorical  programs  to  three  programs.  This  will  give  the  States 
more  flexibility,  more  autonomy.  We  think  it  will  save  administra- 
tion costs.  It  will  certainly  reduce  the  budget  associated  with  these 
programs  by  $6  million  in  the  first  year. 

We  also  will  reduce  FTEs  by  90  in  addition  to  the  other  150 
FTEs  we  will  reduce  in  the  year  1996.  But  the  important  thing 
here  is  that  we  have  performance  measures  that  will  allow  us  to 
assure  that  these  programs  are  carried  out  in  every  State.  That  is 
what  we  are  working  on  now  in  conjunction  with  the  States. 

I  would  like  to  emphasize  that  public  health  promotion  as  prac- 
ticed by  CDC  and  its  partners  in  the  States  and  communities 
throughout  the  country  is  a  sound  investment.  We  believe  every 
dollar  that  we  invest  in  immunizations  saves  in  excess  of  $25.  I 
gave  you  the  example  of  polio,  but  there  are  many  other  exam- 
ples— measles,  mumps,  and  rubella.  For  every  dollar  we  spend,  we 
save  $21.  For  every  dollar  spent  for  DBT,  we  save  $30. 

We  think  it  is  a  wise  investment,  and  yet  I  have  to  remind  you 
that  only  1  percent  of  the  health  expenditures  in  this  country  every 
year  go  for  prevention.  It  means  that  when  it  comes  to  investment 
in  prevention,  we  still  are  penny  wise  and  pound  foolish  because, 
while  the  overall  health  care  budget  has  gone  up  by  210  percent 
since  1981,  the  proportion  of  that  dedicated  to  prevention  has  de- 
creased by  25  percent. 

I  would  be  happy  to  respond  to  any  questions.  Our  budget  pro- 
posal is  for  $2,191,660,000  for  the  year  1996. 

[The  prepared  statement  and  biography  of  Dr.  David  Satcher  fol- 
low:] 
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Introduction 

Good  morning.   I  am  Dr.  David  Satcher,   Director  of  the  Centers  for 
Disease  Control  and  Prevoition  (CDC).   I  am  pleased  to  be  here  today  in  support  of 
the  President's  FY  1996  Budget  request  for  CDC  and  to  thank  you  for  the  crucial 
support  that  this  Committee  gives  CDC. 

I  would  like  to  highlight  the  vital  public  health  responsibilities  that  are 
fulfilled  by  CDC.   CDC  provides  essential  services  to  the  nation  that  the  individual 
states  and  other  public  or  private  ag^icies  do  not  have  the  expertise  and  capability 
to  provide.   CDC  has  these  C£q)abilities  and  they  must  be  preserved  if  this  nation  is 
to  remain  healthy  and  productive. 

CDC  is  a  dynamic  agency  that  has  evolved  to  meet  the  changing  public 
health  needs  of  the  nation.  To  ftilfill  our  vision  of  Healthy  People  in  a  Healthy 
World  Through  Prevention,  CDC  addresses  the  leading,  preventable  health 
problems  affecting  Americans.   The  same  public  health  approach  that  has  proven 
successful  in  preventing  and  controlling  infectious  disease  must  also  be  applied  to 
preventing  other  leading  health  problems:   chronic  diseases,  health  conditions 
related  to  environmental  and  occupational  factors,  injuries,  and  disabilities. 

CDC's  programs  are  closely  linked  to  indicators  of  our  nation's  health. 
Chart  1  presents  two  diffn^rait  ways  of  looking  at  those  diseases  and  conditions 
which  are  responsible  for  deaths  among  Americans:   by  percentage  of  deaths  and  by 
years  of  life  lost.   Chronic  diseases  —  heart  disease,  cancer,  stroke,  and  lung 
disease  ~  claim  the  most  lives  each  year.   Injuries,  the  leading  cause  of  death  for 
people  less  than  40  years  old,  rank  number  five,  and  human  immunodeficiency  virus 
(HIV)  infection  is  now  numbo*  eight  for  the  total  population.   HTV  infection  is  also 
the  leading  cause  of  death  for  people,  2S-44  years  of  age. 

In  terms  of  years  of  potential  life  lost  before  age  65  (an  indicator  of  deaths 
to  our  nation's  youtfi,  most  of  which  are  preventable),  unintentional  injuries  (half  of 
which  are  motor  vehicle  crashes)  move  up  to  number  one,  homicide  and  suicide 
become  number  three,  and  HIV  infection  moves  up  to  number  five. 

The  next  chart  describes  the  underlying  causes  of  the  nation's  most 
significant  health  problems  (Chart  2).   As  you  can  see  from  this  chart,  tobacco, 
poor  diet,  alcohol,  and  infectious  agents  affect  our  health  and  are  responsible  for 
many  of  the  leading  causes  of  death  in  our  nation.  Since  many  of  these  health  risks 
can  be  modified,  CDC  must  continue  to  work  hard  to  reduce  these  risks  and 
thereby,  improve  the  overall  health  of  the  nation. 
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Within  this  framework,  we  have  identified  five  priorities  that  require  the 
immediate  attention  of  the  agency  (Chart  3). 

Strengthen  Core  Public  Health  Functions:   CDC  works  with  state  and  local 
health  departments  and  other  partners  throughout  the  country  to  obtain 
information  necessary  for  monitoring  and  evaluating  health,  conduct 
epidemiologic  and  laboratory  studies,  develop  new  technology,  and  provide 
training  and  technical  assistance  to  help  ensure  that  states  and  communities 
can  protect  the  health  of  our  citizens. 

Enrich  Our  Capacity  to  Respond  to  Urgent  Threats  to  Health:   This  nation  is 
regularly  faced  with  urgent  threats  to  public  health  ~  be  it  natural  disasters 
such  as  floods  or  earthquakes,  an  outbreak  of  hantavirus,  or  exposure  to 
lead-based  paint.   Epidemiologic  investigations  and  laboratory  work  done  by 
CDC  and  the  state  and  local  health  departments  enable  us  to  address  these 
problems  quickly  and  effectively. 

Develop  Nationwide  Prevention  Strategies:   One  of  CDC's  key  roles  is  to 
translate  knowledge  about  effective  methods  of  preventing  disease  and 
injuries  into  nationwide  strategies  that  reach  people  in  communities 
throughout  this  country.   For  example,  we  know  how  to  prevent  many 
chronic  diseases  through  the  prevention  of  tobacco  use  and  the  promotion  of 
moderate  physical  activity  and  good  nutrition.   By  working  with  both  public 
and  private  agencies,  we  can  ensure  that  prevention  strategies  combat  such 
healUi  problems  as  cardiovascular  disease,  diabetes  mellitus,  and  cancer  are 
implemented  at  the  community  level  in  every  state. 

Promote  Women's  Health:   Women's  health  has  not  always  had  the  attention 
it  needed  or  deserved.   CDC  is  working  on  such  important  women's  health 
issues  as  increasing  breast  and  cervical  screening  for  early  cancer  detection 
and  preventing  sexually  transmitted  diseases  (STDs)  and  related  preventable 
infertility. 

Invest  in  Our  Nation's  Youth:   One  only  has  to  read  your  local  newspaper  to 
realize  that  our  most  valuable  resource,  our  youth,  are  endangered: 
violence,  motor  vehicle  crashes,  teen  pregnancy,  on-the-job  deaths  and 
injuries,  tobacco  use  and  other  unhealthy  behaviors  are  taking  their  toll.   We 
can  make  a  difference  in  the  lives  of  young  people  through  comprehensive 
school  health  education  programs  and  community  programs  that  include 
mentoring  and  peer  mediation. 
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To  address  our  priorities  and  to  solve  other  public  health  problems,  we  apply 
a  series  of  four  stq)s  laid  out  in  this  model  (Chart  4).   This  approach  includes 
detecting  a  problem  and  determining  the  causes,  deciding  what  needs  to  be  done  to 
control  the  problem,  developing  and  testing  the  proper  interventions  to  help  solve 
the  problem,  and  then  implementing  these  interventions  as  nationwide  prevention 
programs.   CDC  expends  most  of  its  efforts  on  the  first  three  steps  I  mentioned. 
Implementing  the  fourth  step  through  grants  to  our  partners  in  state  and  local  health 
departments,  national  and  conununity-based  organizations,  academia,  and  others, 
comprises  a  significant  portion  of  CI)C's  budget,  but  a  smaller  part  of  our  effort. 
Everything  we  do  is  driven  by  science.  Thus,  the  development  of  the  scientific 
basis  for  prevention  and  public  health  action  is  the  essential  role  of  CDC. 

I  would  now  like  to  share  with  you  some  specific  examples  of  how  CDC  has 
successfully  responded  to  a  wide  range  of  health  problems  using  the  public  health 
approach  model  and  at  the  same  time,  provide  information  on  CDC's  FY  1996 
Budget. 


Define  the  Problem 

CDC  collects  national  data  on  the  nation's  health,  health-related  behaviors, 
and  health  problems.  This  information  allows  us  to  detect  health  problems,  monitor 
change  over  time,  and  evaluate  prevaition  strategies.   CDC's  epidemiologists  and 
laboratory  scientists  use  state-of-the-art  technology  to  identify  new  infectious  agents 
and  environmental  and  occupational  causes  of  disease,  injury,  and  disability.   Two 
examples  of  recent  investigations  are  those  involving  methyl-tertiary  butyl  ether 
(MTBE)  in  Alaska  and  Cryptosporidium  parvum  in  Wisconsin. 

Since  the  passage  of  the  1990  Amendmwits  to  the  Clean  Air  Act  and  the 
introduction  of  the  gasoline  additive  MTBE  into  oxygenated  and  reformulated 
gasolines,  CDC  has  investigated  complaints  fix)m  citizens  in  Anchorage,  Milwaukee, 
and  other  cities,  about  health  effects  associated  with  exposure  to  MTBE.   The  CDC 
environmental  laboratory  is  the  only  domestic  laboratory  that  can  measure  MTBE  in 
human  blood  with  the  reliability  necessary  to  support  epidemiologic  studies.   As  a 
result,  CDC  laboratories,  in  collaboration  with  state  and  local  health  departments, 
are  currently  analyzing  biological  and  environmental  samples  to  determine  if  there 
are  any  health  effects  associated  with  exposure  to  MTBE.   Based  upon  their 
findings,  health  officials  will  use  this  data  to  make  informed  decisions  on 
environmental  exposure  to  this  chemical. 

Cryptosporidium  parvum  was  first  recognized  as  a  cause  of  human  illness  in 
1976  and  is  now  a  major  challenge  to  public  water  systems  and  health  in  the  United 
States.   In  1993,  officers  from  CDC's  ^idemiologic  Intelligence  Service  (EIS) 
worked  with  the  Wisconsin  Divisioi  of  Health  and  the  Milwaukee  City  Health 
Department  to  investigate  the  largest  outoreak  of  waterbome  disease  in  U.S. 
history;  more  than  400,000  illnesses  were  rqwrted  and  4,000  people  were 
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hospitalized  due  to  Cryptosporidium  infection  transmitted  through  the  public  water 
supply. 

This  investigation  identified  serious  weaknesses  in  public  water  treatment 
practices  nationwide  and  thus  alerted  officials  throughout  Uie  country  to  the 
existence  of  a  previously  unsuspected  and  preventable  public  health  hazard.   As  a 
result,  a  nationwide  modification  of  testing  and  treatment  procedures  by  public 
water  systems  is  being  carried  out.   Cryptosporidium  is  one  of  a  number  of 
opportunistic  infections  which  cause  life  threatening  disease  in  people  who  have 
weakened  immune  systems. 

Both  the  MTBE  and  Cryptosporidium  case  studies  demonstrate  how  far- 
reaching  public  health  problems  emerge  from  what  first  appears  to  be  an  isolated 
outbreak  of  illness  and  the  critical  role  of  public  health  laboratories. 

The  President's  FY  1996  Budget  includes  an  increase  of  $10  million,  or  18 
percent,  for  CDC's  infectious  disease  activities  to  enable  us  to  tackle  these  urgent 
threats  to  health.   With  this  budget  increase,  we  will  provide  financial  and  technical 
support  to  20  State  health  departments  for  surveillance,  epidemiologic  and 
laboratory  investigations,  and  educational  programs,  targeting  emerging  infections 
and  drug-resistant  diseases.   This  investment  will  save  lives,  prevent  illness,  and 
significantly  reduce  related  health  care  costs. 


Identify  Risk  Factors 

The  scientific  analysis  of  information  is  the  basis  of  all  CDC's  public  health 
recommendations  and  actions.   Through  epidemiologic  and  laboratory  studies  and 
behavioral  research,  we  identify  biological,  environmental,  and  behavioral  causes  of 
illness  and  injury.   Two  prime  examples  are  the  analysis  of  physical  activity  levels 
and  investigations  of  work-related  deaths. 

Inactivity  and  a  poor  diet  contribute  to  approximately  300,000  deaths  a  year. 
Data  from  CDC's  Behavioral  Risk  Factor  Surveillance  System  and  Youth  Risk 
Behavior  Surveillance  System  indicate  that  the  majority  of  Americans  are  physically 
inactive.   Nearly  two-thirds  of  U.S.  adults  report  little  or  no  leisure  time  physical 
activity,  and  only  one-third  of  high  school  students  participate  in  regular  moderate 
physical  activity.   Yet,  scientific  evidence  shows  that  moderate  levels  of  activity  can 
improve  both  physical  and  mental  health.   Based  upon  this  information,  CDC  and 
the  American  College  of  Sports  Medicine  developed  and  are  widely  promoting  a 
clear,  concise  "public  health  message"  that  moderate  physical  activity  improves  both 
physical  and  mental  health. 
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Through  q)ideiTuologic  and  laboratory  investigations  into  the  causes  of 
workplace  fatalities,  CDC  has  also  developed  prevention  strategies  for  employers 
and  workers.   For  example,  in  1993,  CDC  turned  its  attention  to  helicopter  crashes 
and  fatalities  associated  with  logging  in  Alaska.   Working  with  an  interagency  team, 
we  were  able  to  identify  the  problem  and  its  causes  and  develop  recommendations 
to  improve  safety  in  these  operations.   Since  these  recommendations  were  made,  no 
helicopter  crashes  associated  with  logging  have  been  reported.   Efforts  such  as  this 
contributes  to  a  substantial  reduction  in  work  fatalities  nationwide.   Since  CDC's 
National  Institute  for  Occupational  Safety  and  Health  (NIOSH)  was  established, 
fatalities  caused  by  on-the-job  injuries  have  been  decreased  by  more  than  50 
percent,  from  18  per  100,000  workers  in  1970  to  8  per  100,000  workers  in  1993. 
CDC,  along  with  our  partners  at  the  federal,  state  and  local  level,  takes  pride  in  this 
accomplishment. 


Develop  and  Test  Interventions 

The  translation  of  zppUed  research  into  programs  and  activities  that  work  for 
different  groups  of  people  at  the  community  level  is  vital  to  all  our  prevention 
efforts.   This  process  means  field  testing  prevention  methods  for  their  effectiveness 
in  real  world  settings  and  calculating  Uieir  cost-effectiveness.   CDC  works  closely 
with  our  partners  in  state  and  local  health  agencies,  national  and  community-based 
organizations,  business,  and  academia  to  design  and  test  prevention  programs  that 
work.   Two  contemporary  examples  are  the  prevention  of  HIV  infection  and 
injuries. 

The  most  common  problem  for  children  witii  HTV  infection  is  Pneumocystis 
carina  pneumonia  (PCP).  In  March  1991,  CDC  developed  and  published  consensus 
guidelines  for  PCP  prophylaxis  for  HIV-infected  or  -exposed  children.   These 
guidelines  were  based  upon  recommradations  made  by  a  group  of  experts  in 
pediatric  HIV  infection. 

Despite  the  issuance  of  these  prevention  guidelines,  CDC's  ongoing  AIDS 
surveillance  detected  no  significant  decrease  in  PCP  incidence  among  HIV-infected 
infants.   A  1993  CDC  survey  indicated  that  continued  incidence  was  related  to  two 
things  -  a  failure  to  idratify  HIV-infected  children  prior  to  occurrence  of  PCP  and 
limitations  in  the  ability  of  CD4-I-  count  measurements  to  identify  children  at  risk 
for  PCP.  Therefore,  new  PCP  prevention  guidelines  calling  for  broadened 
prophylaxis  for  infants  are  currently  being  developed  by  CDC  and  will  be  published 
later  tiiis  year. 

Those  most  affected  by  injury  are  children  and  youth,  making  injury  tiie 
leading  cause  of  premature  death  in  the  United  States.   Yet  many  of  these  deaths 
and  injuries  are  preventable.   For  example,  CDC  is  promoting  the  universal  use  of 
bicycle  helmets  to  prevent  traumatic  brain  injury  (TBI).   CDC-fiinded  research 
concluded  Uiat  bicycle  helmets  were  85%  effective  in  preventing  head  injury,  yet 
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less  than  15%  of  the  population  use  bicycle  helmets.   Our  research  shows  that  if  all 
bicyclists  had  worn  helmets  firom  1984  through  1988,  as  many  as  2,500  deaths  and 
757,000  head  injuries  and  associated  costs  could  have  been  prevented.   In  response, 
we  have  supported  such  activities  as  developing  a  handbook  for  TBI  prevention; 
supporting  multifaceted  programs  in  9  state  health  departments,  including  school 
and  community-based  programs;  and  promoting  the  use  of  bicycle  helmets  among 
children  and  youth. 

Violence  is  a  major  epidemic  in  our  time,  claiming  more  than  56,000  lives 
annually,  with  devastating  effects  on  families  and  communities.   CDC's  public 
health  approach  to  youth  violence  focuses  on  prevention  ~  specifically,  on  programs 
and  policies  that  are  designed  to  prevent  violent  behaviors,  injuries,  and  deaths. 
Until  recently,  most  of  our  nation's  response  to  violence  was  through  the  criminal 
justice  system.   This  response  is  important,  but  does  very  little  to  keep  the  problem 
from  occurring. 

CDC's  objective  is  to  evaluate  and  transfer  effective,  emerging  scientific 
information  on  ways  to  prevent  violence  into  programs  appropriate  for  the  unique 
circumstances  of  each  community.   CDC  currently  supports  14  multifaceted  youth 
violence  prevention  projects. 

For  example,  the  Resolving  Conflict  Creatively  Program  (RCCP)  focuses  on 
conflict  resolution  in  the  New  York  City  public  schools.   The  RCCP  includes 
classroom  curricula  for  grades  K-12;  parent,  teacher  and  administrator  training;  and 
a  pUot  program  for  children  who  exhibit  behavior  strongly  correlated  with  later 
delinquent  or  violent  behavior. 

The  President's  FY  1996  Budget  includes  $39  million  for  three  programs 
authorized  by  the  Violent  Crime  Control  and  Law  Enforcement  Act  of  1994.   With 
these  funds,  CDC  will  support  an  increase  in  the  Prevention  Block  Grant  for  rape 
prevention  and  education,  domestic  violence  demonstration  projects,  and  a  study  to 
determine  the  number  and  cost  of  injuries  caused  by  violence. 


Implement  Nationwide  Prevention  Strategies 

CDC  is  in  the  process  of  creating  new  partnerships  with  states  and  local 
agencies  for  delivery  of  effective  prevention  programs.   However,  CDC's  federal 
role  will  be  critical  in  developing  performance  measures,  quality  assurance, 
evaluation  strategies,  and  development  of  guidelines.   We  must  also  develop 
methods  to  provide  technical  assistance  and  training,  potentially  using  academic  or 
private  partners.   Four  key  programs  that  we  are  striving  to  implement  nationwide 
are  breast  and  cervical  cancer  mortality  prevention,  STD  control,  HIV  prevention, 
and  childhood  immunization. 
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In  1994,  an  estimated  197,000  women  were  diagnosed  with  either  breast  or 
cervical  cancer;  more  than  50,000  died.   Recent  data  show  that  the  death  rate  from 
breast  cancer  in  the  U.S.  declined  by  approximately  5%,  from  1989  to  1992.   Most 
public  health  experts  believe  that  one  contributing  factor  is  the  increase  in  the 
utilization  of  screening  mammography.   CDC's  Breast  and  Cervical  Cancer  Early 
Detection  and  Control  Program  funds  50  state  health  agencies,  3  territories,  the 
District  of  Columbia,  and  9  tribal  organizations.   This  national  program  expands 
critical  breast  and  cervical  cancer  screening  services  to  women  of  low  income,  the 
elderly,  minorities,  and  Native  Americans.   As  a  result  of  the  program,  199,641 
women  received  Pap  tests  and  133,205  women  received  mammograms  in  13  states 
implementing  the  program  from  October  1991  through  May  1994. 

The  President's  budget  for  FY  1996  includes  an  increase  of  $3  million  to 
enable  CDC  to  establish  greater  access  to  screening  and  follow-up  services,  increase 
education  programs  for  women  and  health  care  providers,  and  improve  quality 
assurance  measures  for  mammography  and  cervical  cytology. 

CDC  is  also  investing  in  programs  to  prevent  STDs  and  their  complications. 
Without  treatment,  STDs  such  as  chlamydia  and  gonorrhea  can  lead  to  pelvic 
inflammatory  disease  (PID),  infertility,  and  other  related  complications.   More  than 
750,000  cases  of  PID  are  diagnosed  and  treated  each  year,  resulting  in  more  than 
165,000  hospitalizations  for  women  aged  15-44,  125,000  cases  of  tubal  infertility, 
and  nearly  50,000  cases  of  ectopic  (or  tubal)  pregnancy.   CDC  has  demonstrated  the 
effectiveness  of  screening  for  chlamydia  in  one  region.   Early  detection  and 
treatment  can  prevent  PID,  related  infertility,  and  ectopic  pregnancies.   The 
President's  budget  includes  an  increase  of  $4  million  to  expand  regional  infertility 
prevention  programs  to  primary  health  care,  migrant  health  care,  and  adolescent 
health  care  settings  in  3  additional  regions  of  the  country. 

By  almost  any  measure,  HIV  infection  continues  to  be  one  of  the  nation's 
greatest  health  challenges.   With  an  estimated  1  million  Americans  infected,  HIV  is 
the  leading  cause  of  death  for  people  25-44  years  of  age.   To  more  effectively  stem 
the  epidemic,  CDC  has  implemented  a  community  planning  strategy  that  has 
engaged  all  constituencies  in  redirecting  resources  toward  prevention  programs  that 
work  for  groups,  like  adolescents,  who  need  the  most  attention.   The  President's 
budget  calls  for  an  additional  $36  million  to  enable  CDC  to  invest  in  applied 
HIV/ AIDS  research  on  new,  improved  prevention  efforts  and  to  continue  regional 
and  community-level  planning  efforts. 

The  Childhood  Immunization  Initiative  promotes  one  of  the  most  cost- 
effective  nationwide  public  health  programs.   This  program  is  making  progress 
toward  the  goal  of  complete  coverage  of  90  percent  of  all  children  by  age  two. 
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CDC  has  made  dramatic  advances  in  its  overall  goal  of  eliminating  specific 
childhood  diseases.   Indigenous  cases  of  wild-virus  polio  have  been  eliminated  in 
the  Americas,  and  the  rates  of  measles,  rubella,  congenital  rubella  syndrome, 
diphtheria,  and  tetanus  are  the  lowest  ever  reported  in  this  country. 

The  President's  budget  seeks  an  increase  of  $40  million  (27  percent)  to 
purchase  pediatric  vaccine  for  children  served  in  public  health  clinics  who  are  not 
eligible  to  receive  vaccine  though  the  Vaccine  for  Children  (VFC)  program.  Of  the 
total  vaccine  purchased,  $365  million  (69  percent)  will  be  financed  through  the  VFC 
and  $164  million  (31  percent)  through  the  CDC  appropriation. 


Health  Data  Initiative 

Good  information  systems  -  whether  based  upon  surveys,  reporting  systems, 
or  electronic  access  to  encounter  data  -  are  critical  to  the  continued  viability  of 
public  health,  since  they  will  be  needed  to  document  the  effectiveness  of  public 
health  programs  and  interventions.   CDC  has  provided  leadership  in  developing 
recommendations  for  streamlining  and  integrating  public  health  surveillance  and 
information  systems.   The  President's  FY  1996  budget  proposes  an  increase  of 
$20  million  to  finance  a  health  data  initiative.   This  increase  will  fill  gaps  in  current 
data  systems  through  such  surveys  as  the  disability  component  of  the  National 
Health  Interview  Survey,  enhancement  of  mental  health  and  substance  abuse 
surveys,  and  demonstrations  of  community-level  data  system  integration.   Many  of 
the  proposed  activities  will  build  upon  work  currently  undertaken  by  CDC's 
National  Center  for  Health  Statistics,  a  national  resource  for  monitoring  the  nation's 
health. 


Performance  Partnership  Grants 

Finally,  I  will  describe  for  you  CDC's  proposed  performance  partnership 
grants.   The  President's  FY  1996  budget  will  combine  32  of  CDC's  state-based 
prevention  programs  into  three  formula  grants  ~  HTV/STD/TB,  Chronic  Disease 
and  Disabilities  Prevention,  and  Immunization  ~  and  reauthorizes  CDC's  existing 
Preventive  Health  and  Health  Services  block  grant  as  a  formula  grant.   These  grants 
will  be  awarded  to  all  states,  territories,  and,  depending  on  the  grant,  several  of  the 
nation's  largest  cities.  The  partnership  grants  will  increase  the  flexibility  of  state 
and  local  health  agencies  in  deciding  how  fiinds  received  from  CDC  will  be  spent 
and  will  enhance  the  ability  of  states  and  communities  to  improve  the  health  of  their 
particular  populations  and  close  the  gap  in  the  health  status  of  vulnerable 
populations. 
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In  addition,  the  partnership  grants  will  strengthen  the  public  health 
infrastructure  by  giving  states  the  flexibility  to  use  part  of  the  funds  for 
infrastructure  development  as  well  as  to  address  the  high-priority  health  problems 
they  have  identified.   At  the  same  time,  the  partnership  grants  will  ensure 
accountability  through  agreed-upon  performance  measures  and  maintain  visibility  for 
important  public  health  priorities. 


Conclusion 

In  conclusion,  I  would  like  to  emphasize  that  public  health  promotion  as 
practiced  by  CDC  and  its  partners  in  states  and  communities  throughout  the 
country,  is  a  sound  investment.   Even  in  times  of  fiscal  constraint,  support  for 
public  health  is  critical  because  prevention  not  only  saves  lives  and  improves  the 
quality  of  life  and  productivity  of  our  citizens,  but  it  is  also  cost-effective.   For 
instance,  immunization  for  measles,  mumps,  and  rubella  saves  about  $14  for  every 
dollar  spent,  and  every  dollar  invested  in  a  smoking  cessation  program  for  pregnant 
women  saves  about  $6  in  neonatal  intensive  care  costs  and  long-term  care  associated 
with  low  birth  weight.  In  essence,  public  health  programs  save  money. 

Despite  these  demonstrated  benefits,  total  national  expenditures  for 
population-based  public  health  activities  were  less  than  1  %  of  aggregate  health  care 
spending  in  the  United  States  in  1993.   Between  1981  and  1993,  funding  for 
population-based  health  strategies,  as  a  proportion  of  the  health  care  budget, 
declined  by  25%,  while  health  expenditures  increased  by  more  than  210%. 

Mr.  Chairman,  I  urge  you  to  note  this  trend.   Support  for  programs  that 
prevent  illness  and  injury  will  provide  the  foundations  for  a  strong,  healthy  nation. 
With  your  support  for  the  President's  budget  request  for  $2,191,660,000  for  CDC, 
we  will  be  able  to  make  prevention  a  reality  for  more  Americans.   I  will  be  happy 
to  answer  any  questions  now. 
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PERFORMANCE  PARTNERSHIP  GRANTS 

Mr.  Porter.  Thank  you,  Dr.  Satcher. 

You  mentioned  changes  that  would  consoHdate  a  number  of  pro- 
grams. Has  legislation  been  introduced  on  that  and  what  is  the  sta- 
tus of  it? 

Dr.  Satcher.  I  think 

Mr.  Porter.  Is  it  necessary?  Do  you  need  legislation? 

Dr.  Satcher.  Yes.  In  the  Senate.  I  think  Senator  Kassebaum  in- 
troduced prevention  block  legislation.  But  to  answer  your  question, 
the  legislation  is  not  in  place  yet  to  accomplish  that. 

Mr.  Porter.  It  is  not  in  place.  But  has  it  been  introduced  in  the 
House? 

Dr.  Satcher.  No,  it  has  not. 

Mr.  Porter.  Nothing  has  been — there  haven't  been  hearings  on 
it  or  anything. 

Dr.  Satcher.  No. 

Mr.  Porter.  Are  you  pushing  forward  on  that? 

Dr.  Satcher.  We  think  we  are  moving  forward  in  terms  of  trying 
to  get  the  information  in  place  to  serve  as  a  basis  for  legislation. 

Mr.  Porter.  It  sounds  as  if  we  are  not  likely  this  year  to  have 
the  legislation  passed  and  that  we  will  have  to  appropriate  under 
existing  law.  Is  that  your  view  of  it,  also? 

Dr.  Satcher.  You  know,  I  don't  know.  We  are  hoping  that  we 
could  move  forward  this  year,  but  I  know  the  legislative  process  is 
going  to  be  difficult. 

LEADING  CAUSES  OF  DEATH 

Mr.  Porter.  Looking  at  your  second  chart,  the  one  on  actual 
causes  of  death  in  the  United  States,  1990.  If  I  read  it  right,  the 
first  three  leading  causes  of  death  are  life-style.  The  next  two  may 
be  matters  that  are  outside  of  life-style,  the  next  four  seem  to  be 
life-style,  also. 

Do  you  believe  that  we  are  properly  aiming  our  resources  toward 
changing  life-styles  and  improving  the  way  people  live  their  lives 
toward  health  or  are  we  spending  too  much  of  our  resources  on  the 
middle  two  and  not  enough  on  the  first  three  and  the  last  four? 

Dr.  Satcher.  Well 

Mr.  Porter.  We  added  prevention  to  your  name  in  1992.  Maybe 
we  ought  to  add  "and  improving  life-styles"  to  your  name  now. 
That  seems  to  me  to  be  a  more  important  portion  of  your  mission. 

Dr.  Satcher.  We  believe  that  improving  life-style  is  a  major 
strategy  for  prevention.  So  I  agree  with  you  that  it  is  critical.  Basi- 
cally, as  you  know,  we  don't  believe  that  we  as  a  Nation  invest 
enough  in  prevention,  including  in  terms  of  strategies  for  changing 
life-styles — I  will  give  you  an  example. 

Almost  50  million  children  are  in  school  every  day  in  this  coun- 
try. We  have  comprehensive  school  health  education  programs  in 
12  States.  Given  what  we  know  about  the  efficacy  of  those  pro- 
grams, for  example,  children  who  receive  information  about  smok- 
ing in  the  seventh  grade,  show  a  40  percent  decrease  in  the  risk 
of  becoming  smokers  by  the  time  they  finish  high  school. 

When  children  receive  education  about  sex  and  the  essence  of  it 
and  as  a  part  of  life  as  a  whole,  there  is  a  significant  delay  in  the 
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onset  of  sexual  activity  in  those  children,  and  an  even  greater  de- 
crease in  high  risk  sexual  behavior.  Even  in  areas  like  physical  ac- 
tivity, we  have  been  able  to  demonstrate  that  you  can  in  fact  make 
an  impact. 

Getting  back  to  cost  benefits,  in  the  studies  we  have  done,  for 
every  dollar  invested  in  school  health  education,  we  save  $14  in 
terms  of  preventing  behaviors  that  we  are  going  to  pay  for  later  in 
terms  of  ill  health. 

Let  me  just  say  one  thing  about  the  middle  two.  The  infectious 
agents  is  a  tricky  one  because,  as  you  know,  it  is  in  part  a  problem 
that  is  beyond  behavior.  But  if  you  review  the  Institute  of  Medi- 
cine's report  on  the  emerging  infections,  when  the  Institute  of  Med- 
icine listed  the  six  major  causes  of  all  of  these  emerging  infections, 
including  HIV/AIDS  and  Ebola,  hantavirus,  et  cetera,  the  number 
one  contributing  factor  was  human  demographics  and  iDehavior. 

I  will  give  you  a  good  example.  Tuberculosis.  We  have  a  major 
concern  that  after  30  years  of  decline  in  the  incidence  of  tuber- 
culosis in  this  country  from  1953  to  1983,  we  have  now  experienced 
from  1985  to  1992  a  25  percent  increase  in  tuberculosis.  Most  of 
that  problem  is  related  to  behavior.  Homelessness  and  drug  abuse 
make  it  very  difficult  to  complete  a  course  of  treatment  for  a  person 
with  tuberculosis. 

The  other  problem  of  course  is  that,  as  you  know,  we  are  dealing 
with  drug-resistant  tuberculosis.  Many  times  the  drug-resistent  or- 
ganisms develop  because,  again,  you  start  a  course  of  therapy,  the 
organisms  are  sensitized  to  that  antibiotic  or  what  have  you,  and 
then  for  some  reason  you  don't  complete  it.  They  develop  resistance 
to  that  agent. 

So  we  are  facing  a  very  difficult  situation  now  because  of  the  in- 
crease in  drug  resistant  organisms,  not  just  tuberculosis,  but  pneu- 
mococcus,  staph,  and  other  kinds  of  hospital-borne  diseases.  A  lot 
of  that  is  related  to  individual  community  behavior  and  sometimes 
inappropriate  prescribing  by  physicians  and  use  of  antibiotics. 

USE  OF  MEDIA  IN  CHANGING  LIFESTYLES 

Mr.  Porter.  It  seems  to  me  that  aiming  education  programs  at 
young  people  who  are  the  most  likely  to  be  influenced  at  appro- 
priate stages  of  their  development  is  really  important,  and  I  also 
think  that  perhaps  getting  them  on  television  where  young  people 
watch  may  be  even  more  important  than  getting  them  into  the 
classroom.  I  think  that  spending  resources  in  that  area  might  save 
in  the  long  term  a  great  deal  of  money  if  you  can  make  even  small 
changes  in  life-styles  for  people. 

Dr.  Satcher.  I  think  you  are  right.  We  believe  that  better  use 
of  media  is  something  that  we  really  have  to  take  advantage  of  in 
the  future.  Dr.  Lee,  the  Assistant  Secretary  for  Health,  is  looking 
into  that  now  throughout  the  Public  Health  Service.  But  let  me  say 
why  we  think  the  school  health  education  programs  are  important. 

Behavioral  scientists  really  emphasize,  when  you  are  dealing 
with  teenagers  that  the  group  behavior  is  critical — the  whole  com- 
munity. So  when  they  learn  together  about  life-style  changes  and 
they  change  together,  our  experience  is  that  it  is  much  more  effec- 
tive than  when  you  target  it  to  them  individually.  But  having  said 
that,  we  do  believe  that  we  can  make  better  use  of  media. 
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Mr.  Porter.  Mr.  Stokes. 
Mr.  Stokes.  Thank  you,  Mr.  Chairman. 

Dr.  Satcher,  it  is  a  pleasure  to  welcome  you  back  before  our  sub- 
committee once  again. 
Dr.  Satcher.  Thank  you. 

VIOLENCE 

Mr.  Stokes.  In  your  statement,  you  tell  us  that  violence  has  be- 
come a  major  health  problem  now  claiming  more  than  56,000  lives 
annually.  Can  you  tell  us  what  specifically  we  have  learned,  or  tell 
us  what  works,  or  what  offers  some  hope  in  this  area.  I  am  particu- 
larly interested  in  it  both  from  the  perspective  of  general  violence 
throughout  America,  and  also  because  of  the  fact  that  in  the  Afri- 
can .^^erican  community,  violence  is  one  of  the  leading  causes  of 
death. 

Can  you  talk  about  that  a  little  bit. 

Dr.  Satcher.  It  is  a  very  important  issue  for  us  as  you  point  out. 
Overall,  in  the  country,  I  should  say  between  the  ages  of  15  and 
34,  homicides  due  to  violence  now  represents  the  second  leading 
cause  of  death.  For  African-Americans  between  the  ages  of  15  and 
34,  it  is  the  number  one  cause  of  death. 

Every  year  in  this  country,  if  you  look  at  both  homicides  and  sui- 
cides, because  they  are  both  important,  we  had,  I  believe,  30,000 
deaths  from  suicide  in  1991.  We  had  26,000  deaths  from  homicide. 
We  have  seen  a  significant  increase  in  suicide  among  teenagers 
and  that  tends  to  be  more  in  the  majority  population  than  the  mi- 
nority population,  whereas  homicides  represent  a  greater  problem 
for  minorities,  especially  African-Americans  in  this  country. 

Our  injury  center,  the  National  Center  for  Injury  Prevention  and 
Control,  is  involved  in  population-based  prevention  research  to  try 
to  better  define  what  works  in  preventing  violence  among  youth  es- 
pecially. 

There  are  some  things  we  know  already.  We  know  that  people 
are  more  likely  to  be  killed  by  somebody  who  they  know  as  opposed 
to  by  strangers.  We  know  that  homicide  is  frequently  associated 
with  the  use  of  alcohol  and  other  drugs.  We  know  that  homicide 
is  more  common  in  terms  of  poverty  and  unemplo3rment.  We  know 
that  firearms  are  a  major  issue. 

If  you  go  back  to  1968  and  look  through,  say,  1992,  at  the  in- 
crease in  homicide  among  youth,  black  youth  between  the  ages  of 
15  and  19,  there  has  been  no  increase  in  homicides  except  homi- 
cides due  to  firearms  since  1968.  The  line  is  flat  for  nonfirearm 
homicides  for  that  age  group,  15  to  19,  among  black  youths.  So  ac- 
cess to  firearms,  especially  handguns  for  teenagers,  is  a  major  con- 
cern in  this  whole  issue. 

Let  me  briefly  say  what  CDC  is  doing  to  better  define  what 
works.  We  have  four  strategies  and  we  have  programs,  I  believe, 
in  14  different  cities  in  the  country  today.  When  we  go  into  a  city 
to  develop  a  program,  we  work  very  closely  with  the  criminal  jus- 
tice system.  We  work  with  the  school  system.  We  work  with 
churches,  we  work  with  community  groups,  fraternities,  sororities, 
and  there  have  been  some  very  interesting  partnerships  developed 
in  these  communities  in  order  to  try  to  combat  violence. 
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There  are  four  things  that  we  are  looking  at.  Number  one,  we  are 
looking  at  the  impact  of  improving  the  community's  awareness  and 
sensitivity  to  this  problem.  So  when  we  go  in,  we  try  to  make  sure 
that  there  is  a  lot  of  information  presented  to  the  community  as  a 
whole  about  the  magnitude  of  the  problem  and  what  we  can  do  to 
begin  to  turn  it  around. 

The  second  thing  we  look  at  is  how  can  we  change  the  physical 
environment.  When  I  say  physical  environment,  that  might  relate 
to  visibility.  We  have  areas  where  teenagers  gather  and  you  try  to 
improve  the  visibility.  It  might  relate  to  getting  rid  of  vacant  build- 
ings like  the  one  in  Chicago  where  the  two  kids  dropped  a  five- 
year-old  out  of  an  11-story  window.  So  getting  rid  of  vacant  build- 
ings is  another  community  strategy. 

We  also  work  to  limit  access  to  handguns,  working  with  commu- 
nities to  make  sure  that  teenagers,  especially,  don't  have  ready  ac- 
cess to  handguns.  And  as  you  know,  the  Harris  poll  that  we  did 
a  few  years  ago  showed  that  60  percent  of  teenagers  said  that  they 
knew  where  they  could  get  a  handgun  within  the  next  eight  hours. 

The  third  kind  of  program  we  have  is  changing  the  social  envi- 
ronment. And  among  the  things  that  we  are  doing  in  changing  the 
social  environment  are  things  like  tutorial  programs  for  teenagers 
or  younger  people  in  high  school,  job  training.  In  other  words, 
changing  the  attitude  of  teenagers  about  the  future  so  that  they, 
in  fact,  do  positive  things  rather  than  negative  things.  We  spend 
a  lot  of  time  looking  at  how  we  can  change  that  environment. 

And  you  remember  the  program  I  think  we  had  in  Nashville.  It 
has  been  talked  about  a  lot  lately  in  terms  of  teenage  preg- 
nancies— the  "I  Have  a  Future"  program.  That  program  has  been 
effective  in  decreasing  violence  among  teenagers  because  it  did 
change  the  environments  of  the  teenagers  in  the  housing  projects. 

The  last  area  we  are  working  in  is  how  can  you  improve  the  indi- 
vidual's ability  to  deal  with  the  difficult  environment.  There  are  a 
lot  of  kids  in  this  country  who  are  growing  up  in  very  difficult  envi- 
ronments. And  as  we  look  throughout  the  country — and  I  was  in 
New  York  City  two  weeks  ago  looking  at  some  programs  that  we 
have  in  east  New  York,  very  difficult  environments — the  idea  is  can 
we  work  with  kids  around  conflict  resolution? 

Can  we  work  around  them  around  peer  mediation  so  they  work 
with  each  other,  and  if  they  see  a  fight  is  about  to  break  out  as 
opposed  to  the  encounter,  they  are  trained  to  intervene  and  say, 
"can't  we  resolve  this  some  other  way?"  We  have  programs  like 
that  in  several  different  cities  in  the  country. 

We  have  other  programs  that  relate  to  adult  mentoring,  and  you 
are  probably  familiar  with  some  of  the  100  Black  Men  programs 
where  successful  role  models  are  paired  with  kids  who  don't  have 
fathers  in  many  cases.  And  the  idea  is  there  will  be  at  least  a  once- 
a-month  or  once-a-week  interaction  just  staying  in  touch  and  say- 
ing to  this  child,  "you  can  have  a  positive  future  just  as  I  have  and, 
therefore,  you  ought  to  concentrate  on  studying  as  opposed  to  being 
involved  with  gangs." 

We  have  other  programs  that  support  parents,  especially  in  deal- 
ing with  single  parents  and  the  struggles  with  children  growing  up. 
We  have  programs  to  pull  people  together  so  that  parents  work  to- 
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gether  to  try  to  prevent  violence  in  teenagers.  Those  are  four  kinds 
of  programs  at  which  we  are  looking. 

Most  of  these  programs  are  in  their  second  or  third  year  at  the 
most.  We  think  that  we  are  within  another  year  or  two  of  having 
a  lot  of  information  about  what  works  and  what  does  not  work  in 
terms  of  preventing  violence  in  this  country.  We  are  very  optimistic 
about  it. 

Mr.  Stokes.  Thank  you,  Dr.  Satcher. 

Dr.  Satcher.  That  was  a  long  answer  but  an  important  question. 

Mr.  Stokes.  Thank  you.  It  was  an  important  answer  and  I  ap- 
preciate it. 

Thank  you,  Mr.  Chairman. 

Mr.  Porter.  Thank  you,  Mr.  Stokes. 

Mr.  Miller. 

DEFICIT  REDUCTION 

Mr.  Miller.  Hi,  Dr.  Satcher.  Are  you  from  Atlanta  or  here? 

Dr.  Satcher.  CDC  is  I  believe  the  only  Federal  agency,  except 
for  some  military  things,  the  only  Federal  agency  located  outside 
of  the  Washington  Beltway.  We  are  in  Atlanta  because,  in  World 
War  II,  when  we  were  having  a  lot  of  trouble  with  malaria  in  our 
troops,  the  Public  Health  Service  established  programs  to  train  our 
troops  to  combat  malaria  and  because  of  swamps  in  Georgia,  Geor- 
gia was  selected. 

So  there  were  programs  in  Atlanta  and  Savannah,  a  very  suc- 
cessful program  in  eliminating  malaria  for  our  troops  in  this  coun- 
try and  abroad.  So  when  World  War  II  ended,  the  Public  Health 
Service  decided  that  we  needed  a  Communicable  Disease  Center 
and  decided  to  just  set  it  up  in  Atlanta  and  that  is  how  we  happen 
to  be  in  Atlanta. 

Mr.  Miller.  I  am  glad  to  hear  that.  I  went  to  Emory  for  my  Mas- 
ter's and  CDC  is  just  there  on  Clifton  Road.  And  when  I  went  back 
and  taught  at  Georgia  State  University  for  a  number  of  years,  I  re- 
member watching  the  building  being  built  there.  1  am  delighted 
that  this  is  a  part  of  the  Federal  Government  that  is  outside  of 
Washington  D.C. 

Dr.  Satcher.  1996,  by  the  way,  is  our  50th  anniversary.  We 
started  in  1946.  So  next  year,  when  Atlanta  is  welcoming  the 
Olympics,  CDC  will  be  celebrating  its  50th  anniversary. 

Mr.  Miller.  I  am  on  the  Budget  Committee,  and  yesterday  Dr. 
Greenspan  appeared  before  us.  He  addressed  the  problem  of  the 
deficit,  how  critical  it  is  to  everything  and  it  made  me  even  more 
convinced  of  the  need  to  balance  the  budget.  He  brought  it  down 
to  the  Mr.  and  Mrs.  America  issue,  that  is,  if  we  balance  the  budg- 
et, what  does  it  mean  to  the  real  person. 

The  budget  just  means  so  much  for  the  productivity  of  the  coun- 
try, and  to  the  real  income  of  Americans,  to  the  jobs,  and  to  our 
competitiveness  in  the  world.  We  have  got  to  stay  so  focused  on 
that  because  that  is  so  important,  as  I  am  sure  you  would  com- 
pletely agree. 

And  Dr.  Greenspan  acknowledged  how  difficult  it  is  going  to  be 
to  balance  the  budget.  I  always  like  George  Will's  quote  which  says 
that  intellectually,  it  is  easy  to  balance  the  budget  but  politically, 
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it  is  very  difficult  to  bsilance  the  budget  because  you  have  these  dif- 
ficult choices. 

We  are  not  looking  at,  obviously,  doing  away  with  the  CDC  but 
ever3^hing  has  to  be  on  the  table.  And  I  see  you  are  requesting, 
like,  a  $100  million  increase  which  I  am  sure  you  are  going  to  say 
that,  based  on  inflation  and  all  that,  is  not  an  unreasonable 
amount  and  may  not  be,  but  as  somebody  new  on  this  committee, 
with  a  lot  to  learn,  that  is  a  lot  of  money. 

And  so  we  are  looking  at  areas  where  we  can  save  money  and 
be  more  efficient  and  must  ask,  do  we  really  need  this?  Is  this  du- 
plicative? Out  of  $2  billion,  there  has  got  to  be  some  areas  of  cut- 
ting and  saving.  Are  there  agencies  in  the  Department — and  I  will 
mention  two;  one  is  the  Injury  Control  Program  and  the  other  is 
the  Occupational  Safety  and  Health  Program — which  can  be  elimi- 
nated? A  witness  from  the  Heritage  Foundation  recommended  we 
do  away  with  those  programs. 

Maybe  there  are  some  other  programs  that  can  be  transferred  to 
other  departments  that  are  being  done  effectively,  say,  in  the  De- 
partment of  Labor  or  maybe  the  Department  of  Labor  should 
switch  them  over  to  you.  But  we  have  got  to  be  focused  on  bal- 
ancing the  budget  since  it  is  so  important  for  the  future  of  this 
country. 

When  you  start  looking  at  the  numbers  and  look  at  how  Medi- 
care is  going  to  be  bankrupt  in  five  years  or  so,  it  is  almost  scary. 
This  is  the  future  for  the  next  generations.  So  what  can  the  CDC 
do  to  help  us  move  toward  that  balanced  budget  goal  and  become 
less  costly  to  us? 

Dr.  Satcher.  Well,  let  me  say,  we  are  looking  at  how  we  become 
less  costly  and  I  will  say  a  little  bit  about  some  of  those  things.  Let 
me  just  make  one  point  that  I  made  before  you  came  in. 

PREVENTION 

Mr.  Miller.  Yes,  I  apologize  for  missing  your  presentation. 

Dr.  Satcher.  That  is  all  right,  I  want  to  repeat  it  anyway.  It  is 
that  as  a  Nation,  we  invest  only  about  1  percent  of  our  health  ex- 
penditures in  prevention.  It  makes  us  quite  different  from  a  lot  of 
other  nations.  I  think  Grermany,  14  percent;  Switzerland,  9  percent; 
we  are  1  percent.  We  spend  more  money  in  this  country  on  health 
care  per  capita  than  any  country  in  the  world. 

We  spend  a  larger  percent  are  of  our  gross  national  product,  14 
percent,  than  £iny  country  in  the  world  and  yet  we  spend  less  on 
prevention.  And  I  would  argue  that  if  you  really  want  to  get  a  han- 
dle on  Medicare  and  other  expenditures,  one  of  the  things  that  we 
ought  to  consider  is  that  maybe  we  should  be  spending  more  on 
prevention  so  that  we  don't  have  to  treat  illnesses.  Illness  we  have 
shown  in  our  chart  which  are  in  fact  preventable.  That  would  be 
my  basic  argument. 

Having  said  that,  however,  and  you  quoted  Greorge  Will,  an  arti- 
cle in  November  of  1992,  George  Will  talked  about  the  disease  of 
violence  that  Congressman  Stokes  asked  me  about.  And  I  won't  go 
into  all  of  the  article,  but  let  me  read  the  last  paragraph  from 
George  Will.  "Clearly,  the  criminal  justice  system  is  inadequate  to 
the  task  of  turning  the  tide  of  violence.  So  as  a  sound  investment 
in  improving  the  quality  of  American  life,  no  Federal  funds  are 
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spent  better  than  those  that  fund  the  CDC's  injury  center  re- 
search." 

You  know,  I  just  think  that  if  you  are  talking  about  sound  invest- 
ments and  cost  benefits,  the  last  thing  anybody  would  want  to  do 
would  be  to  get  rid  of  the  National  Center  for  Injury  Prevention 
and  Control.  The  Justice  Department  would  agree  with  George 
Will.  The  Transportation  Department  would  agree  because  they 
have  benefited  tremendously  from  research  from  the  National  Cen- 
ter for'  Injury  Prevention  and  Control. 

And  I  would  just  remind  you  we  are  only  talking  about  $50  mil- 
lion or  so  a  year.  That  is  the  net  that  we  are  spending  to  prevent 
injuries  that  are  now,  as  I  showed  before,  a  major  cause  of  death 
in  this  country  and  the  third  leading  cause  of  years  of  life  lost. 

So  on  the  one  hand,  I  agree  with  you.  I  think  we  all  have  to  be 
serious  about  balancing  the  budget.  I  think  CDC  has  been  very  se- 
rious about  looking  at  its  expenditures.  CDC  has  been  very  critical 
in  terms  of  whether,  in  fact,  the  things  we  do  benefit  society. 
Therefore,  we  looked  at  immunizations.  CDC,  as  you  well  know, 
was  involved  in  eradicating  smallpox  in  1977  throughout  the  world. 

And  if  you  look  at  what  has  happened  since  we  eradicated  small- 
pox, we  don't  have  to  immunize  against  it  and  we  don't  have  to 
have  a  quarantine  system  against  smallpox.  We  estimate  that 
saves  this  country  in  excess  of  $200  million  a  year.  That  is  a  lot 
of  money.  If  we  can  eradicate  polio,  and  we  believe  we  can  by  the 
year  2000,  that  will  save  this  country  at  least  $250  million  a  year 
in  not  having  to  immunize  against  polio. 

And  so  I  think  it  is  a  question  of  being,  to  use  an  old  quote, 
penny  wise  and  pound  foolish.  You  know,  where  do  we  really  need 
to  target  our  money  if  we  are  serious  about  keeping  people  healthy 
in  this  country  or  do  we  continue  to  spend  most  of  it  on  trying  to 
treat  illnesses  after  people  become  sick  or  do  we  shift  more  of  it 
to  preventing  things  from  happening. 

I  mentioned  earlier  we  have  80,000  people  who  become  disabled 
in  this  country  every  year.  A  lot  of  them  from  injuries.  You  know, 
the  56,000  people  who  die  from  homicide  and  suicide,  it  is  just  the 
tip  of  the  iceberg.  There  are  over  2  million  people  who  become  in- 
jured every  year  from  violence  and  other  forms  of  injury. 

So  I  guess  that  is  a  long  answer  to  saying  that  we  agree  with 
you  that  all  of  us  have  to  be  more  serious  about  downsizing  and 
balancing  the  budget.  We  would  argue,  however,  that  in  our  health 
system  in  this  country,  we  really  need  to  look  at  where  we  spend 
the  money  and  shift  more  of  it  to  prevention. 

Mr.  Miller.  I'll  return  to  that  on  my  next  question.  I  agree  with 
it,  but  we  hear  that  same  argument,  in  all  honesty,  whether  it  is 
public  broadcasting  or  crime  issues,  on  how  important  it  is  for  pre- 
vention in  the  future.  But  we  still  have  got  to  be  focused  on  bal- 
ancing the  budget  because  that  is  the  worst  thing  we  can  do  for  fu- 
ture generations. 

Dr.  Satcher.  But  do  they  give  you  figures  like  the  ones  I  give 
you  for  smallpox? 

Mr.  Miller.  I  am  not  sure  they  give  us  numbers. 

Dr.  Satcher.  We  can.  We  are  into  cost-benefits. 

Mr.  Miller.  We  will  come  back  to  the  occupational  safety.  I  am 
not  arguing  with  you  on  the  numbers,  but  I  am  still  saying,  I  am 
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committed  to  balancing  the  budget  because  I  think  that  is  the  over- 
riding major  goal  and  purpose  we  have  to  have. 

Dr.  Satcher.  I  agree  with  you.  I  think  it  is  very  important. 

Mr.  Miller.  The  question  is  how  do  we  get  there? 

Thank  you,  Mr.  Chairman. 

Mr.  Porter.  Thank  you,  Mr.  Miller. 

Mr.  Hoyer. 

DEFICIT  REDUCTION 

Mr.  Hoyer.  Thank  you  very  much,  Mr.  Chairman. 

I  want  to  make  a  comment  because  I  think  many  people,  particu- 
larly those  who  are  new  on  the  Appropriations  Committee,  and  un- 
fortunately, our  Chairman  as  well,  continue  to  give  the  American 
public  the  impression  that  the  budget  has  gotten  way  out  of  bal- 
ance by  virtue  of  discretionary  spending.  That  is  absolutely  a  false 
premise.  It  is  not  the  case.  It  is  political  rhetoric  and  demagogery 
solely. 

The  fact  of  the  matter  is,  on  discretionary  spending,  we  have 
gone  from  18.3  percent  of  GDP  of  our  gross  domestic  product  on 
discretionary  spending,  both  on  defense  and  domestic  in  1953, 
down  to  less  than  8  percent  in  1993.  We  are  spending  almost  a 
third  of  what  we  spent  40  years  ago  on  discretionary  investments. 

What  about  defense  and  domestic  spending?  The  fact  of  the  mat- 
ter is,  everything  is  not  on  the  table.  Of  the  $1.5  trillion,  $375  bil- 
lion is  Social  Security  right  off  the  top.  Then  you  go  to  Medicare 
and  Medicaid.  We  are  going  to  have  to  deal  with  entitlements.  This 
committee  deals  with  approximately  38  percent  of  the  budget,  and 
it  has  been  a  shrinking  portion  over  the  years,  and  the  American 
public  needs  to  know  that. 

The  American  public  is  for  the  balanced  budget.  As  the  gen- 
tleman from  Florida  knows,  I  supported  the  balanced  budget  be- 
cause I  think  we  need  an  extrinsic  discipline  that  forces  us  to  make 
tough  decisions.  Many  of  my  colleagues  were  not  for  that.  But  the 
fact  is,  at  the  same  time,  we  need  to  let  the  American  public  know 
that  the  deficit  is  not  the  fault  of  this  committee,  which  has  spent 
less  over  40  years  than  the  Presidents  have  asked  us  for,  has  stuck 
within  every  budget  restraint  that  we  have  adopted  in  the  last  14 
years,  Gramm-Latta  1,  Gramm-Latta  2,  Gramm-Rudman.  We  have 
stuck  within  all  those  targets.  This  committee  has  stuck  within  its 
targets,  but  the  fact  is,  entitlements  continue  to  go  up  and  interest 
payments  continue  to  go  up  and  we  need  to  get  a  handle  on  that. 

Let  me  make  another  statement.  Doctor,  I  understand  what  you 
were  saying  about  the  CDC  being  outside  of  Washington.  Mr.  Mil- 
ler then  referred  to  it,  we  have  got  to  get  agencies  out  of  Washing- 
ton. Five  percent  of  the  2  million  civilian  employees,  nondefense, 
nonuniformed,  5  percent  of  the  civilian  employees  work  and  live  in 
the  Washington  metropolitan  area;  95  percent  live  outside  the 
Washington  metropolitan  area.  So  it  is  not  that  we  have  central- 
ized everything. 

Yes,  headquarters  are  here  for  obvious  reasons  because  this  is 
where  the  center  of  government  is  and  they  need  to  communicate. 
But  none  of  that  had  anything  to  do  with  the  questions  I  wanted 
to  ask  you.  Doctor. 

Dr.  Satcher.  That  is  all  right. 
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Mr.  HOYER.  I  think  we  need  to  deal  with  the  facts  in  balancing 
the  budget  or  in  appropriating  funds  for  investment  to  make  sure 
our  people  are  healthy.  Dr.  Satcher,  I  agree  with  you  100  percent. 
You  are  a  cost-effective  agency.  For  every  dollar  we  spend  on  pre- 
vention we  save  $5  to  $10  to  $20  on  the  cost  of  care. 

Dr.  Satcher.  Definitely. 

Mr.  HOYER.  Ted  Agnew  was  elected  Governor  in  my  State  in 
1966  the  same  time  I  ran  for  the  State  Senate.  He  gave  an  inau- 
gural address  in  January  of  1967  that  was  a  good  one,  and  one  of 
the  things  he  said  in  it  was  that  the  cost  of  failure  far  exceeds  the 
price  of  progress.  And  this  is  an  area  where  that  statement  is  as 
true  as  any.  I  would  suggest  it  is  also  true  in  children's  nutrition 
programs,  children's  health  programs  and  others. 

Mr.  Porter.  I  would  suggest  to  the  gentleman  that  his  time  is 
running  out.  If  he  wants  to  ask  a  question,  he  ought  to  proceed. 

HIV/AIDS 

Mr.  HOYER.  Thank  you.  I  appreciate  the  Chairman's  gentle  in- 
structions. 

Yesterday,  Doctor,  as  you  probably  heard,  we  had  a  discussion 
about  AIDS  cases  and  the  numbers  of  AIDS  cases,  were  they  going 
up  or  down.  Have  you  been  asked  about  that? 

Dr.  Satcher.  No. 

Mr.  HOYER.  I  presume  you  heard  about  Mr.  Istook's  questions. 
There  was  a  story  in  the  paper.  The  thrust  of  his  question  was 
that,  if  the  numbers  of  cases  are  going  down  since  1993,  we  really 
didn't  need  to  make  as  much  of  an  investment.  (A)  I  think  it  is  im- 
portant for  us  to  understand  what  the  numbers  reflect  and,  (B)  it 
is  important  to  hear  from  you  on  what  you  think  our  investment 
ought  to  be. 

Ms.  Pelosi,  who  knows  much  more  about  this  than  probably  any- 
body in  the  Congress,  along  with  Henry  Waxman,  will  probably  ask 
questions.  Can  you  give  me  an  overview?  That  is  my  last  question 
because  I  am  out  of  time. 

Dr.  Satcher.  Let  me  say  two  things  about  the  AIDS  epidemic. 
It  is  a  global  epidemic.  The  10th  International  AIDS  Conference 
was  held  in  Japan  this  past  July  and  August  and  in  the  opening 
session,  Mike  Mercin  from  the  World  Health  Organization  pointed 
out  that  in  the  last  year,  the  number  of  new  HIV/AIDS  cases  were 
estimated  throughout  the  world  to  have  increased  by  60  percent. 
Even  the  reported  cases  of  AIDS  have  grown  throughout  the  world 
by  20  percent. 

AIDS  IN  the  united  STATES 

And  I  say  that  because  I  want  to  make  the  point  that  like  other 
emerging  infections,  AIDS  is  a  global  problem.  We  are  a  part  of 
this  global  problem  and  we  are  doing  better  than  many  other 
places  in  the  world  right  now  in  that  while  the  number  of  AIDS 
cases  go  up  in  this  country,  they  are  not  going  up  as  fast.  As  you 
know,  we  estimated  that  the  increase  from  1993  to  1994  was  about 
3  percent.  And  up  until  1992,  that  increase  was  10  to  15  percent 
a  year. 

Let  me  say  that  the  confusion  about  these  numbers  is  under- 
standable. And  based  on  what  you  heard  yesterday,  I  think  if  I  can 


302 

say  this,  I  think  everybody  was  right.  And  so  let  me  see  if  I  can 
say  why. 

We  had  80,000  or  so  new  AIDS  cases,  including  the  new  defini- 
tion, which  meant  that  we  include  things  that  we  didn't  include  be- 
fore, including  the  CD-4  count  which  is  a  way  of  looking  at  the  im- 
mune system.  I  believe  43,000  of  those  80,000  cases  were  due  to 
CD-4  counts.  The  difficulty  here  is  that  with  CD-4  counts  you 
know  that  if  you  had  not  detected  that  case  of  AIDS  in  January 
or  March  by  CD-4,  it  would  be  detected  by  the  old  definition  at  a 
later  time. 

So  when  you  extrapolate  from  actual  research  that  we  have  done, 
many  of  the  43,000  cases  that  were  caught  by  the  new  definition 
would  have,  within  the  same  year,  been  picked  up  by  the  old  defini- 
tion. So  we  estimate  that  the  number  of  new  cases  increased  by 
about  3  percent  in  1994  over  1993. 

You  can't  look  at  the  absolute  figures  for  the  new  definition  with- 
out having  the  background  about  the  CD-4  count  and  how  that  re- 
lates to  the  old  definition.  So  in  the  43,000,  there  are  both  new  and 
old  definition  cases  included.  You  don't  subtract  43,000  from  80,000 
because  if  you  do  that,  you  would  have  to  take  out  of  that  43,000 
those  cases  that  would  have  been  diagnosed  later  in  the  year  be- 
cause they  would  have  had  an  opportunistic  infection  like 
Pneumocystis  carinii  or  some  other  opportunistic  infection  that  we 
used  in  the  past  to  diagnose  AIDS.  Within  that  same  year,  they 
would  have  been  diagnosed  using  that  definition. 

Mr.  HOYER.  Doctor,  I  discussed  this  with  Mr.  Istook  and  I  agree. 
Mr.  Istook  was  referring  to  the  Morbidity  and  Mortality  Weekly 
Report,  which  you  have  seen.  You  refer  to  the  80,000,  he  was  refer- 
ring to  the  106,000  that  were  in  the  1993  reported  cases. 

HIV/AIDS 

I  speculated  that  perhaps  the  reason  the  106,000  was  so  high 
was  because  we  had  newly  identified  people,  so  we  brought  in  peo- 
ple who  would  have  been  identified  over  a  longer  period  of  time  all 
at  one  time  which  pumped  that  number  up. 

Dr.  Satcher.  In  1993,  yes. 

Mr.  HOYER.  He  goes  on  to  point  out,  if  you  look  at  white,  non- 
Hispanic  males,  for  instance,  1993,  which  presumably  were  in  the 
old  definition  as  well 

Dr.  Satcher.  Yes. 

Mr.  HoYER  [continuing].  Were  48,000  and  then  they  went  down 
in  1994  to  33,000  in  reported  cases.  So  what  Mr.  Istook  was  say- 
ing— if  I  understand  his  position — was  that  within  the  numbers, 
there  are  reductions.  And  his  follow  through,  then,  if  their  numbers 
have  gone  down,  we  are  succeeding  and  perhaps  we  do  not  need 
to  increase  the  level  of  spending. 

Dr.  Satcher.  Let  me  just  say  to  you,  and  I  think  you  are  abso- 
lutely right.  In  1993,  this  was  the  first  year  we  used  the  new  case 
definition.  Obviously,  it  pumped  it  up — ^but  I  thought  the  argument 
also  that  was  reflected  in  1994.  When  you  compared  1994  with 
1993,  it  made  it  look  like  the  numbers  went  down,  whereas  in  fact 
they  didn't  because  included  in  the,  quote,  new  definition  were  also 
some  old  definitions.  There  is  no  question  in  our  minds  about  this. 
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The  best  minds  in  AIDS  and  in  science  agree  that  in  this  coun- 
try, the  number  of  AIDS  cases  went  up  by  about  3  percent  from 
1993  to  1994.  There  is  very  Httle  question  about  that.  It  is  just  a 
matter  of  understanding  the  mathematics  we  use. 

Mr.  HOYER.  Doctor,  my  time  is  up.  If  you  could  perhaps  in  a  httle 
sort  of  written  explanation 

Dr.  Satcher.  I  have  an  article  I  can  show  you  where  they  say 
it  very  clearly.  In  that  particular  article,  it  shows  the  problem  is 
the  CD-4  counts  and  how  those  also  include  some  old  cases. 

Mr.  HOYER.  Thank  you. 

Mr.  Porter.  Can  we  request  that  you  answer  that  question  for 
the  record  in  some  detail. 

Dr.  Satcher.  We  believe  we  have  a  written  response  to  it  which 
we  will  leave  with  you. 

Mr.  Porter.  Provide  it  to  us  in  answer  for  the  record. 

Mr.  HOYER.  Thank  you. 

[The  information  follows:] 
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From  1981  to  1993,  the  Centers  for  Disease  Control  and 
Prevention  (CDC)  defined  AIDS  cases  by  a  list  of  23 
conditions,  including  the  presence  of  one  or  more 
opportunistic  diseases  such  as  Kaposi's  sarcoma  or 
Pneumocystis  carinii  pneumonia.   These  illnesses  are  very 
severe,  requiring  hospitalization  and  often  resulting  in 
death . 

The  problem  was  that  this  definition  only  captured  the  people 
who  were  most  severely  ill.   Many  people  who  were  not  as 
sick,  but  still  in  need  of  care,  were  not  being  identified. 
These  people  also  need  drugs  and  other  forms  of  treatment  to 
prevent  severe  illnesses  requiring  hospitalization.   After 
consulting  with  epidemiologists  and  other  medical  experts, 
CDC  changed  its  definition  in  January  1993  to  include  three 
additional  infections,  one  malignancy,  and  the  presence  of 
fewer  than  200  CD4  cells  per  cubic  milliliter  of  blood  (a 
measurement  indicating  a  highly  compromised  immune  system) . 

The  expansion  in  CDC's  case  definition  caused  an  expected, 
one-time  surge  in  the  number  of  cases  reported  in  1993.   This 
occurred  when  the  backlog  of  people  who  were  already  sick  but 
had  not  been  previously  classified  as  having  AIDS  were  added 
to  the  total. 

More  than  106,000  AIDS  cases  were  reported  in  1993,  and  about 
81,000  were  reported  in  1994.   Both  the  1993  and  1994  totals 
exceeded  the  approximately  47,000  cases  reported  in  1992 
(under  the  pre-1993  definition). 

Because  of  the  change  in  the  case  definition,  trends  in  the 
epidemic  cannot  be  determined  by  comparing  numbers  of 
reported  cases  by  year.   Progression  of  disease  from  a  low 
CD4+  count  (new  case  definition)  to  a  severe  opportunistic 
disease  (old  case  definition)  can  occur  within  a  year. 
Therefore,  CDC  researchers  have  conducted  analyses  applying  a 
consistent  case  definition  over  time.   Using  the  consistent 
case  definition,  the  number  of  people  diagnosed  with  AIDS 
increased  at  a  rate  of  about  3  percent  per  year  from  1992 
through  1994. 

In  1994,  CDC  received  reports  of  nearly  81,000  Americans 
diagnosed  with  AIDS.   This  is  one-fifth  of  all  the  cases 
reported  since  the  beginning  of  the  epidemic.   AIDS-related 
deaths  also  continue  to  grow,  with  an  estimated  40,000 
Americans  succumbing  in  1994.   AIDS  is  clearly  not  receding. 

Recently,  the  CDC  reported  that  AIDS  is  now  the  leading  cause 
of  death  among  Americans  between  the  ages  of  25  and  44.   Many 
of  these  young  people  were  likely  infected  in  their  teens  and 
early  20s,  before  our  research  and  prevention  efforts  were 
offering  the  hope  they  do  now.   Our  national  investment  in 
research,  prevention  ,and  services  has  helped  to  stem  the 
tide  of  AIDS. 
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Mr.  Porter.  Before  I  call  on  Ms.  Pelosi,  since  Mr.  Hoyer  took  the 

title  of  the  chairman  in  vain 

Mr.  Hoyer.  I  was  referring  to  Mr.  Livingston. 

DEFICIT  REDUCTION 

Mr.  Porter.  Mr.  Livingston.  I  was  going  to  say  that  I  agree  with 
the  gentleman,  that  there  is  no  way  that  we  can  bring  the  budget 
into  balance  without  dealing  with  entitlements,  that  no  program 
ought  to  be  off  the  table. 

I  will  also  say,  however,  that  during  the  entire  time  I  have  been 
on  the  subcommittee,  spending  has  never  been  level  or  not  gone  up 
and  I  think  that  this  subcommittee  must  make  its  contribution, 
just  like  every  other  subcommittee  and  perhaps  every  program. 
Yes,  we  have  to  choose  priorities  and  some  perhaps  should  be  lev- 
eled off,  but  the  subcommittee  as  a  whole  has  to  make  its  contribu- 
tion to  the  reduction. 

Mr.  Hoyer.  I  would  suggest  that  is  contrary  to  when  Crane  testi- 
fied; remember  that? 

Mr.  Porter.  Yes. 

Mr.  Hoyer.  He  came  here,  Mr.  Crane,  the  Ranking  Member  be- 
hind Mr.  Archer  on  Ways  and  Means  Committee,  came  here  and 
said,  well,  we  raise  the  money  and  you  spend  it  all.  In  point  of  fact. 
Ways  and  Means  spends  more  money  than  we  do  and  I  am  pre- 
pared to  participate  and  share. 

I  think  you  are  absolutely  right.  Where  we  have  programs  where 
we  can  save  money,  you  are  right. 

Mr.  Stokes.  Mr.  Chairman. 

Mr.  Porter.  Mr.  Stokes. 

Mr.  Stokes.  I  wonder  if  I  could  just  ask  you  this — I  would  as- 
sume then,  by  your  statement,  that  you  would  agree  that  in  the  re- 
scissions, which  we  just  voted  out  of  the  full  Committee — the  fact 
that  the  defense  bill  was  totally  off  the  table  was  wrong?  Would 
you  agree  with  me? 

Mr.  Porter.  Yes. 

Mr.  Stokes.  Thank  you. 

Mr.  Porter.  If  you  give  me  an  opportunity — the  problem  is  that 
your  party  generally  has  said  this  kind  of  spending  is  off  the  table 
and  our  party  has  said,  no,  this  kind  of  spending  is  off  the  table 
and  the  difficulty  is  we  end  up  leaving  both  sides  kind  of  spending 
off  the  table  when  both  ought  to  be  put  on  the  table. 

So,  yes,  I  agree  with  that. 

Mr.  Stokes.  It  ought  to  be  fair  across-the-board. 

Mr.  Porter.  I  think  we  ought  to  have  every  aspect  of  our  Federal 
Government  looked  at,  our  priorities  determined,  and  every  one  of 
them  make  a  contribution  to  bring  the  deficit  under  control. 

Now,  Ms.  Pelosi. 

Ms.  Pelosi.  Thank  you,  Mr.  Chairman. 

Dr.  Satcher,  welcome.  Thank  you  for  the  leadership  and  the  dig- 
nity which  you  bring  to  your  office.  It  is  a  real  source  of  hope  to 
us  that  you  are  serving  as  CDC  Director. 

Dr.  Satcher.  Thank  you. 
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PUBLIC  HEALTH  AND  DEFICIT  REDUCTION 

Ms.  Pelosi.  I  would  just  like  to  touch  on  a  couple  of  points  about 
the  deficit  because  we  all  agree  that  we  must  reduce  the  deficit. 
That  is  why  I  was  so  pleased  to  hear  our  subcommittee  chair  when 
we  came  into  the  rescissions  mark-up — although  I  disagree  with 
the  rescissions — say  that  the  money  that  was  saved  would  be  used 
for  deficit  reduction.  This  statement  was  in  contradiction  to  the  re- 
marks of  the  Chair  of  the  full  Appropriations  Committee,  whom  I 
hold  in  great  esteem,  but  who  had  been  talking  up  until  then  about 
a  tax  break. 

And  I  found  it  very  curious  that  Members  of  the  full  Committee, 
while  singing  a  song  of  deficit  reduction,  refused  to  vote  for  Mr. 
Murtha's  amendment  which  would  have  removed  all  doubt  that 
funds  from  these  rescissions  would  be  used  for  deficit  reduction. 

I  would  also  add  that  I  think  when  we  talk  about  this  committee, 
in  particular  in  terms  of  reducing  the  deficits,  and  having  an  im- 
pact on  entitlements,  that  we  should  proceed  with  great  caution  in 
how  we  cut.  Our  funding  decisions  certainly  have  to  be  justified 
and  defended  and  the  dollars  spent  in  a  very  cost-effective  way. 
But  if  there  is  any  way  to  control  entitlements  short  of  cutting 
them,  it  is  in  prevention  in  terms  of  not  having  more  people  de- 
pending on  Medicaid  in  terms  of  health  entitlements  and  as  well 
as  prevention  in  terms  of  AIDS,  tuberculosis,  and  other  public 
health  concerns.  These  public  health  issues  have  their  accompany- 
ing Medicaid  costs,  and  other  entitlement  costs: 

So  I  would  say  that  this  is  a  special  subcommittee,  Mr.  Chair- 
man, because  the  investments  that  we  make  in  this  subcommittee, 
by  and  large,  help — make  our  country  stronger  in  terms  of  edu- 
cation as  well  as  the  strength  and  well-being  of  our  children  and 
our  work  force.  This  in  turn  gives  us  a  better  work  force,  increase 
our  tax  base,  as  well  as  contributes  to  the  readiness  of  our  troops. 
So  I  think  in  every  way  our  country  is  strengthened  by  what  we 
do  here. 

Nonetheless,  the  Departments  that  come  here  must  justify  every 
dollar  spent,  but  I  would  say  that  we  have  a  special  place  because 
we  contribute  to  a  stronger  America  as  well  as  contribute  to  reduc- 
ing entitlement  spending  if  the  programs  here  are  done  effectively. 

Mr.  Porter.  Would  the  gentlelady  yield  on  that? 

Ms.  Pelosi.  I  would  be  pleased  to  yield. 

Mr.  Porter.  I  certainly  agree  with  what  you  are  saying.  The  dif- 
ficulty is  that  every  subcommittee  that  sits  there  thinks  the  same 
thing,  that  they  are  all  very  special  and,  therefore,  they  shouldn't 
make  their  contribution.  I  think  we  have  got  to  break  out  of  that 
mold  and  ought  to  make  a  contribution. 

HIV/AIDS 

Ms.  Pelosi.  I  do  think  there  are  priorities,  but  I  appreciate  the 
Chairman's  comment. 

I  would  like  to  just  follow  up  on  Mr.  Hoyer's  question  on  the 
AIDS  issue.  When  you  provide  the  information.  Dr.  Satcher,  for  the 
committee  could  you  also  include  information  on  the  statistics  on 
HIV  in  addition  to  full-blown  AIDS  cases  on  the  prevalence  of  HIV 
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and  what  communities  are  more  at  risk  now,  as  opposed  to  at  the 
onset  of  the  AIDS  epidemic. 

And  if  there  is  anything  you  would  like  to  address,  comment  on 
that  right  now. 

Dr.  Satcher.  Yes.  Because  there  are  some  areas  where  we  have 
a  great  concern,  because  even  though  the  number  of  new  cases  of 
full-blown  AIDS  is  not  increasing  as  fast  as  it  was,  it  is  still  in- 
creasing. 

It  is  interesting  and  of  great  concern  to  us  that  for  women,  the 
number  of  women  impacted  by  this  disease  is  increasing  signifi- 
cantly. It  is  the  fastest  growing  group,  now  constituting  almost  20 
percent  of  AIDS  cases,  growing  in  some  cases,  nine  to  ten  times  as 
fast  as  among  others.  I  am  concerned  about  that  and  the  impact 
that  it  could  have  in  our  society  and  on  children.  I  am  also 
conrcerned  about  the  fact  that  55  percent  of  new  cases  reported  to 
CDC  in  1994  were  in  African-Americans  and  Hispanics.  So,  again, 
in  the  most  disadvantaged  groups  in  our  population,  this  problem 
continues  to  grow  rapidly.  We  must  look  at  the  whole  picture  with 
this  problem. 

It  is  a  serious  problem,  and  I  hope  I  made  the  point  that  we  can- 
not separate  ourselves  from  the  rest  of  the  world.  It  is  a  global 
problem  and  the  United  States  must  invest  in  solving  this  global 
problem  as  well  as  the  parochial  investment  that  we  make  within 
this  country. 

CDC,  if  I  may  say  so,  is  a  critical  agency  for  the  world  when  it 
comes  to  infectious  diseases.  The  State  Department  has  recently 
put  together  a  major  committee  to  look  at  emerging  infections  in 
this  country  and  the  implications  for  the  country.  And  I,  as  Direc- 
tor of  CDC,  was  asked  to  chair  that  committee. 

That  committee  includes  people  from  the  Department  of  Defense, 
people  from  State,  people  from  Agriculture,  people  from  Commerce, 
and  we  are  all  looking  for  a  solution  because,  as  you  implied,  the 
security  of  the  country  is  actually  threatened  if  we  don't  get  a  han- 
dle on  emerging  infections.  That  is  how  the  State  Department  is 
approaching  this  problem. 

[The  information  follows:] 

CDC  has  received  a  total  of  69,330  reports  of  HIV  infection  (not  AIDS)  through 
December  1994  from  the  25  states  that  have  confidential  reporting  of  HIV  infection 
by  name.  Because  many  of  the  HIV-reporting  states  have  anonymous  test  sites  as 
well  and  because  many  factors  influence  testing  patterns,  such  as  who  is  routinely 
offered  testing  and  the  availability  of  and  access  to  medical  care,  HIV  data  provide 
a  minimum  estimate  of  the  number  of  persons  known  to  be  HIV  infected. 

At  the  end  of  1989,  CDC  researchers  had  estimated  that  800,000  to  1.2  miUion 
Americans  were  infected  with  HIV.  CDC  has  been  reevaluating  these  estimates  and 
anticipates  publishing  revised  estimates  in  the  next  few  months.  These  estimates 
are  likely  to  be  slightly  lower  than  the  1989  estimate.  However,  because  nearly  all 
the  analyses  conducted  by  researchers  suggest  that  HIV  prevalence  has  been  stable 
or  increasing  during  1988-1992,  a  lower  seroprevalence  estimate  will  not  indicate 
that  HIV  prevalence  has  declined,  but  rather  that  the  previous  estimate  was  slightly 
too  high. 

Women,  blacks  and  Hispanics,  and  persons  in  the  South  and  Northeast  accounted 
for  higher  percentages  of  reported  AIDS  cases  during  1994  than  during  1993. 
Among  cases  in  1994  for  which  risks  were  reported,  the  largest  proportions  were  ho- 
mosexual/bisexual men,  heterosexual  male  injection  drug  users,  and  women.  How- 
ever, the  proportion  of  homosexual/bisexual  men  had  been  declining  in  recent  years. 
These  findings  indicate  a  continuation  of  trends  for  certain  population  groups,  in- 
cluding an  increase  in  the  proportion  of  cases  accounted  for  by  women,  racial/ethnic 
minorities,  persons  infected  by  heterosexual  contact,  a  decrease  in  the  proportion  ac- 
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counted  for  by  homosexual/bisexual  men,  and  an  increase  in  the  number  of  cases 
in  children.  These  patterns  reflect  the  evolution  of  the  HIV  epidemic. 

Ms.  Pelosi.  I  would  add,  though,  that  I  would  hope  that  your 
committee  would  also  include  someone  from  the  Department  of  the 
Treasury.  We  have  been  for  a  number  of  years  now  urging  the 
Bush  Administration,  and  now  the  Clinton  Administration,  to  have 
AIDS  on  the  Gr-7  agenda  because,  as  they  discuss  the  economy  of 
the  world  and  the  developing  countries,  they  cannot  ignore  the  eco- 
nomic impact  of  AIDS  in  sub-Saharan  Africa,  for  example.  I  would 
say  it  would  be  important  to  have  a  representative  of  the  Treasury 
on  there  as  well. 

Dr.  Satcher.  Thank  you.  That  is  a  good  point. 

HIV  COMMUNITY  PLANNING 

Ms.  Pelosi.  Could  you.  Dr.  Satcher — well,  before  leaving  AIDS — 
but  I  am  afraid  my  time  is  running  out — ^before  leaving  AIDS, 
could  you  just  tell  us  for  the  record,  last  year  this  committee  pro- 
vided $46  million  to  respond  to  HIV  prevention  needs  identified 
through  the  community  planning  process.  If  you  could  tell  me  what 
is  the  status  of  this  program. 

Before  you  do,  I  want  to  commend  Chairman  Miller  for  his  cour- 
age in  supporting  restoring  the  funds  for  AIDS  prevention  in  sub- 
committee and  in  full  Committee.  One  of  the  issues  we  were  focus- 
ing with  my  amendments  is  the  success  you  have  been  having  with 
the  research  on  blocking  the  transmission  of  HIV  from  infected 
mothers  to  newborn  babies. 

But  if  you  could  just  respond  to  the  $46  million  and  how  that  has 
been  spent,  because  half  of  that  new — those  new  initiatives  were 
part  of  the — $23  million  was  part  of  the  half  of  the  $46  million. 

Dr.  Satcher.  I  think  you  remember  that  there  was  an  external 
review  committee  that  looked  at  CDC's  AIDS  programs.  And  that 
committee  reported  in  late  1993,  just  as  I  was  coming  on  as  the 
new  director.  One  of  the  points  that  the  committee  made  very 
clearly  was  that  while  we  were  having  success,  for  example,  with 
the  broader  community  and  the  majority  community,  especially  a 
great  decline  in  white  gay  males,  there  were  other  areas  of  commu- 
nities that  we  were  not  reaching.  And  one  of  the  major  rec- 
ommendations was  that  we  needed  to  do  a  better  job  of  targeting 
the  CDC  programs. 

The  strategy  that  we  came  up  with  for  doing  that,  in  conjunction 
with  our  external  advisory  committee,  was  to  develop  community 
planning  strategies  in  which  basically  we  said  to  the  States  and 
local  health  departments,  that  in  order  to  compete  for  this  preven- 
tion money,  you  must  demonstrate  that  planning  has  taken  place 
at  the  level  of  community.  Priority  setting  and  planning. 

We  meant  that  we  wanted  States  to  identify  the  hard-to-reach 
groups,  whether  they  were  African  American,  gay  males,  or  wheth- 
er they  were  teenagers  who  had  dropped  out  of  schools,  the  groups 
where  AIDS  was  really  rampant  as  a  problem.  What  we  have  done 
out  over  the  country  is  now  to  develop  these  community  planning 
groups.  We  brought  as  many  as  600  co-chairs  to  CDC.  We  worked 
very  closely  with  them  in  terms  of  technical  assistance,  but  we  be- 
lieve we  are  now  really  getting  to  the  most  hard-to-reach  groups  in 
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some  areas.  We  really  need  to  continue  developing  this  community 
planning  strategy. 

It  is,  I  think,  even  though  this  is  limited  to  AIDS,  we  believe  that 
it  is  the  wave  of  the  future  in  terms  of  being  more  successful  with 
prevention  in  this  country.  We  have  got  to  find  a  way  to  get  to  the 
most  difficult-to-reach  groups — the  ones  that  are  often  left  out  of 
our  strategies.  We  would  like  to  see  this  program  continue  to  grow 
and  the  President's  budget  allowed  for  that  growth  to  continue. 

Ms.  Pelosi.  As  you  know,  community  planning  was  part  of  my 
HIV  prevention  legislation.  Our  appropriations  report  language  has 
also  called  for  such  community-based  HIV  prevention  planning 
groups.  Although  we  didn't  get  the  authorizing  legislation  passed, 
I  am  pleased  that  the  Administration  has  adopted  these  provisions 
from  my  legislation. 

Mr.  Chairman,  in  yielding  back,  I  would  just  want  to  say  that 
this  approach  is  a  way  that  local  communities  can  determine  what 
works  for  them  rather  than  Washington,  D.C.,  saying,  this  is  how 
we  are  going  to  do  it  in  the  country.  And,  I  think  that  this  is  the 
beauty  of  the  community  planning  approach,  because  it  responds  to 
local  needs  and  decisions  are  made  at  that  level. 

Thank  you  very  much.  Doctor. 

Dr.  Satcher.  Thank  you.  I  just  want  to  say  I  know  you  are  prob- 
ably aware  we  have  gotten  churches  involved.  We  have  gotten 
schools,  fraternities,  sorority  groups.  They  are  reaching  out  to  their 
community  at  a  local  level  as  never  before,  putting  together  teams. 

I  think  the  implications — and  we  talk  about  this  later — they  go 
far  beyond  AIDS  in  terms  of  how  we  approach  prevention  in  this 
country  in  the  future. 

Mr.  Porter.  Thank  you.  Mr.  Bonilla. 

Mr.  Bonilla.  Dr.  Satcher,  it  is  good  to  see  you  again. 

Dr.  Satcher.  Thank  you. 

DIABETES 

Mr.  Bonilla.  I  would  like  to  start  out  by  asking  about  a  subject 
that  I  am  sure  we  talked  about  many  times,  and  that  is  diabetes. 
I  understand  that  for  1995  CDC  anticipates  extending  the  diabetes 
translation  program  to  six  additional  States,  for  a  total  of  46  States 
and  territories.  Could  you  please  brief  us  on  CDC's  progress  in  ex- 
panding this  translation  program  in  fiscal  year  1995? 

Dr.  Satcher.  Yes.  As  you  point  out,  I  think  we  are  at  40  States 
now  in  terms  of  the  diabetes  translation  program.  I  don't  know  if 
most  people  know  how  important  this  is.  There  are,  we  estimate, 
13  or  14  million  people  in  this  country  with  diabetes — 160,000 
deaths  a  year.  About  half  of  those  people  don't  even  know  they 
have  diabetes. 

We  have  about  25,000  people  a  year  becoming  blind  from  diabe- 
tes, the  number  one  cause  of  blindness  in  this  country.  We  could 
decrease  that  by  one-half  if  just  every  person  with  diabetes  had  a 
retinal  examination  every  year. 

What  we  are  trying  to  do  is  really  use  technology  we  have.  We 
developed  it,  for  example,  at  the  basic  research  level  and  yet  people 
are  not  getting  access  to  this  technology. 

And  so  the  diabetes  translation  program  is  an  attempt  to  really 
educate  communities,  educate  providers  to  make  sure  that  we  have 
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early  diagnosis  of  diabetes,  and  that  the  diabetic  patients  get  the 
kind  of  prevention  strategies  that  we  have  available  for  them  to 
prevent  things  like  blindness  and  end-stage  renal  disease. 

Again  diabetes  is  a  major  risk  factor  for  end-stage  kidney  disease 
and  a  major  risk  factor  for  cardiovascular  disease.  We  have  an  abil- 
ity here  to  make  a  difference  in  the  lives  of  a  lot  of  people.  And 
yet,  with  a  very  small  investment,  we  could  have  these  kinds  of 
programs  in  every  state.  We  are  hoping  to  keep  moving  forward 
with  this. 

Mr.  BONILLA.  I  think  the  profound  statement  that  you  just  made, 
that  13  to  14  million  people  could  have  this  and  not — and  not  even 
know  it  is  extreme 

Dr.  Satcher.  At  least  half  of  them  don't  know  it. 

DIABETES  FUNDING 

Mr.  BoNiLLA.  And  it  is  extremely  significant  that  a  high  number 
like  that  could  be  affected  by  this  and  not  know  it.  And  I  think  we 
discussed  the  magnitude  of  diseases  of  all  kinds  that  affect  people 
in  this  country,  and  I  think  there  is  probably  not  one  that  reaches 
farther  into  the  population  than  this.  And  it  is  still  being  discov- 
ered, so  to  speak.  So  I  just  wanted  to  reiterate  what  you  just  said. 

How  much  additional  funding,  Doctor,  would  be  needed  this  year 
to  provide  the  minimum  amount  for  the  translation  program  if  we 
were  to  think  of  doing  all  50  States  and  territories? 

Dr.  Satcher.  My  staff  reminded  me  that  I  should  say  there  is 
a  national  conference  scheduled  for  May  1st  through  4th  in  Denver 
on  expanding  partnerships  creating  alliances  for  progress.  It  is  a 
diabetes  translation  conference,  and  we  are  hoping  to  make  some 
major  inroads  in  that  conference.  And  we  thank  you  for  your  sup- 
port in  this  endeavor. 

Your  question  was  how  much  additional  support  would  be  needed 
in  order  to  get  the  programs  to  all  50  States  in  terms  of  diabetes 
translation.  And  I  guess  $60  million.  Complete  programs  in  all  50 
States  would  cost  us  about  $60  million. 

Mr.  BONILLA.  My  question.  Dr.  Satcher,  was  actually  the  mini- 
mum you  would  need  to  do  that.  Is  that  $60  million? 

Dr.  Satcher.  We  will  provide  that  for  the  record.  This  is  the  fig- 
ure that  we  have  from  our  experts  in  the  Chronic  Disease  Center 
in  terms  of  the  amount  in  the  1996  budget  that  it  would  really  take 
to  reach  the  whole  country  the  way  we  would  like  to  reach  them. 
But,  as  you  know,  at  a  minimum,  I  think  we  could  probably  do  it 
for  much  less  than  that. 

[The  information  follows:! 
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The  following  outlines  what  could  be  accomplished  in  $5  million 
increments :  / 

Total  CDC  Diabetes  budget  of  $24.7  million  -  -  $5  million  increase   / 

Extend  core  capacity  funding  for  state -based  diabetes  control 
programs  (DCPs)  to  the  13  remaining  states,  territories,  and  the 
District  of  Columbia.   In  FY  1995,  the  Division  of  Diabetes 
Tremslation  provided  financial  and  technical  assistance  to  42  states 
and  four  territories  to  support  statewide  efforts  to  develop  their 
capacity  cind  infrastructure  to  carry  out  programs  for  diabetes 
prevention  and  control.  These  programs  are  critical  in  the 
implementation  of  effective  strategies  to  reduce  the  burden  of 
diabetes  at  state  and  community  levels.   An  additional  $5  million  in 
FY  1996  would  permit  CDC  to  extend  these  vital  programs  into  all 
states  and  territories.   This  expansion  would  enhance  and  improve 
national  efforts  to  reduce  the  burden  of  diabetes,  and  are  consistent 
with  health  status  objectives  in  Healthy  People  2000. 

Total  CDC  Diabetes  budget  of  $29.7  million  --  additional  $5  million 
increase 

Increase  average  funding  for  core  capacity  programs  by  $100,000  (from 
an  average  award  in  FY  95  of  $230,000  to  an  average  of  $330,000)   in 
all  50  states  to  permit  states  to  focus  more  effectively  on  programs 
directed  to  populations  at  special  risk  for  diabetes  and  its 
complications.   This  would  include  not  only  development  of 
appropriate  public  health  interventions  and  guidelines  for  care,  but 
also  (1)  programs  developed  in  partnership  with  high-risk 
communities,  and  (2)  programs  to  ensure  that  evolving  managed  care 
systems  are  responsive  to  these  vulnerable  populations . 

Total  CDC  Diabetes  budget  of  $34.7  million  --  additional  $5  million 
increase 

Develop  and  implement  a  National  Diabetes  Information  and  Education 
Campaign  -  -  a  broad  piiblic  health  approach  to  reducing  the  burden  of 
diabetes  which  would  resemble  the  successful  National  Cholesterol  and 
Hypertension  Education  Programs,  with  the  following  components,  all 
of  which  will  be  coordinated  with  voluntary  agencies,  community 
groups,  and  especially,  state -based  diabetes  control  programs  (DCPs) : 

•  A  culturally  and   linguistically  sensitive  public  education 
campaign  to  alert  people  (particularly  persons  at  high  risk, 
e.g.,  racial  and  ethnic  minorities)  to  both  the  commonness  and 
the  seriousness  of  diabetes,  as  well  as  the  value  of  early 
detection. 

•  A  public  health  can^aign  targeted  to  health  care  providers  to 
ensure  that  those  persons  with  existing  or  newly  discovered 
diabetes  receive  appropriate  preventive  health  care. 

•  Effective  screening  strategies  to  detect  persons  with 
undiagnosed  diabetes . 

•  A  public  health  campaign  targeted  to  larger  health  care 
systems,  e.g.,  health  maintenance  organizations  (HMOs), 
insurance  conpanies,  cind  larger  employer  organizations,  to 
ensure  that  health  care  plans  incorporate  screening  and 
preventive  care  strategies,  and  emphasize  prevention  of 
morbidity  from  tertiary  complications,  as  well  as  glycemic 
control . 
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Surveillance  and  epidemiology  to  evaluate  the  effectiveness  of 
these  efforts. 


Total  CDC  Diabetes  budget  of  $39.7  million  - 
increase 


additional  $5  million 


Increase  the  number  of  states  receiving  financial  assistcince  for 
enhanced  capacity  programs  from  two  (Michigan  and  Minnesota)  to 
seven,  and  increase  the  average  funding  level  for  enhanced 
capacity  programs  from  $385,000  to  $825,000.   We  would  distribute 
the  new  enhanced  capacity  programs  geographically  to  facilitate 
their  serving  as  regional  training  centers  for  all  state -based 
DCPs .   These  state-based  resources  --  i.e.,  states  capable  of 
assisting  other  states  --  will  be  especially  critical  under  a 
system  of  block  grants . 


Total  CDC  Diabetes  budget  of  $44.7  million  - 
increase 


additional  $5  million 


Increase  average  funding  for  core  capacity  programs  by  $100,000 
(from  an  average  of  $230,000  in  FY  95  to  an  average  of  $430,000) 
in  all  50  states  to  permit  states  to  work  more  closely  with  large 
managed  care  orgainizations  to  ensure  that  they  are  providing 
effective  care  to  persons  with  diabetes,  and  to  evaluate  the 
efficacy  of  various  "  team"  approaches  to  diabetes  care  in  terms  of 
long-term  health  outcomes. 
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BORDER  LABORATORIES 

Mr.  BONILLA.  Let  me  move  now,  Dr.  Satcher,  to  the  laboratory 
testing  and  specifically  the  need  for  a  border  health  lab  along  the 
Texas-Mexico  border.  You  state  on  page  2  of  your  testimony  that 
CDC  needs  to  conduct  lab  studies,  develop  new  technology  to  help 
ensure  that  States  and  communities  can  protect  the  health  of  our 
citizens. 

As  you  know,  four  States — California,  Arizona,  New  Mexico,  and 
Texas — face  increased  demands  for  expanded  disease  and  environ- 
mental surveillance  monitoring  and  regulation.  The  border  region 
has  had  outbreaks  of  cholera,  hepatitis,  TB,  malaria,  leprosy  and 
rabies  most  recently.  In  fact,  U.S.  cities  along  the  2,000-mile 
stretch  of  border  from  Brownsville  to  San  Diego  have  twice  the 
number  of  hepatitis  A  cases  as  those  reported  in  other  cities  na- 
tionwide. 

Unfortunately,  along  the  U.S.-Mexico  border  the  supply  of  labs 
capable  of  providing  sophisticated,  highly  complex  lab  analysis  of 
air,  water,  soil,  as  well  as  human  and  animal  biological  samples, 
is  very  limited  and  far  from  capable  of  meeting  the  current,  often 
unanticipated  demand. 

Last  year,  I  asked  a  question  for  the  record  about  a  border  lab 
proposal,  and  your  response  was  that  a  need  assessment  and  fea- 
sibility assessment  be  conducted.  Could  you  tell  me  what  the  status 
of  needs  are  in  the  feasibility  assessment  so  far  that  you  have  as- 
sessed? 

Dr.  Satcher.  Let  me  say  two  things. 

We  certainly  agree  with  you  that  this  remains  a  major  problem, 
as  you  point  out. 

There  are  nine  million  people  living  along  the  U.S.-Mexico  bor- 
der. In  December,  I  spent  two  days  in  Texas,  starting  in  El  Paso, 
looking  at  the  U.S.-Mexico  border  problems  and  the  implications, 
visiting  colonias  where  people  live  without  running  water,  where 
dogs  ran  loose  in  the  community  without  any  kind  of  evidence  of 
immunization.  We  then  went  all  the  way  to  the  Harlingen  and 
Brownsville  area.  I  think  without  question  we  have  a  serious  prob- 
lem. 

I  will  just  give  you  one  example  in  the  struggle  we  are  having 
with  tuberculosis.  In  El  Paso,  about  7  percent  of  the  tuberculosis 
cases  are  drug  resistant.  However,  right  across  the  border  in 
Juarez  it  is  about  40  percent  because,  as  you  know,  they  can  buy 
drugs  over  the  counter,  and  there  are  people  who  leave  El  Paso  and 
go  across  the  border  to  buy  drugs. 

What  it  means  is  that  if  you  use  these  medications  inappropri- 
ately, you  increase  the  risk  of  drug  resistance  to  TB.  I  think  we  run 
that  kind  of  risk  all  along  the  border.  So  there  are  environmental 
problems,  infectious  disease  problems,  basic  problems  that  we  have 
to  deal  with. 

The  question  of  a  laboratory  which  David  Smith,  a  person  whom 
I  respect  a  lot  and  is  one  of  the  outstanding  State  Commissioners 
of  Health  in  this  country,  has  recommended  is  one  that  we  have 
been  struggling  with.  And,  as  you  know,  the  needs  assessment  has 
not  been  completed.  The  general  feeling  of  our  people  is  that  it  is 
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probably  going  to  be  difficult  to  justify  setting  up  an  independent 
laboratory  along  the  border. 

Let  me  just  point  out  the  World  Health  Organization  uses  CDC 
laboratories  for  a  lot  of  problems  throughout  the  world.  It  doesn't 
develop  a  laboratory  in  all  of  these  areas.  In  many  cases,  the  only 
laboratory  that  can  diagnose,  for  example,  bubonic  plague  is  at 
CDC.  It  is  a  World  Health  Organization  collaborating  laboratory. 

So  the  problem  is  if  it  is  a  good  investment  to  establish  a  labora- 
tory of  this  level  of  expertise  in  one  area  of  the  country  as  opposed 
to  just  having  a  central  laboratory  that  we  can  send  samples  to.  I 
say  that,  and  yet  we  continue  to  struggle  with  this  problem. 

There  is  a  meeting  going  on  today,  which  started  yesterday,  in 
Mexico  City.  Among  other  people,  Ciro  Sumaya  of  HRSA  is  there 
and  Ken  Shine  of  the  Institute  of  Medicine.  Those  are  some  of  the 
issues  they  are  discussing  right  now  in  terms  of  what  needs  to  be 
done. 

I  hate  to  give  the  answer  this  way,  but  it  is  a  difficult  issue  in 
terms  of  how  much  money  do  you  invest  to  put  a  laboratory  in  one 
place  when  the  issue  is  transporting  the  samples  from  that  place 
to  a  central  laboratory  like  CDC.  Our  strategy  has  been  trying  to 
have  highly  specialized  laboratories  in  one  area  and  to  make  sure 
that  every  State,  including  Texas,  has  a  strong  laboratory  system. 

Now,  with  our  emerging  infection — and  we  requested  an  $8.8 
million  increase — we  are  trying  to  work  with  States  to  develop 
strong  State  laboratories.  And  I  think  if  we  could  have  the  quality 
of  laboratory  in  the  State  of  Texas  and  the  State  of  the  Arizona  and 
in  the  State  of  California — and  some  are  better  than  others — and 
if  we  could  get  samples  to  CDC  when  they  need  to,  I  think  we 
could  take  care  of  this  problem. 

I  want  you  to  understand  why  it  has  taken  the  needs  assessment 
a  lot  longer  than  we  had  hoped. 

BIRTH  DEFECTS 

Mr.  BONILLA.  I  appreciate  the  work  you  have  done,  and  I  want 
to  keep  working.  It  is  a  huge  area.  The  climate  is  diverse,  and 
economies  are  diverse. 

Mr.  Chairman,  I  know  my  time  is  up.  Let  me  just  ask  one  more 
question  about  a  bill  that  I  introduced  along  with  Congressman 
Solomon  Ortiz,  regarding  the  Birth  Defects  Act.  It  is  H.R.  1010. 

Dr.  Satcher,  we  were  concerned  about  this,  again  related  to  a  lot 
of  things  that  are  going  on  along  the  border,  and  understandably 
so.  It  is  a  long  way  from  the  Northeast  and  the  West  Coast  in 
many  cases,  and  people  often  overlook  it. 

We  did  this  because  we  want  to  start  our  own  birth  defect  sur- 
veillance programs  at  a  minimal  cost  to  the  government.  If  the  bill 
were  to  pass  and  if  you  had  an  opportunity  to  look  at  it,  what 
would  CDC  estimate  the  cost  to  establish  five  regional  birth  defect 
research  programs  to  be  designated  as  centers  of  excellence? 

Mr.  Miller.  Could  you  keep  the  answer  short? 

Dr.  Satcher.  I  am  probably  going  to  get  back  to  you.  It  is  a  very 
important  question. 

As  you  know,  3  percent  of  all  births  result  in  birth  defects  in  this 
country.  Folic  acid,  for  example,  consumed  appropriately  by  preg- 
nant women  could  significantly  reduce  birth  defects,  especially  in 
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encephalitis  and  spina  bifida.  And  yet  a  very  small  percentage  of 
pregnant  women  consume  a  hundred  micrograms  of  folic  acid  or 
more. 

There  are  other  environmental  concerns.  We  are  concerned  about 
birth  defects  along  the  border.  It  is  one  of  the  things  we  will  be 
looking  at.  There  have  been  concerns  especially  in  the  Brownsville 
area  about  encephalitis  and  spina  bifida.  We  haven't  been  able  to 
prove  there  is  an  environmental  or  chemical  reason  but  I  think  we 
have  to  continue. 

Mr.  BONILLA.  We  have  so  much  to  talk  about. 

Dr.  Satcher.  We  will  get  you  the  estimate  of  what  it  would  cost 
to  have  five  centers. 

[The  information  follows:] 

The  cost  to  establish  five  regional  birth  defect  research  programs  to  be  designated 
as  centers  of  excellence  would  be  $5  million  ($  1  million  per  center). 

Ms.  Pelosi.  Mr.  Chairman,  may  I  take  a  second  to  associate  my- 
self with  Mr.  Bonilla's  concerns,  especially  concerns  about  hepa- 
titis? 

The  main  reason  I  voted  for  NAFTA  was  after  visiting  the  border 
area  with  the  anticipation  that  much  would  be  done  to  the  environ- 
ment to  change  that  situation.  And  it  is  critically  important. 

And  I  thank  the  gentleman  for  his  leadership  on  that  issue  and 
look  forward  to  working  with  you  on  that.  Our  Chairman  Gonzalez 
was  indoctrinating  us  on  this  issue  for  many  years  on  the  Banking 
Committee  on  the  housing  and  colonias.  And  I  thank  Mr.  Bonilla 
for  his  leadership  on  it. 

Mr.  BONILLA.  I  appreciate  your  remarks.  Thank  you. 

Mr.  Porter.  Mrs.  Lowey. 

Mrs.  Lowey.  Thank  you. 

BREAST  CANCER 

I,  too,  want  to  associate  myself  with  the  remarks  and  your  pre- 
vious remarks  with  regard  to  diabetes.  Certainly  I  am  aware  of  the 
important  work  that  has  been  done  with  regard  to  diabetes  and  the 
important  work  that  remains  to  be  done.  So  I  look  forward  to  work- 
ing with  you  and  CDC. 

And  I  want  to  thank  you  in  general  for  all  the  work  you  are 
doing  in  educating  the  public  and  the  work  you  are  doing  in  pre- 
venting the  progression  of  diseases. 

I  was  particularly  impressed,  among  the  many  impressive  re- 
ports that  you  have  issued,  with  the  report  that  was  issued  either 
last  year  or  the  year  before  on  violence  as  a  public  health  emer- 
gency. And  I  think  the  public  has  to  realize  that  violence  is  a  public 
health  emergency. 

And  when  you  talk  about  the  cost  of  a  bullet  wound  in  our  emer- 
gency rooms  and  the  costs  of  service  to  our  community  in  our  emer- 
gency rooms  we  realize  how  important  this  message  is,  and  I  hope 
that  we  can  continue  to  work  with  you  on  that  issue.  So  I  do  want 
to  thank  you. 

I  want  to  begin  in  my  questions — and  I  asked  a  similar  question 
yesterday  to  Secretary  Shalala,  but  I  think  it  is  a  very  important 
one. 
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As  you  know,  I  am  deeply  committed  to  eradicating  breast  cancer 
and  all  forms  of  cancer.  It  is  a  terrible  disease  that  affects  too 
many  women,  too  many  families  in  our  communities,  and  the  num- 
bers are  just  going  up.  We  know  that  we  gained  greater  informa- 
tion. The  Genome  Project  is  impressive,  the  work  on  the  environ- 
ment is  impressive,  and  I  am  very  pleased  that  the  Administration 
is  continuing  to  focus  on  investments  and  research  in  this  area. 

I  discussed  with  the  Secretary  the  interaction  between  the  Na- 
tional Institutes  of  Health's  research,  the  Centers  for  Disease  Con- 
trol's prevention  effort  and  the  Office  of  Women's  Health.  The 
interaction  is  crucial  to  the  national  infrastructure  of  fighting  this 
disease. 

I  would  like  to  ask  you  this  question.  While  I  agree  that  flexibil- 
ity is  an  appropriate  goal  in  numerous  instances,  I  am  concerned 
about  the  Administration's  proposal  to  block  grant  the  breast  and 
cervical  cancer  screening  program  to  the  States  as  part  of  a  per- 
formance partnership  grant.  I  have  been  looking  for  a  better  de- 
scription of  the  Administration's  intentions  with  regard  to  its  budg- 
et proposal  for  this  program. 

I  don't  understand  how  we  can  block  grant  a  program  to  the 
States  where  all  States  don't  have  programs.  Likewise,  there  are 
certain  program  standards  States  now  have  to  meet  in  order  to  re- 
ceive Federal  funding,  and  these  standards  are  vital  for  quality  of 
the  program. 

In  your  justifications,  you  say  you  will  provide  $118  million  for 
a  flexible  grant  program  that  clusters  breast  and  cervical  cancer 
and  chronic  and  environmental  disease  prevention.  But  you  request 
$22  million  in  budget  authority  for  the  breast  and  cervical  program 
on  its  own.  And  yet  the  budget  document  states  there  is  a  one-year 
hold  on  changes  in  the  program.  Could  you  just  clarify  all  of  this 
for  us? 

And  how  do  you  see  the  CDC  prevention  partnerships  working, 
particularly  for  breast  and  cervical  cancer?  Is  it  your  opinion  that 
this  is  the  best  way  to  go  with  this  program?  Or  perhaps  the  pro- 
posal originated  outside  of  the  CDC.  Could  you  clarify  and  explain 
how  this  would  work  and  whether  it  would  be  effective  in  your 
judgment? 

Dr.  Satcher.  Well,  let  me  say  that  we  gave  a  lot  of  thought  to 
development  of  the  partnership  grant  proposals.  We  call  them  for- 
mula grants.  And  coming  up  with  what  are  now  four  areas — we  al- 
ready have  the  prevention  block  grant  so  we  took  32  categorical 
programs  and  reduced  them  to  three.  I  believe  there  were  20  infec- 
tious disease  programs  that  became  one.  Six  immunization  pro- 
grams and  six  chronic  disease  programs.  Breast  and  cervical  cancer 
is  in  the  last  group.  I  think  your  concern  is  well-founded. 

We  have  35  States  where  we  now  have  comprehensive  breast  and 
cervical  cancer  programs.  So  what  you  are  concerned  about  is  if  you 
are  funding  35  States  and  now  you  are  responsible  for  50  States, 
how  do  you  take  the  money  and  make  it  work  for  50  States  and 
how  do  you  protect  the  breast  and  cervical  cancer  program  in  this 
chronic  disease  formula  grant.  It  is  a  very  important  concern. 

I  think  the  Secretary  probably  told  you  that  she  has  a  hold 
harmless  component  that  says  in  the  first  year  the  breast  and  cer- 
vical cancer  program  is  held  harmless  at  100  percent,  in  the  second 
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year  at  90  to  100  plus  percent,  and  in  the  third  year  90  to  100  plus. 
Our  hope  is  that  during  that  period  of  time  we  can,  in  fact,  get  the 
funding  to  develop  comprehensive  breast  and  cervical  cancer 
screening  programs  in  all  50  States. 

But  the  concern  is  a  very  important  one.  We  cannot  afford  to  go 
back  on  this  effort.  We  are  making  progress — from  1989  to  1992  we 
saw  a  5  percent  decrease  in  breast  cancer  deaths  in  this  country. 
We  need  to  see  that  kind  of  decrease  continue  for  women  in  this 
country.  We  are  still  talking  about  as  many  as  a  half  million 
deaths  from  breast  cancer  in  the  next  decade,  and  we  cannot  afford 
to  go  back  on  this  commitment. 

We  are  going  to  work  very  hard  to  try  to  make  sure  we  get  these 
comprehensive  breast  and  cervical  cancer  programs  in  all  50 
States.  We  realize  it  is  going  to  be  more  difficult  in  some  ways,  but 
I  think  there  are  advantages  to  the  partnership  grants  in  terms  of 
changing  our  relationship  with  the  States  so  they  have  more  flexi- 
bility and  more  autonomy. 

But  I  think  the  key  thing  is  that  we  have  the  performance  meas- 
ures. That  will  allow  us  to  protect  categorical  programs.  We  must 
convince  Congress  to  continue  to  fund  these  comprehensive  breast 
and  cervical  cancer  programs  so  we  can  have  them  in  all  50  States. 

PERFORMANCE  MEASURES 

Mrs.  LOWEY.  I  thank  you.  And  can  you  give  us  assurance  that 
the  standards  which  you  put  in  place  will  be  included  in  the  block 
grant  program?  I  was  very  concerned  about  block  grants  and  let- 
ting the  States  do  what  they  will.  You  have  worked  very  hard  on 
those  standards.  I  want  to  be  sure  that  those  standards,  which  are 
vital  to  the  program,  will  remain  in  place. 

Dr.  Satcher.  They  will  remain,  and  there  will  be  other  perform- 
ance measures  developed  to  try  to  even  better  assure.  And  the 
States  are  working  with  us  on  this.  But  it  is  our  responsibility.  We 
are  accountable.  We  were  responsible  for  holding  the  States  ac- 
countable for  these  programs,  and  we  are  in  the  process  now  of  de- 
veloping the  strategies  for  making  sure  that  that  works. 

Mrs.  LowEY.  Gk)od. 

violence 

To  follow  up  with  your  work  on  violence,  I  am  very  interested  in 
the  whole  range  of  violence  programs  you  are  working  on,  in  par- 
ticular the  resolving  conflicts  creatively  program  in  the  New  York 
City  public  schools.  Could  you  describe  for  us  this  program  in 
greater  detail  and  perhaps  discuss  with  us  the  achievements  that 
you  hope  will  result  from  this  program? 

Dr.  Satcher.  I  mentioned  earlier  that  we  have  programs  in  14 
different  communities.  I  happened  to  visit  the  New  York  City  pro- 
gram within  the  last  month  and  Peggy  Hamburg  and  her  staff  and 
people  from  the  field  spent  a  half  day  with  me.  I  believe  they  have 
100  schools  now  in  New  York  City  involved. 

The  interesting  thing  about  this  is  that  in  these  communities,  in 
many  cases  disadvantaged  communities,  people  have  come  forward 
to  become  involved  with  these  programs  and  to  provide  leadership. 
They  have  come  together  in  the  school  system,  the  police  depart- 
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ment,  the  churches,  community  groups,  and  they  will  put  together 
some  very  impressive  programs. 

Although  it  is  still  early,  we  believe  that  the  conflict  resolution 
programs  in  the  middle  schools — and  high  schools  in  some  cases — 
the  peer  mediation  program,  the  mentoring  program  for  children 
around  violence  are  really  beginning  to  have  a  significant  effect. 

I  was  impressed  in  New  York  City  at  the  fact  that  they  have 
been  able  to  bring  together  people  to  implement  these  programs  in 
such  a  short  period  of  time  and  to  fmd  leadership  where  you 
wouldn't  have  thought  it  existed  before — the  fact  that  that  kind  of 
community  strength  existed  or  was  just  waiting  to  be  tapped.  We 
are  very  pleased  with  the  direction. 

I  must  say  to  you  that  it  is  still  early,  and  I  think  it  will  be  at 
least  a  couple  more  years  before  we  will  be  able  to  come  back  to 
you  and  say  we  have  all  of  this  data  now  to  show  you  the  extent 
to  which  this  program  is  working.  We  can  show  you  the  decrease 
in  homicides.  We  can  show  you  the  decrease  in  violent  incidents  in 
the  school.  We  can  show  you  the  decrease  in  dropouts  from  school. 
I  think  in  the  next  couple  of  years  we  will  be  able  to  come  back 
with  that  kind  of  hard  data  from  that  program. 

VIOLENCE — RAPE  PREVENTION 

Mrs.  LOWEY.  Is  rape  prevention  included  in  these  programs? 

Dr.  Satcher.  Rape  prevention  is  a  separate  program,  in  a  sense. 
As  you  know,  in  the  prevention  block  grant  from  the  crime  bill 
there  is,  I  believe,  $35  million  that  will  come  to  CDC  for  rape  pre- 
vention specifically.  The  reason  I  hesitate  is  that  in  a  sense  it  is 
included,  because  part  of  what  we  are  trying  to  teach  the  young 
people  is  how  to  deal  with  themselves,  how  to  really  control  them- 
selves, and  how  to  deal  with  each  other. 

I  was  in  Raleigh-Durham  two  weeks  ago,  and  there  is  a  very  in- 
teresting program  there  similar  to  New  York  City's  program.  But 
one  of  the  things  they  have  been  looking  at  is  intimate  violence  in 
the  middle  school.  Interestingly,  at  that  early  stage  in  life  they  are 
seeing  date  violence,  and  they  are  seeing  not  just  the  perpetrators 
but  the  victims  staying  in  relationships.  And  you  ask  her  why  do 
you  stay  in  a  relationship?  And  this  is  middle  school. 

Mrs.  LowEY.  Probably  they  have  seen  it  all  their  lives  at  home. 

Dr.  Satcher.  Exactly.  I  think  that  program  in  time  will  give  us 
more  information  about  domestic  violence  and  how  it  develops  at 
an  early  age  and  the  impact  that  witnessing  violence  at  home  has 
on  this.  This  is  very  important  research. 

And  I  want  to  state  it  again,  because  you  have  made  the  point, 
but  there  are  150,000  Americans  who  die  from  injuries  every  year, 
combination  of  intentional  and  unintentional.  The  costs  we  esti- 
mate is  at  least  $224  billion  a  year. 

[Clerk's  note. — Later  corrected  to  "$175  billion  per  lifetime."] 

About  a  quarter  of  our  health  expenditures  directly  result  from 
injuries  in  this  country.  And  so  if  there  is  any  area  where  I  think 
we  really  need  to  refocus  in  terms  of  prevention  it  is  in  the  area 
of  injuries,  and  that  is  what  these  programs  are  trying  to  do. 

Mrs.  LowEY.  In  fact,  the  budget  also,  in  addition  to  the  $35  mil- 
lion, includes  $4.0  million  for  domestic  violence  demonstration  pro- 
grams. I  am  pleased  about  that. 
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As  you  know,  the  Congressional  Caucus  on  Women's  Issues  has 
worked  long  and  hard  trying  to  get  domestic  violence  out  of  the 
bedroom.  In  fact,  there  was  an  article,  I  understand,  in  the  Wash- 
ington Post  today  saying  that  battered  women  were  being  denied 
health  insurance.  So  we  still  have  a  long  way  to  go. 

CRIME  PREVENTION 

I  would  be  interested  to  know — if  I  have  time  remaining — more 
about  these  crime  prevention  programs.  I  feel  they  are  essential  to 
the  safety  and  health  of  women  and  children  and  families. 

What  is  most  important  to  me  about  these  programs,  and  per- 
haps you  can  elaborate,  is  that  you're  working  directly  with  the 
local  groups.  You  were  not  superimposing  programs  on  the  local- 
ities because  the  localities  are  very  different,  and  they  have  their 
own  local  culture — although  domestic  violence  anyplace  in  this 
country  is  totally  unacceptable.  Can  you  tell  me  about  your  connec- 
tion and  how  you  work  with  local  groups  to  prevent  domestic  vio- 
lence? 

Mr.  Miller  [presiding!.  Could  you  keep  your  answer  kind  of 
short  so  we  can  get  one  more  round  in  before  we  break? 

Dr.  Satcher.  You  are  right. 

Mrs.  LOWEY.  Thank  you  for  indulging  me. 

Dr.  Satcher.  CDC  will  not  fund  a  violence  prevention  program 
unless  the  community  gets  together  and  comes  forward.  And  it  has 
to  be  a  community.  It  has  to  be  the  criminal  justice  system.  It  has 
to  be  the  school  system.  It  has  to  be  the  churches.  We  have  to  see 
commitment  at  the  community  level.  It  is  their  program. 

And  so  if  they  can  convince  us  that  they  are  committed  to  imple- 
menting these  programs  to  prevent  domestic  violence,  to  working 
with  the  school  system,  working  in  the  churches,  educating  the 
community,  then  those  are  the  kinds  of  programs  they  will  support. 

You  know  we  don't  have  a  lot  of  money.  And,  as  you  said,  we  are 
getting  a  $4  million  increase  in  the  1996  budget,  hopefully,  and 
then  $100,000  just  to  get  the  data  on  the  magnitude  of  this  prob- 
lem. But  we  are  trying  to  use  the  money  wisely  and  one  way  we 
are  doing  it  is  saying  we  want  to  support  those  communities  that 
have  definitely  made  a  commitment,  have  organized  themselves 
and  demonstrated  their  ability  to  pull  a  program  together. 

Mrs.  LowEY.  I  want  to  thank  you.  We  are  very  pleased  that  you 
are  there,  and  we  look  forward  to  continuing  working  with  you.  Dr. 
Satcher.  Thank  you. 

Dr.  Satcher.  Thank  you. 

STREAMLINING 

Mr.  Miller.  I  think  we  have  time  to  go  one  more  quick  round. 
We  are  going  to  keep  it  kind  of  quick. 

I  am  going  to  come  back  to  the  whole  issue  of  the  deficit  and  how 
critical  that  is,  and  there  are  so  many  choices  we  have — hard 
choices  but  good  causes  and  such. 

Some  articles  and  speakers  have  talked  about  corporations  which 
have  gone  through  corporate  downsizing,  as  many  have  had  to  do 
during  the  past  years.  They  say  we  have  to  go  back  and  look  at 
ourselves  in  a  real  world  perspective.  What  do  we  really  have  to 
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do?  If  you  are  going  to  create  this  entity  today  would  we  really  do 
this  function? 

These  corporations  sometimes  recommend  instead  of  cutting 
across  the  board  by  5  percent,  that  you  are  better  off  to  think  big 
and  talk  about  25  percent  cuts  because  some  areas  may  need  more 
money.  Maybe  CDC  needs  more  money,  but  maybe  we  don't  have 
to  continue  to  fund  some  other  programs. 

Have  you  ever  gone  through  this  type  of  exercise  with  the  CDC? 
If  I  was  going  to  create  the  CDC  today,  start  all  over  from  scratch, 
would  I  really  do  everything  there?  Are  all  the  areas  needed?  And 
more  money  may  be  needed  or  is  it  already  being  done  in  other 
agencies? 

For  example,  one  program  I  would  like  you  to  elaborate  on  is 
NIOSH.  The  EPA  and  the  Department  of  Labor  in  OSHA  and  the 
Department  of  Justice  and  all,  aren't  they  doing  these  functions? 
Does  CDC  need  to  do  it  also?  Or  maybe  we  should  take  it  away 
from  them  and  lower  their  budgets.  Have  you  ever  gone  through 
the  exercise  and  said  if  we  have  to  take  25  percent  would  I  elimi- 
nate that  whole  department?  Are  you  confident  every  program  is 
good? 

Dr.  Satcher.  That  is  a  very  good  question,  and  I  want  to  make 
sure  I  get  to  the  last  one  about  NIOSH,  too. 

Let  me  begin  by  saying  we  continue  to  look  at  CDC.  One  of  the 
really  interesting  studies  of  CDC  was  done  in  the  late  1970s  when 
Dr.  Foege  was  Director.  A  group  of  people  from  throughout  the 
country,  a  group  of  experts  in  these  areas,  were  brought  together 
to  look  at  CDC. 

And,  basically,  I  think  they  asked  two  questions,  and  I  am  going 
to  simplify  it  a  little  bit.  He  asked,  what  are  the  major  causes  of 
death  and  disability  in  this  country — one.  Two,  what  are  the  major 
opportunities  for  prevention? 

Based  on  that  study  by  this  external  group  that  included  some 
people  from  CDC  but  was  predominantly  people  from  outside,  they 
decided  that,  in  addition  to  infectious  diseases,  it  was  really  critical 
that  CDC  put  more  emphasize  on  chronic  diseases  and  injuries. 

It  was  out  of  that  study  that  we  developed  the  National  Center 
for  Chronic  Disease  Prevention  and  Health  Promotion  in  the  mid- 
1980s.  And,  as  you  know,  the  Injury  Center  came  about  in  1992. 
It  was  based  on  that  external  study. 

The  National  Academy  of  Sciences  did  a  similar  study  in  terms 
of  injuries  in  this  country,  an  independent  group,  as  you  know.  It 
is  not  Federal,  it  is  private.  They  recommended  the  Injury  Center 
at  CDC. 

GAO  did  a  study  of  CDC  to  see  if  the  work  at  CDC  duplicated 
other  agencies.  That  was  the  first  study  I  read  when  I  went  to 
CDC.  In  fact,  before  I  got  there,  I  read  the  GAO  report.  And  they 
said  very  clearly  that  the  research  at  CDC  is  not  duplicating  re- 
search in  any  other  agency.  Whereas,  NIH  focuses  primarily  on 
basic  biomedical  research,  CDC  focuses  on  population-based  pre- 
vention research. 

So  there  have  been  several  studies  that  have  been  done  looking 
at  that.  And  yet,  despite  all  of  those  studies,  over  the  last  year  we 
have  been  looking  very  critically  at  ourselves.  Let  me  just  tell  you 
what  we  have  already  done.  We  have  completely  re 
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Mr.  Miller.  Please  keep  your  answer  short. 

Dr.  Satcher.  This  is  such  an  important  question. 

Mr.  Miller.  I  would  love  to  have  more  time. 

STREAMLINING 

Dr.  Satcher.  We  have  reduced  our  employees  since  1993.  We 
will  have  600  less  employees  by  the  end  of  1996.  We  have  com- 
pletely reorganized  the  HIV/AIDS  program  in  the  CDC.  We  have 
people  scattered  over  10  different  programs.  We  brought  80  percent 
of  those  programs  together  in  the  one  center.  We  think,  in  time, 
there  will  be  significant  cost  savings,  significant  improvement  in 
cost  benefits  from  the  AIDS  program. 

We  are  now  in  the  process  of  looking  at  four  offices — the  Epide- 
miology Program  Office,  the  Intemationl  Health  Program  Office, 
the  Public  Health  Practice  Program  Office  and  another  program 
that  deals  with  information  management  to  try  to  see  if  we  can't 
pull  all  of  those  into  one  office  as  opposed  to  four.  So  we  are  looking 
very  critically  at  CDC  in  terms  of  downsizing,  streamlining,  im- 
proving the  use  of  technology. 

I  don't  believe  there  is  any  other  Federal  agency,  perhaps  other 
than  the  Department  of  Defense,  that  has  made  better  use  of  tech- 
nology than  CDC  and  that  continues  to  advance  in  the  use  of  tech- 
nology. I  think  CDC  is  doing  that.  I  think  we  will  continue  to  do 
that. 

But  let  me  say  this.  It  is  our  responsibility — it  is  our  professional 
responsibility  to  say  to  the  American  people,  and  I  say  to  you 
today,  this  country  needs  to  invest  more  in  prevention  so  that  it 
does  not  have  to  spend  so  much  in  treating  illnesses  that  could 
have  been  prevented  in  the  first  place. 

NIOSH 

Now,  NIOSH.  NIOSH  does  not  duplicate  OSHA  in  any  way. 
OSHA  is  a  regulatory  agency.  NIOSH  engages  in  the  following  ac- 
tivities: Research  into  what  is  killing  people  in  the  working  place, 
what  is  making  people  ill  in  the  working  place,  how  can  we  prevent 
it,  and  training. 

We  only  have  about  1,500  experts  in  occupational  medicine  in 
this  whole  country  in  terms  of  physicians,  only  4,000  nurses. 
NIOSH  is  responsible  for  training  people  in  those  areas. 

NIOSH  has  two  major  responsibilities.  Neither  one  of  them  is 
being  done  by  anybody  else.  Research  in  how  to  prevent  occupa- 
tional deaths  and  illnesses  and  training  people  to  deal  with  these 
problems.  I  don't  see  the  duplication.  And  I  think  most  of  the  in- 
dustries out  there  will  tell  you  that  they  would  not  call  upon  OSHA 
to  work  with  them  in  terms  of  a  research  project  to  see  how  you 
can  prevent  something  that  is  happening. 

We  still  have  people  dying  from  silicosis  in  the  workplace.  We 
still  have  people  dying  from  lead  in  the  workplace.  So  I  think  the 
investment  we  are  making  in  that  area  is  very  important. 

Mr.  Miller.  Thank  you. 

Mr.  Chairman,  we  were  just  starting  a  second  round  so  I  was 
trying  to  keep  it  short. 
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Mr.  Porter,  [presiding.]  Mr.  Miller,  thank  you  for  taking  the 
Chair  and  allowing  me  to  go  to  my  Foreign  Operations  Subcommit- 
tee for  the  first  time  this  year. 

Mr.  Stokes. 

BREAST  CANCER 

Mr.  Stokes.  Thank  you,  Mr.  Chairman. 

Dr.  Satcher,  yesterday  when  Dr.  Philip  Lee,  the  Assistant  Sec- 
retary for  Health,  testified  he  gave  us  some  very  startling  informa- 
tion about  the  fact  that  breast  cancer  deaths  in  women  in  general 
are  declining,  while  at  the  same  time  breast  cancer  deaths  in  Afri- 
can American  women  are  increasing. 

I  am  sure  you  are  aware  of  these  startling  statistics.  I  am  won- 
dering if  an3rthing  is  being  done  to  address  this  health  problem.  I 
say  that  because  he  explained  that  primarily  there  is  a  question  of 
early  detection,  a  question  of  getting  screening  and  mammography, 
and  that  this  is  a  part  of  the  problem.  Are  we  doing  anything  to 
increase  awareness  in  the  target  population? 

Dr.  Satcher.  I  appreciate  your  pointing  that  out.  Because  when 
I  made  the  statement  that  from  1989  to  1992  we  have  had  a  5  per- 
cent decrease  in  breast  cancer  deaths,  I  didn't  point  out  that  that 
was  for  the  general  population  and  that  for  African  American 
women  we  have  had  an  almost  3  percent  increase  during  that  same 
time.  It  is  a  very  important  point. 

And  that  also  is  important  to  our  program.  The  CDC  35  State 
programs  are  targeted  to  African  American,  Hispanic,  low-income 
women.  That  is  the  target  of  these  programs.  The  goal  is  to  get 
those  women  into  treatment  programs  and  also  low-income  white 
women,  women  who  would  not  ordinarily  get  access  to  the  mammo- 
gram or  to  cervical  cancer  screening.  That  is  the  stress  of  the  CDC 
programs.  They  are  targeted  to  that  hard-to-reach  group. 

Because  as  a  rule,  women  who  have  good  insurance  and  women 
who  are  covered  by  Medicare  in  many  cases  are  covered  for  mam- 
mograms. And  even  though  we  do  education  in  that  group,  most  of 
these  comprehensive  breast  and  cervical  cancer  screening  programs 
that  are  now  in  35  States  and  the  other  States  with  capacity  build- 
ing programs  are  targeted  at  low-income  and  minority  women,  Afri- 
can-American and  Hispanic  women. 

PROSTATE  CANCER 

Mr.  Stokes.  In  a  similar  area,  we  also  had  testimony  yesterday 
from  the  Health  Care  Policy  and  Research  agency  which  referenced 
what  is  going  on  in  terms  of  prostate  cancer.  As  we  know,  African 
American  males,  they  have  the  highest  incidence  of  prostate  cancer 
in  the  world. 

But  one  of  the  things  that  struck  me  was  the  fact  that  there  ap- 
pears to  be  no  consensus  on  the  appropriate  treatment  for  prostate 
cancer.  I  was  just  wondering  to  what  extent  CDC,  NIH  and  other 
agencies  are  trying  to  come  together  to  discuss  this  problem. 

He  talked  about  a  videotape  that  the  Agency  sends  out  to  explain 
to  people  all  the  different  options  they  have  relative  to  treatment 
for  prostate  cancer  as  opposed  to  any  definite  treatment  for  the  dis- 
ease. 
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Dr.  Satcher.  It  is  a  difficult  question,  and  let  me  see  if  I  can  re- 
spond appropriately. 

In  the  first  place,  I  think  it  is  a  very  serious  problem.  It  is  associ- 
ated with  at  least  38,000  deaths  a  year  in  this  country.  For  Afri- 
can-Americans, who  have  the  highest  incidence  of  prostate  cancer 
in  the  world,  the  death  rates  have  increased  by  35  percent  since 
1973.  So  here  is  an  area  where  we  are  going  up  in  terms  of  the 
death  rate. 

I  have  to  tell  you.  Congressman  Stokes,  I  have  struggled  with 
this  problem  for  a  while  before  I  came  to  this  position.  The  real 
question  here  is  whether  those  38,000  men  die  of  prostate  cancer 
or  with  prostate  cancer? 

And  see,  the  argument  here  is  do  screening  programs  for  pros- 
tate cancer  reduce  the  mortality.  We  know  that  screening  programs 
for  breast  cancer  reduce  mortality  from  breast  cancer.  We  know 
that  screening  programs  for  cervical  cancer  reduce  mortality.  We 
are  still  debating  whether  screening  programs  for  prostate  cancer 
reduce  mortality. 

We  know  that  when  men  have  surgery  for  prostate  cancer,  in 
many  cases  they  have  side  effects  like  in  some  cases  impotency  and 
other  problems.  The  argument  is,  do  you  really  benefit  people  by 
screening  for  prostate  cancer  as  opposed  to  not  screening  for  it  in 
terms  of  reducing  mortality.  Since  you  know  that  you  increase  in 
some  cases  the  morbidity  and  side  effects,  I  think  we  will  be  able 
to  answer  this  question  very  soon,  but  we  are  still  struggling. 

NIH  and  CDC  are  working  very  closely  together.  The  question 
came  up  before.  I  think  the  working  relationship  between  the  two 
agencies  is  very  good.  It  is  almost  just  understanding  how  we  can 
better  complement  each  other  in  terms  of  our  research. 

This  prostate  cancer  question  is  very  important.  We  are  going  to 
give  our  best  effort  over  the  next  few  years.  We  ought  to  be  able 
to  say  conclusively  the  impact  of  screening  programs,  but  you  know 
the  professional  groups  disagree  about  that,  about  whether  or  not 
screening  reduces  mortality  for  prostate  cancer. 

Mr.  Stokes.  Thank  you  very  much  Dr.  Satcher. 

Thank  you,  Mr.  Chairman. 

Mr.  Porter.  Thank  you  Mr.  Stokes. 

TRIBUTE 

I  don't  want  to  wait  until  the  end  of  our  hearing  to  note  that  this 
will  be  the  last  appearance  before  our  subcommittee  of  your  budget 
officer.  Dr.  Satcher,  Claude  Pickelsimer,  who  has  served  the  people 
of  the  United  States  for  42  years  with  the  Federal  Government.  He 
has  assisted  this  subcommittee  with  a  great  deal  of  skill  and  advo- 
cacy, and  we  suspect  that  the  budgets  of  CDC  would  not  be  nearly 
as  high  as  they  are  if  it  weren't  for  his  skills  and  his  ability  to  con- 
vince us.  And  we  are  going  to  miss  him  a  great  deal  and  wish  him 
well  in  his  retirement  and  thank  him  for  all  his  service  to  our  coun- 
try. 

VACCINE  PROGRAM 

I  want  to  ask  you.  Dr.  Satcher,  about  the  vaccine  program.  And 
I  suspect  you  have  probably  been  well  briefed  on  it,  if  you  weren't 
already,  and  are  ready  for  the  question. 
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But  I  had  reservations  last  year,  as  you  know,  about  the  vaccine 
program.  I  was  concerned  about  having  GSA  operate  a  warehouse 
to  distribute  vaccines  to  private  physicians.  Ultimately,  the  pro- 
posal was  abandoned,  and  we  were  assured  that  you  would  prompt- 
ly contract  with  manufacturers  to  distribute  the  vaccine  so  that  the 
program  could  start  up  on  October  1st. 

Now  it  is  some  six  months  later.  It  is  our  understanding  that  no 
distribution  contracts  have  been  signed.  In  fact,  we  understand 
that  you  no  longer  plan  to  sign  contracts  and  instead  will  rely  on 
States  to  make  distributions  of  the  vaccines. 

Secretary  Shalala  yesterday  talked  about  the  importance  of  the 
program  because  it  gives  vaccines  directly  to  doctors  so  that  chil- 
dren don't  have  to  leave  their  traditional  provider  to  be  immunized. 
But  isn't  that  argument  somewhat  undermined  when  there  are  still 
problems  getting  vaccines  to  doctors? 

Last  year  in  the  debate  on  VFC  we  were  told  that  70,000  to 
80,000  private  physicians  would  participate  in  the  program.  I 
would  like  you  to  tell  us  how  many  are  currently  signed  up.  How 
many  are  actually  getting  the  vaccines  and  what  do  you  estimate 
participation  will  be  by  the  end  of  the  year? 

And  then,  finally,  I  would  like  to  know  also,  if  you  have  it,  an 
estimate  of  the  CDC  resources  that  were  expended  first  in  the  GSA 
warehouse  effort  and  secondly  now  in  an  unsuccessful,  apparently, 
attempt  to  contract  for  the  distribution  with  manufacturers.  Could 
you  kind  of  give  us  the  whole  picture  here? 

Dr.  Satcher.  The  whole  picture  is  the  President's  childhood  im- 
munization initiative  that  we  have  been  implementing.  It  has  five 
parts.  It  has  the  part  to  improve  the  delivery  of  the  vaccine,  and 
we  are  working  very  closely  with  the  States  throughout  the  country 
with  a  lot  of  success  there. 

It  also  has  a  major  component  in  terms  of  outreach,  so  we  are 
working  in  communities  throughout  the  country  with  parents  and 
providers  and  church  groups  to  really  improve  the  outreach  so  that 
people  understand  the  importance  of  immunization  and  take  more 
responsibilities  at  every  level. 

Another  very  important  part  is  the  development  of  registries.  So 
that  when  a  parent  brings  a  child  to  a  physician  and  the  physician 
says,  well,  where  is  Johnny  in  terms  of  his  immunizations,  and  the 
parent  says  I  don't  know — we  are  working  on  having  registries  in 
every  State  so  that  whenever  a  vaccine  is  given  it  is  reported  in 
that  State  registry.  A  physician  can  dial  into  that  registry  and 
know  where  every  child  is.  We  think  this  is  very  important  to  the 
program. 

We  are  also  continuing  the  part  of  the  program  to  continue  re- 
search and  produce  new  vaccines. 

As  you  know,  the  FDA  approved  hepatitis  A  vaccine.  It  is  very 
close  to  approving  rubella.  That  is  a  part  of  this  program,  to  look 
at  a  way  to  package  a  vaccine.  The  one  you  hear  about  all  the  time 
is  the  number  five,  vaccine,  which  is  one  component  of  a  com- 
prehensive program. 

You  are  right.  We  do  now  have  36  States  that  have  in  place  their 
own  system  for  distributing  this  vaccine,  and  I  understand  that 
within  a  few  months  we  will  have  over  40  States  who  have  their 
own  system  for  delivering  the  vaccine  to  private  physicians. 
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We  are  continuing  to  negotiate  with  manufacturers.  And,  as  you 
know,  because  of  the  Procurement  Integrity  Act,  I  can't  say  any 
more  about  that  except  to  say  that  we  have  been  negotiating  since 
last  September  with  manufacturers  in  terms  of  their  providing  the 
dehvery  of  these  vaccines.  And  that  has  been  going  on  at  a  level 
that  is  sometimes  fine.  I  can't  say  much  more  about  that  except 
that  we  have  been  trying.  But  it  is  encouraging  to  us. 

Mr.  Porter.  Dr.  Satcher,  can  I  interrupt  you  just  a  second?  I  am 
sorry  to  do  so. 

I  want  to  ask  Members — we  are  on  our  second  round  now.  I  want 
to  ask  the  Members  who  have  not  had  a  chance  to  ask  questions 
whether  they,  after  this  vote,  intend  to  return  to  ask  further  ques- 
tions. 

Mr.  HOYER.  I  can't. 

Ms.  Pelosi.  I  have  one  question.  Two,  actually. 

Mr.  BONILLA.  I  will  not  be  able  to  return. 

Mr.  Porter.  Please  proceed.  And  we  will  see  if  we  can  get  Ms. 
Pelosi's  question  in,  and  then  we  will  be  able  to  recess. 

Dr.  Satcher.  So  I  can't  answer  your  question  about  the  number 
of  providers. 

I  can  tell  you  that  we  have  now  about  21,000  provider  sites,  in 
different  areas. 

Mr.  Porter.  Could  I  ask  you  to  answer  the  question  for  the 
record  in  terms  of  whatever  up-to-date  information  you  have  on — 
if  36  States  are  signed  up  that  means  14  States  are  not  signed  up. 

Dr.  Satcher.  Right. 

[The  information  follows:] 

The  VFC  program  is  operational  in  49  States  and  the  District  of  Columbia.  (Alas- 
ka has  elected  not  to  participate).  Of  the  49  States,  36  are  currently  distributing 
and  9  are  proposing  to  distribute  in  1995  vaccine  to  ALL  VFC-enroUed  providers  in 
both  the  public  and  private  sector.  The  remaining  4  States  plus  the  District  of  Co- 
lumbia are  awaiting  a  CDC-established  vaccine  distribution  system.  In  the  mean- 
time, they  are  distributing  vaccine  to  only  a  portion  of  VFC-enrolled  providers.  As 
of  January  31,  1995,  approximately  7,570  public  provider  sites  and  21,012  private 
provider  Bites  have  enrolled  in  the  VFC  program.  It  is  estimated  that  on  average 
2.2  physicians  are  located  in  each  of  the  private  provider  sites,  which  would  mean 
more  than  46,000  private  physicians  have  been  enrolled  in  VFC.  Twenty-four  (24) 
States  plus  the  District  of  Columbia  have  completed  enrollment  among  public  pro- 
vider Bites.  The  remaining  15  are  continuing  enrollment  in  the  public  sector.  Thirty- 
nine  (39)  States  plus  the  District  of  Columbia  continue  to  enroll  private  provider 
sites  into  the  VFC  program.  Three  of  the  remaining  10  States  indicate  that  they 
have  completed  enrollment  in  the  private  sector,  and  7  have  interrupted  or  delayed 
enrollment  of  private  provider  sites  until  they  establish  a  vaccine  distribution  sys- 
tem or  the  CDC-established  vaccine  distribution  system  is  operational. 

Mr.  Porter.  And  where  are  we  in  terms  of  getting  the  program 
to  the  children?  Getting  the  vaccines  to  the  children?  You  can  give 
me  an  answer  for  the  record  in  that  regard,  can  you  not? 

Dr.  Satcher.  Yes,  definitely. 

[The  information  follows:] 

The  number  of  provider  locations  enrolled  in  VFC  is  an  indication  of  how  well  we 
are  doing  in  getting  the  VFC  program  vaccines  to  children  and  how  well  received 
the  program  is  among  private  physicians.  The  increasing  number  of  locations  where 
children  can  receive  vaccines  will  directly  impact  the  success  of  the  VFC  program. 
Although  CDC  does  not  maintain  data  on  the  number  of  doses  in  these  provider 
sites,  the  increasing  number  of  locations  where  children  can  receive  vaccines  sug- 
gests that  the  program  is  widely  available  to  children  in  need.  We  do  know,  how- 
ever, that  the  VFC  ordering  system  is  operating  effectively.  As  of  May  31,  over  2,400 
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bulk  VFC/317  orders  have  been  processed,  totaling  over  $160  million  in  vaccine  pur- 
chases. 

Vaccination  coverage  levels  have  improved  from  1992.  National  Health  Interview 
Survey  data  report  up-to-date  coverage  levels  (4DTP/30PV/1MMR)  are  67  percent  in 
1993,  up  from  55  percent  in  1992.  These  trends  reflect  successful  efforts  made  to- 
wards reaching  the  goal  of  90  percent  immunization  levels  by  the  year  2000. 

CDC  is  improving  systems  to  monitor  diseases  and  vaccination  coverage  levels.  An 
improved  system  for  monitoring  vaccine-preventable  diseases  will  help  spot  prob- 
lems early  and  enable  action  to  prevent  a  few  cases  from  escalating  into  epidemics. 
CDC  is  currently  implementing  the  Random  Digit  Dialing  Survey  (HDD)  which  re- 
ports quarterly  state-specific  vaccination  coverage  estimates.  Data  collection  over 
the  last  two  quarters  include  almost  800,000  phone  numbers  attempted.  Only  4  per- 
cent of  the  400,000  working  numbers  were  found  to  be  eligible  for  the  survey  (had 
child  19-35  months  of  age).  Using  HDD,  more  than  16,000  interviews  were  com- 
pleted. Vaccination  coverage  data  also  continues  to  be  collected  as  part  of  the  Na- 
tional Health  Interview  Survey. 

CDC  has  also  been  examining  strategies  to  increase  immunization  levels  in  addi- 
tion to  implementing  the  VFC  program.  CDC  is  working  with  its  partners  to  imple- 
ment activities  which  have  the  potential  to  have  a  significant  impact  on  achieving 
immunization  goals.  These  include  linkages  with  WIC,  clinic  assessments,  reminder/ 
recall  systems  and  eliminating  missed  opportunities. 

Mr.  Porter.  All  right  now,  Ms.  Pelosi. 

INJURY 

Ms.  Pelosi.  Thank  you,  Mr.  Chairman.  I  would  turn  it  into — in- 
stead of  two  questions,  one  comment  and  a  question. 

First  of  all,  I  wanted  to  comment  that — I  am  sorry  Mr.  Miller  has 
gone,  because  it  references  a  point  that  he  made  earlier  that  the 
Heritage  Foundation  had  testified  for  the  zeroing  out  of  the  Office 
of  Injury  Control.  And  that  was  an  issue  that  has  been  brought  up, 
control  of  violence  and  injury  prevention,  by  a  number  of  my  col- 
leagues. 

And  I  just  want  to  express  my  own  dismay  at  the  fact  that  the 
word  on  that  subject  seems  to  be  that  the  National  Rifle  Associa- 
tion was  objecting  to  the  research  that  you  are  gathering  about 
deaths  caused  by  use  of  handguns.  The  point  that  you  made  earlier 
that  handguns  violence  is  the  leading  cause  of  death  among  black 
teenagers.  So  I  want  to  express  my  disappointment  at  the  fact  that 
anybody  would  have  an  issue  about  guns,  to  use  that  as  a  platform 
to  lobby  against  injury  control  research  at  CDC. 

Dr.  Satcher.  Could  I  just  say  one  thing?  This  is  such  an  impor- 
tant point. 

We  at  CDC  are  not  politicians.  We  are  scientists.  And  the  science 
is  pretty  clear.  We  talk  about  homicides,  but  we  also  know  that  the 
presence  of  a  gun  increases  the  risk  of  suicide  twelvefold,  and  we 
are — all  over  the  country  we  are  seeing  more  suicides  among  teen- 
agers. 

Mr.  Porter.  I  would  suggest  to  the  lady  we  probably  have  about 
six  or  seven  minutes  left. 

Ms.  Pelosi.  If  you  would  like  to  elaborate  for  the  record.  Doctor, 
that  would  be  great. 

Dr.  Satcher.  We  will. 

[The  information  follows:] 

Public  health's  contribution  in  the  area  of  firearm  injuries  has  been  to  advance 
the  scientific  understanding  of  ways  in  which  they  can  be  prevented.  In  fact,  public 
health  scientists  have  been  credited  with  bringing  about  a  "sea-change"  in  firearm 
injury  research  over  the  past  10  years.  To  define  the  problem,  public  health  sci- 
entists have  used  existing  surveillance  data  to  assess  the  magnitude,  characteristics, 
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and  impact  of  the  problem  on  a  national,  state,  and  local  basis.  They  are  exploring 
ways  to  improve  the  national  surveillance  of  fatal  and  nonfatal  firearms  injuries  and 
the  monitoring  of  risk  behaviors  associated  with  firearm  injuries,  such  as  weapon 
carrying  among  youth.  State  and  local  public  health  agencies  are  also  developing 
city-  and  state-wide  systems  for  collecting  data  on  firearm  injuries. 

NIOSH 

Ms.  Pelosi.  One  last  question. 

My  colleague  already  asked  about  a  distinction  between  NIOSH 
and  OSHA.  I  asked  this  question  when  our  OSHA  representatives 
were  here.  I  understand  NIOSH  has  a  special  program  for  small 
businesses.  If  you  can,  in  a  couple  of  sentences,  tell  us  about  that 
program  and  provide  more  information  for  the  record — with  the 
Chairman's  kind  indulgence. 

Dr.  Satcher.  As  you  know,  the  overwhelming  majority  of  work- 
ers in  this  country  work  for  small  businesses  as  opposed  to  large 
ones.  NIOSH  is  the  only  agency  that  is  working  with  these  small 
businesses  in  terms  of  practical  solutions  to  occupational  hazards 
and  so  we  are  investing  more  research  in  occupational  hazards. 

A  good  example  is  farmers.  One  of  the  major  causes  of  death 
among  farmers  is  a  tractor  rollover,  tractors  rolling  over.  So  we  are 
working  very  closely  with  farmers  to  try  to  develop  mechanism  for 
preventing  those  deaths  from  tractor  rollovers. 

There  are  a  lot  of  examples  I  could  give. 

Mr.  Porter.  Dr.  Satcher,  thank  you  very  much  for  your  testi- 
mony. We  very  much  appreciate  it. 

And  we  are  sorry,  but  the  vote  is  almost  over. 

Dr.  Satcher.  Thank  you  and  thank  you  for  recognizing  Mr. 
Pickelsimer.  That  was  special. 

[The  following  questions  were  submitted  to  be  answered  for  the 
record:] 
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IMMUNIZATION 

Mr.  Porter:   Can  you  tell  us  what  is  happening  with  the 
decision  to  destroy  all  remaining  stocks  of  the  smallpox 
virus;  some  of  which  is  stored  at  CDC?   Press  reports 
indicate  that  a  decision  to  destroy  the  stocks  by  June  30 
of  this  year  has  been  put  off  yet  again.   Do  you  favor 
destruction  of  the  virus  or  do  you  think  there  are 
compelling  research  reasons  to  preserve  it? 

Dr.  Satcher:   Because  of  a  motion  led  by  the  United 
Kingdom  representative,  a  decision  on  the  destruction  of 
the  remaining  smallpox  virus  stocks  was  preempted  at  the 
World  Health  Organization  (WHO)  Executive  Board  meeting 
held  in  January.   The  chairman  from  Mexico  deferred 
consideration  of  this  issue  until  a  future  meeting.   The 
next  WHO  Executive  Board  meeting  will  be  held  in  May 
1995,  following  the  World  Health  Assembly  meeting.   Since 
any  action  to  destroy  the  smallpox  virus  stocks  requires 
approval  by  the  World  Health  Assembly,  the  earliest  date 
stocks  could  be  destroyed  is  June  1996.   CDC  favors 
destruction  of  the  remaining  smallpox  virus  stocks  held 
in  Russia  and  the  United  States  as  soon  as  possible. 
This  is  also  the  unanimous  recommendation  of  the  WHO 
Expert  Committee  which  considered  the  matter  in  September 
1994. 

Mr.  Porter:   At  the  time  the  VFC  program  was  being 
debated,  the  Administration  cited  low  immunization  rates 
as  the  rationale  for  its  creation.   The  rates  quoted  more 
recently  seem  substantially  higher,  at  least  among  some 
populations,  even  before  the  VFC  program  took  effect. 
Has  there  been  a  change  in  the  reporting  system  or  is 
there  some  other  explanation  for  the  increases?   We  would 
appreciate  your  supplying  for  the  record  the  most  recent 
available  immunization  data. 

Dr.  Satcher:   At  the  time  the  VFC  program  was  being 
debated,  our  most  recent  data  available  were  for  1991. 
In  1991  the  vaccination  level  for  children  19-35  months 
of  age  for  at  least  4  doses  of  DTP,  three  doses  of  polio 
and  one  MMR  was  less  than  50%.   In  1992,  this  level  rose 
to  55.3%  and  in  1993,  this  level  rose  to  67.1%.   The 
question  format  in  the  1992  NHIS  was  changed  to  make  it 
easier  to  count  certain  vaccinations.   The  increase 
between  1991  and  1992  is  believed  to  be  mainly  due  to 
these  changes.   However,  subsequent  increases  in  coverage 
levels  can  be  attributed  to  increased  national.  State, 
and  local  emphasis  on  improving  immunization  levels.   The 
amount  of  Federal  funds  committed  to  improving 
immunization  programs  increased  from  $217.5  million  in 
1991  to  $341.1  million  in  1993,  an  increase  of  57%  in 
just  two  years.   At  the  same  time  that  discretionary 
Section  317  program  funds  were  increased,  Medicaid 
maternal  and  child  health  services  were  significantly 
expanded  by  the  Omnibus  Budget  Reconciliation  Act  (OBRA) 
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of  1989  to  extend  coverage  to  pregnant  women,  infants  and 
children  under  age  6  with  family  incomes  up  to  133 
percent  of  the  Federal  poverty  level.   Also,  OBRA  1989 
intensified  the  Early  and  Periodic  Screening  Diagnosis 
and  Treatment  (EPSDT)  program.   The  1992  and  1993 
increases  in  the  number  of  children  immunized  coincides 
with  these  budgetary  increases  for  young  children. 

The  1992  data  was  first  reported  in  the  MMWR  in  the 
January  7,  1994  issue  with  the  final  1993  data  being 
reported  in  the  October  7,  1994  issue.   The  1992  and  1993 
NHIS  surveys  utilized  the  same  questionnaire  and  the 
change  in  the  coverage  level  is  felt  to  be  a  true  change 
in  vaccination  levels  with  a  substantial  increase  being 
observed  between  1992  and  1993.   Provisional  1994  data, 
released  in  the  March  3,  1995  issue  of  the  MMWR,  is  based 
only  on  the  first  quarter  of  data  collection  in  the  NHIS. 
This  data  shows  no  statistically  significant  change  in 
coverage  levels.   At  the  time  the  VFC  program  was  being 
debated,  coverage  levels  were  not  available  for  1992  and 
1993,  so  1991  data  was  used  during  the  hearings.   The 
NHIS  1993  data  became  available  in  the  summer  of  1994. 
During  1994,  provisional  quarterly  estimates  from  the 
1993  NHIS  became  available.   Quarterly  estimates  must  be 
interpreted  with  caution;  the  larger  number  of  children 
in  the  annual  samples  provides  greater  precision  to  those 
estimates  than  the  quarterly  samples.   Quarterly 
estimates  are  useful  in  monitoring  trends  in  the 
coverage,  but  the  annual  estimates  provide  more  reliable 
estimates  for  the  true  national  coverage. 
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Final  1993  estimates  were  reported  in  the  October  7,  1994 
MMWR  and  are  shown  below. 

Table  1.   Vaccination  levels  among  children  aged  19-35 
months,  by  selected  vaccines  --  United  States,  1991-1993 


Vaccines 

1991' 

1992 

1993 

% 

% 

% 

DTP/DT^ 

>3  doses 
>4  doses 

68.8 
43.3 

83.0 
59.0 

88.2 
72.1 

Poliovirus 
>3  doses 

53.2 

72.4 

78.9 

Haemophilus 
influenzae   type  b 

>3  doses 

N/A 

28.2 

55.0 

Measles  -  containing 

82.0 

82.5 

84.1 

Hepatitis  b' 
>3  doses 

N/A 

N/A 

16.3 

3  DTP/3  polio/1  MCV* 

50.0 

68.7 

74.5 

4  DTP/3  polio/1  MCV^ 

37.0 

55.3 

67.1 

'  Modifications  were  made  to  the  survey  methodology 

between  1991  and  1992,  therefore  the  data  are  not 

comparable . 

^  Diphtheria  and  tetanus  toxoids  and  pertussis 

vaccine/Diphtheria  and  tetanus  toxoids. 

^  Hepatitis  B  data  was  not  collected  in  1991  and  1992. 

*   Three  doses  of  DTP/DT,  three  doses  of  poliovirus,  and 

one  dose  of  measles -containing  vaccine. 

^  Four  doses  of  DTP/DT,  three  doses  of  poliovirus,  and  one 

dose  of  measles -containing  vaccine. 
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Provisional  Quarter  One,  1994  estimates  were  reported  in 
the  March  3,  1995  MMWR  and  are  shown  below. 

Table  2.   Vaccination  levels  among  children  aged  19-35 
months,  by  selected  vaccines  --  United  States,  third  and 
fourth  quarters  1993  and  first  quarter  1994. 


Vaccines 

July- 
September 
1993 

October- 
December 
1993 

1 

January - 

March  1994 

% 

(95% 
CI*) 

% 

(95% 
CI*) 

% 

(95% 
CI*) 

DTP/DT+ 

>3  doses 

>4  doses 

89 
.9 

74 
.8 

(86.9- 
93.0) 

(69.9- 
79.7) 

88 

.1 

71 
.6 

(84.6- 
91.5) 

(66.4- 
76.7) 

87 
.0 

67 
.2 

(83.2- 
90.8) 

(62.8- 
71.7) 

Poliovirus 
>3  doses 

80 
.4 

(75.8- 
84.9) 

78 
.5 

(73.9- 
83.0) 

76 
.0 

(71.9- 
80.2) 

Haemophilus 
influenzae 
type  b** 

>3  doses 

60 
.3 

(55.0- 
65.7) 

58 
.3 

(53.1- 
63.5) 

70 
.6 

(65.9- 
75.3) 

Measles - 
containing 

85 
.9 

(82.0- 
89.8) 

86 
.9 

(83.3- 
90.5) 

89 
.6 

(87.0- 
92.2) 

Hepatitis 
>3  doses 

15 
.7 

(12.1- 
19.2) 

22 
.5 

(17.8- 
27.1) 

25 
.5 

(20.2- 
30.8) 

3  DTP/ 3 
polio/ 1  MCV« 

78 
.7 

(74.2- 
83.2) 

74 
.3 

(69.4- 
79.2) 

75 
.5 

(71.1- 
80.0) 

4  DTP/ 3 
polio/ 1  MCV^ 

71 
.6 

(66.7- 
76.4) 

66 
.4 

(61.1- 
71.7) 

66 
.0 

(61.4- 
70.6) 

*Confidence  Interval. 

diphtheria  and  tetanus  toxoids  and  pertussis 

vaccine/Diphtheria  and  tetanus  toxoids. 

^Three  doses  of  DTP/DT,  three  doses  of  poliovirus,  and  one 

dose  of  measles -containing  vaccine. 

%our  doses  of  DTP/DT,  three  doses  of  poliovirus,  and  one 

dose  of  measles -containing  vaccine. 

**January- March  1994  was  the  first  time  all  surveyed 

children  where  born  after  the  recommendation  for  the 

series. 
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■•^Children  born  after  the  recommendation  for  universal 
vaccination  varied  by  quarter:   12%  for  July- September 
1993,  29%  for  October-December  1993,  and  47%  for  January- 
March  1994. 

PERFORMANCE  PARTNERSHIP  GRANTS 

Mr.  Porter:   In  the  chronic  disease  partnership,  many  of 
the  programs  proposed  for  consolidation  do  not  presently 
serve  all  States.   How  will  you  convert  from  grants  for 
selected  States  to  grants  to  all  States  with  no 
additional  funding? 

Dr.  Satcher:   Categorical  efforts  that  would  be  folded 
into  the  Chronic  Disease  and  Disabilities  Prevention 
Partnership  Grant  include  the  following  state-based 
programs:  breast  and  cervical  cancer  early  detection 
program,  diabetes  control  program,  tobacco  control 
program,  disability  prevention  program.  Behavioral  Risk 
Factor  Surveillance  System,  and  cancer  registries 
program.   Of  the  six  programs  proposed  for  inclusion  in 
this  partnership  grant,  the  Behavioral  Risk  Factor 
Surveillance  System  is  the  only  effort  that  is  currently 
in  all  50  States.   The  comprehensiveness  of  the  remaining 
five  programs  varies  significantly  (breast  and  cervical 
cancer  program  funds  35  comprehensive  state -based 
programs;  tobacco  funds  32  States;  diabetes  control  funds 
42  States;  cancer  registries  funds  2  8  enhancement  States; 
disabilities  prevention  funds  30  States) .   The  total 
proposed  funding  for  FY  1996  for  the  Chronic  Disease  and 
Disabilities  Partnership  Grant  is  $118  million.   These 
resources  can  be  utilized  by  States  to  support:  the 
establishment  or  maintenance  of  a  core  infrastructure  for 
chronic  disease  control  and  disabilities  prevention  at 
the  State  level,  clinical  preventive  services  and 
prevention  programs,  and  support  for  services  provided  by 
local  health  departments. 

The  intent  of  the  partnership  grant  concept  is  to  provide 
states  with  increased  flexibility  over  how  they  utilize 
their  resources.   The  specific  formula  that  would 
determine  the  distribution  of  resources  to  the  50  States 
and  territories  is  currently  under  development.   As  part 
of  our  proposed  transition,  there  are  several  key 
provisions  currently  under  consideration  to  help  ensure 
the  continued  viability  of  specific  programs  (set- 
asides)  ,  and  that  individual  States  do  not  see  an  overall 
decrease  in  funding  (hold- harmless) . 
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STREAMLINING 

Mr.  Porter:  With  the  staffing  pressures  that  your  agency- 
faces,  are  you  rethinking  the  assignment  of  large  numbers 
of  Federal  employees  as  "in  kind"  assistance  to  States  in 
some  of  your  programs?  For  example,  in  1995,  more  than 
400  Federal  employees  are  assigned  to  State  and  local  STD 
programs . 

Dr.  Satcher:   Assignment  of  permanent  Centers  for  Disease 
Control  and  Prevention  (CDC)  staff  to  work  directly  in 
State  and  local  health  agencies  has  been  a  standard 
practice  for  more  than  40  years.   At  the  request  of  State 
and  local  health  departments,  CDC  assignees  have  assisted 
with  service  delivery  (e.g.  patient  interviewing  and 
contact  tracing,  program  management,  public  health 
education,  statistics,  and  epidemiologic  studies) . 
Currently,  approximately  650  individuals  are  assigned  to 
State  and  local  health  agencies  across  the  country.   The 
majority  of  these  are  assigned  to  infectious  disease 
programs  such  as  STD,  HIV/ AIDS,  TB,  and  Immunization.  The 
remaining  are  scattered  across  other  areas  such  as 
chronic  diseases,  environmental  health,  and  injury. 

CDC  has  established  a  committee  to  review  and  develop 
recommendations  on  the  role  of  field  staff,  particularly 
Public  Health  Advisors,  assigned  to  State  and  local 
health  agencies  as  well  as  the  methodology  of  recruiting, 
hiring,  training,  placing,  and  retaining  these 
individuals.   We  expect  to  complete  our  review  this 
summer  and  will  be  happy  to  share  our  findings  with  the 
Committee  if  you  wish. 

HIV/AIDS 

Mr.  Porter:   We  understand  that  you  are  in  the  midst  of 
reorganizing  your  AIDS  programs,  consolidating  many  of 
the  activities  into  one  center.   Can  you  describe  this 
reorganization,  and  explain  its  programmatic  and 
downsizing  advantages? 

Dr.  Satcher:   The  overall  goal  of  the  HIV/AIDS 
reorganization  is  to  significantly  enhance  CDC's  ability 
to  prevent  and  control  the  spread  of  HIV/AIDS  among 
individuals  and  communities  in  the  United  States  and  to 
contribute  to  the  prevention  and  control  of  HIV/AIDS 
throughout  the  world. 

The  following  objectives  of  the  HIV/AIDS  reorganization 
strategy  represent  significant  programmatic  advantages 
over  the  previous  structure: 

1 .   To  assure  that  program  decisions  are  based  on 
science  and  to  bring  about  a  closer  working 
relationship  between  people  responsible  for  the 
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science  base  and  those  who  are  implementing 
prevention  programs. 

2.  To  better  coordinate  the  HIV/AIDS  programs  and 
activities  throughout  CDC. 

3.  To  improve  the  visibility  and  accountability  of 
CDC's  HIV/ AIDS  program,  thereby  increasing  public 
awareness  of  HIV  prevention  activities. 

The  new  center,  the  name  of  which  is  still  pending,  was 
established  on  February  15,  1995.   Dr.  Helene  Gayle, 
CDC's  Associate  Director/Washington,  was  named  Acting 
Director,  and  a  national  search  is  underway  for  permanent 
center  leadership. 

The  new  center  is  being  organized  around  three  disease - 
specific  divisions  for  HIV/AIDS,  STD,  and  TB,  with  plans 
to  use  cross -divisional  teams  and  other  approaches  for 
coordinating  behavioral  science,  other  prevention 
research,  research  synthesis  and  translation, 
surveillance,  epidemiology,  and  other  activities 
throughout  the  center.   CDC  believes  this  will  improve 
the  science  base  and  evaluation  capacity  of  HIV  programs, 
as  well  as  facilitate  integrated  approaches  to  HIV/STD 
and  HIV/TB  activities.   In  addition,  a  clear  matrix  of 
responsibilities  will  be  established  for  HIV/AIDS 
prevention  efforts  in  other  centers,  institutes,  and 
offices  at  CDC.   One  of  the  results  will  be  using  fewer 
people  to  administer  programs . 

Mr.  Porter:   Now  that  the  community  planning  initiative 
is  well  underway  in  your  AIDS  programs,  are  you  noticing 
a  difference  in  the  ways  communities  are  deciding  to 
spend  their  funding?   For  example,  are  they  moving 
resources  away  from  counseling  and  testing  into  other 
prevention  efforts? 

Dr.  Satcher:   To  monitor  the  impact  of  community  planning 
on  the  allocation  of  federal  funds  at  the  local  level, 
CDC  required  the  65  HIV  prevention  cooperative  agreement 
recipients  to  complete  a  table  of  projected  FY  95 
expenditures.   In  this  table,  project  areas  projected  the 
allocation  of  funds  during  FY  95  by  specific 
interventions   to  specific  populations.   The  compilation 
of  data  from  these  tables  is  not  yet  complete;  however,  a 
preliminary  analysis  of  the  budget  tables  submitted  by  27 
project  areas  revealed  a  29  percent  reduction  in  the 
funds  allocated  to  counseling,  testing,  referral,  and 
partner  notification  (CTRPN)  in  FY  95  as  compared  to  FY 
94.   We  believe  this  may  well  be  appropriate  since  recent 
trends  have  indicated  reductions  in  the  rate  of 
posit ivity  among  those  tested.   These  funds  can  then  be 
made  available  to  support  more  effective  prevention 
interventions  at  the  community  level  for  people  at  high 
risk.   This  shift  in  funds  indicates  that  community 
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planning  groups  are  redirecting  resources  to  other 
prevention  activities  identified  as  high  priority  in 
their  areas. 

We  believe  that  HIV  prevention  community  planning  will 
result  in  effective  HIV  prevention  programs  that  closely 
match  the  specific  needs  of  affected  communities  in  a 
particular  jurisdiction.   The  shift  from  federally 
mandated  to  locally  directed  prevention  programs  will 
undoubtedly  result  in  a  reprioritization  of  program 
activities.   Final  data  from  the  budget  tables  should  be 
available  in  the  near  future. 

LEAD  POISONING  PREVENTION 

Mr.  Porter:   Your  budget  documents  indicate  a  drop  in 
average  blood  lead  levels  of  78%  from  1976  to  1991.   With 
these  statistics,  should  we  be  rethinking  the  resources 
we  target  to  the  lead  poisoning  prevention  program? 

Dr.  Satcher:   No.   Childhood  lead  poisoning  remains  a 
serious  public  health  problem.   A  recent  national  study 
conducted  by  the  Centers  for  Disease  Control  and 
Prevention  (CDC)  does  show  marked  reductions  in  overall 
blood  lead  levels  in  the  United  States,  largely  due  to 
reductions  in  lead  used  in  gasoline  and  lead  levels  in   ^ 
food.   However,  the  study  also  shows  that  about  1.7 
million  children  ages  1  to  5  years- -nearly  nine  percent 
of  all  children  in  this  age  range- -still  have  high  enough 
blood  lead  levels  to  affect  their  intelligence  and 
development.   Minority,  urban  children  from  low-income 
families  are  at  especially  high  risk  for  having  harmful 
levels  of  lead  in  their  blood.   For  example,  one  in  five 
African-American  children  have  elevated  blood  lead 
levels.   Many  of  these  children  live  in  older, 
deteriorated  housing  where  they  are  exposed  to  the  two 
most  significant  remaining  sources  of  lead  contamination- 
-lead  paint  and  dust.   Without  a  continued,  concerted 
effort  to  reduce  exposure  from  these  sources,  elevated 
lead  levels  in  children  will  remain  a  major  public  health 
problem  in  the  United  States. 

Screening  and  medical  and  environmental  intervention 
programs  are  critical  to  identify  those  children  with 
blood  lead  levels  needing  intervention,  as  are  programs 
to  safely  correct  lead  hazards  in  housing  to  reduce 
children's  exposure.   Public  health  agency  childhood  lead 
poisoning  prevention  efforts  are  the  key  in  the  battle  to 
eliminate  this  disease. 

Mr.  Porter:   Why  wasn't  this  program  proposed  for 
consolidation  in  the  chronic  diseases  partnership? 

Dr.  Satcher:   Formula  block  grants  such  as  the  chronic 
diseases  partnerships  will  result  in  funds  being 
distributed  to  states  where  the  childhood  lead  poisoning 
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problem  is  not  considered  significant,  thereby  reducing 
the  resources  available  to  States  and  communities  where 
the  problem  is  known  to  be  severe.   Children  who  live  in 
poor,  urban,  minority  communities  are  especially  at  high- 
risk  for  having  harmful  levels  of  lead  in  their  blood. 

HEALTH  DATA  INITIATIVE 

Mr.  Porter:   As  you  probably  know,  this  Committee  has 
objected  in  the  past  to  the  extensive  use  of  the  one 
percent  evaluation  tap  to  fund  programs.   Your  1996 
budget  includes  a  new  $20  million  data  initiative,  of 
which  $14  million  would  be  funded  through  the  tap.   Tell 
us  what  this  initiative  would  do,  and  why  it  is 
appropriate  to  tap  other  Public  Health  Service  agencies 
to  finance  it? 

Dr.  Satcher:   The  Health  Data  Initiative  is  a  joint 
effort  by  HCFA,  PHS ,  ASMB  and  ASPE  to  identify  and 
alleviate  serious  shortcomings  in  the  data  underlying 
major  health  policy  decisions. 

The  Initiative  represents  a  balance  of  economic  interests 
(data  to  support  HCFA  modeling  efforts  and  ASPE  economic 
analysis)  and  PHS  interests  in  the  delivery  of  public 
health  services.   Nearly  all  of  the  data  initiatives 
build  on  existing  data  systems,  and  most  build  on  major 
national  surveys  conducted  by  NCHS .   Through 
augmentations  to  these  surveys  and  the  development  of 
several  new  ones,  a  significant  number  of  the  most 
glaring  gaps  can  be  addressed. 

The  Department -wide  initiative  includes  the  following: 

o       Expand  provider  inventories  to  assess  capacity  of 
the  personal  health  care  system. 

o       Complete  the  Disability  Survey  connected 
to  NCHS'  National  Health  Interview 
Survey . 

o       Through  a  series  of  projects,  demonstrate 
how  a  model  community  level  integrated 
health  information  system  could  be 
developed. 

o       Initiate  a  series  of  surveys  to  quantify 
and  monitor  the  public  health 
infrastructure  at  the  state  and  local 
levels . 

o       Initiate  a  survey  of  abuse/mental  health 
treatment  providers  to  assess  whether  the 
supply  of  service  providers  will  be 
sufficient  to  meet  future  demands  for 
treatment . 
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o       Enhance  the  1988  inventory  of  specialty 
mental  health  providers  allowing  it  to 
cover  mental  health  services  in  health 
maintenance  organizations,  investigate 
other  forms  of  managed  care  that 
incorporate  mental  health  services,  and 
develop  appropriate  geo- coding  for  all 
mental  health  organizations. 

o       Expand  the  Area  Resource  File,  a 

composite  database  of  county- level 
information  on  health,  personnel,  health 
facilities,  health  expenditures,  and 
socioeconomic  and  demographic  population 
characteristics . 

Section  241  of  the  Public  Health  Service  Act  authorizes 
the  Assistant  Secretary  of  Health  to  set  aside  up  to  1% 
of  PHS  appropriations  for  evaluation  of  any  program 
authorized  under  this  Act.   Data  that  will  be  provided 
through  this  initiative  are  of  critical  importance  to  all 
programs  of  the  Public  Health  Service,  and  are  used  to 
assess  program  needs;  to  evaluate  the  success  of  these 
programs;  to  ensure  accountability;  and  measure  outcomes. 
Therefore,  it  is  appropriate  that  evaluation  funds  be 
used  to  support  a  portion  of  this  investment. 

RESCISSION 

Mr.  Porter:   The  rescission  bill  recently  reported  by  the 
House  Appropriations  Committee  includes  a  $40  million 
rescission  of  facilities  funding  for  CDC  that  had  been 
provided  by  the  General  Services  Administration.   What 
does  that  do  to  your  long-range  facilities  modernization 
plan? 

Dr.  Satcher:   The  proposed  rescission  makes  CDC  unable  to 
purchase  land  selected  at  Clifton  Road  for  immediate 
construction  and  further  expansion  of  its  infectious 
disease  laboratory  and  reduces  the  size  of  the  proposed 
lab  by  about  25  percent. 

GRANTS 

Mr.  Porter:   What  percentage  of  your  competitive  grants 
are  subject  to  an  external  peer  review  as  opposed  to 
internal  review? 

Dr.  Satcher:   Approximately  10  percent  of  CDC's 
competitive  grants  are  subject  to  an  external  peer 
review. 

Mr.  Porter:   How  are  indirect  cost  payments  calculated 
for  your  grants  to  State  and  local  agencies  and  non- 
profit organizations? 
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Dr.  Satcher:   State,  local  health  agencies,  and  non- 
profit organizations  have  a  negotiated  indirect  cost  rate 
which  is  established  by  an  agreement  between  the 
organization  and  the  Department  of  Health  and  Human 
Services.   These  rates  can  vary  from  10  percent  to  40 
percent.   The  rates  are  determined  from  costs  they  incur 
for  common  or  joint  objectives  and  which  are  grouped  into 
a  common  pool  and  distributed  to  benefiting  activities  by 
a  cost  allocation  process.   The  end  product  of  this 
allocation  process  is  an  indirect  cost  rate.   Indirect 
costs  are  reimbursed  based  on  an  organization's  approved 
indirect  cost  rate,  subject  to  statutory  or 
administrative  limitations,  as  part  of  the  total  costs  of 
individual  awards . 

INJURY  CONTROL  RESEARCH  CENTERS 

Mr.  Porter:   Will  any  injury  control  research  centers  be 
up  for  recompetition  in  1995  or  1996?   Will  you  make  any 
new  awards  in  1995  or  1996?   What  are  the  principal 
research  foci  of  the  current  centers? 

Dr.  Satcher:   One  Injury  Control  Research  Center  (ICRC) 
was  up  for  recompetition  in  FY  9  5  and  two  will  recompete 
in  FY  96.   In  addition,  there  is  appropriation  for  a  new 
ICRC  in  FY  95  if  a  new  applicant  successfully  competes. 
The  foci  of  the  eight  existing  ICRCs  are:  acute  care, 
prevention,  rural  injury  prevention,  rehabilitation, 
public  injury  policy,  motor  vehicle  injuries  and 
pediatric  injuries.   All  eight  injury  control  research 
centers  have  program  activities  in  all  or  many  of  the 
other  categories  not  in  their  foci. 

IMMUNIZATION 

Mr.  Porter:   What  is  the  estimated  cost  of  the  newly 
ACIP-approved  vaccines  to  both  the  sec.  317  and  VFC 
programs  in  1995  and  1996? 

Dr.  Satcher:   The  new  ACIP  recommendations  are:   1)  all 
unvaccinated  adolescents  (individuals  11  to  12  years  of 
age  [one  cohort] )  and  all  unvaccinated  high-risk  (HR) 
children  <11  years  of  age  should  receive  hepatitis  B 
vaccine,  beginning  with  the  establishment  of  a  contract 
for  adolescent  hepatitis  B  vaccine  (anticipated  9/95) ;  2) 
add  one  additional  cohort  of  children  s  18  years  of  age 
(either  school  entry  or  junior  high  school  entry, 
providing  vaccine  to  the  school  entry  or  junior  high 
cohort  to  whom  the  State  had  not  previously  provided  the 
second  dose),  beginning  10/1/95;  and,  3)  all  persons  s  18 
years  of  age  at  high  risk  (chronic  cardiovascular  or 
pulmonary  disorders,  chronic  metabolic  diseases,  renal 
dysfunction,  hemoglobinopathies,  immunosuppression,  long- 
term  aspirin  therapy,  etc.)  should  be  vaccinated  with 
influenza  vaccine,  beginning  in  September  1995. 
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CDC  estimates  that  the  new  ACIP  recommendations  will  cost 
$2.95  million  in  FY  1995  and  $56.85  million  in  FY  1996 
for  the  VFC  program;  $0.5  million  in  FY  1995  and  $9.5 
million  in  FY  1996  for  the  Section  317  program. 

Mr.  Porter:   How  will  these  additional  costs  be  financed? 

Dr.  Satcher:   We  will  be  able  to  accommodate  the  cost  of 
the  newly  recommended  vaccines  both  within  the 
discretionary  Section  317  Immunization  program  and  the 
Vaccines  for  Children  (VFC)  entitlement  program  in  FY 
1995  and  FY  1996.   Coverage  for  influenza  vaccine  and 
adolescent  hepatitis  B  vaccine  begins  in  late  FY  1995  and 
additional  doses  of  MMR  vaccine  begins  in  FY  1996. 

In  FY  1995,  the  Congress  appropriated  $66  million  more 
than  the  President's  Budget  request  for  the  discretionary 
Section  317  Immunization  program.   These  funds  were  made 
available  from  amounts  proposed  for  State  infrastructure 
and  will  be  available  for  State  infrastructure  if  not 
needed  to  purchase  vaccine.   Within  the  $66  million 
available,  we  are  able  to  fund  the  $0.5  million  needed  to 
purchase  influenza  and  adolescent  hepatitis  B  vaccine  in 
FY  1995.   In  FY  1996,  since  we  were  not  certain  how  much 
vaccine  would  be  purchased  in  FY  1995,  the  budget  was 
formulated  with  a  similar  $66  million  "cushion"  allocated 
to  vaccine  purchase  and  the  President's  Budget  also 
includes  an  increase  of  $39  million  above  the  FY  1995 
appropriation  to  purchase  vaccine.   Within  the  request, 
we  will  be  able  to  purchase  $9.5  million  of  additional 
vaccine  associated  with  the  new  ACIP  recommendations. 

For  VFC,  CDC  had  expected  that  adolescentLjiepatitis  B 
would  be  approved  in  FY  1995  and  when  updating  its 
entitlement  estimates  for  the  President's  Budget  included 
$30  million  associated  with  providing  vaccine  for  6 
months  in  FY  1995.   The  amount  was  annualized  to  $60.3 
million  in  FY  1996.   The  amounts  estimated  in  January, 
for  adolescent  hepatitis  B  alone,  will  more  than  cover 
the  new  ACIP  recommendations.   Since  influenza  and 
adolescent  hepatitis  B  vaccine  will  be  covered  for  only  a 
short  period  of  time  in  FY  1995,  CDC  will  spend  $2.8 
million,  or  $27.2  million  less  on  new  vaccines  in  FY  1995 
than  included  in  the  January  entitlement  estimates.   In 
FY  1996,  CDC  has  revised  its  VFC  estimate  to  reflect  its 
best  projection  of  what  coverage  for  each  of  the  new 
vaccines  can  be  expected  in  the  first  year  of  the 
benefit.   This  refinement  results  in  expenditures  of 
$56.9  million  for  all  newly  recommended  vaccines  in  FY 
1996,  or  $3.4  million  less  than  our  initial  estimate  for 
adolescent  hepatitis  B  alone. 

As  with  all  entitlement  prograims,  estimates  submitted 
with  the  budget  do  not  limit  the  benefit,  but  are 
intended  to  most  accurately  project  what  the  program  will 
outlay  in  any  fiscal  year.   It  is  still  our  goal  to 
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provide  disease  preventing  vaccines  to  everyone  eligible 
for  the  VFC  program. 

Mr.  Porter:   What  would  be  the  additional  cost  of  the 
chicken  pox  vaccine  if  it  were  approved? 

Dr.  Satcher:   The  ACIP  will  make  its  recommendations  for 
use  of  varicella  vaccine  in  June.   CDC  has  no  basis  for 
estimating  what  manufacturers  will  charge  for  the 
varicella  vaccine.   Assuming  the  cost  to  CDC  will  be 
between  $15  and  $30  per  dose  (the  catalog  price  is  $39 
per  dose) ,  coverage  for  children  under  2  years  of  age 
would  be  $35.4  -  $70.8  million  for  VFC  and  $5.85  -  $11.7 
million  for  Section  317. 

Mr.  Porter:   How  much  vaccine  will  be  purchased  under 
sec.  317  authority  in  1995  and  how  does  that  compare  to 
your  original  1995  budget  estimate? 

Dr.  Satcher:   In  1995,  $149  million  was  appropriated 
under  Section  317  for  vaccine  purchase.   The  Congress 
appropriated  $66  million  more  than  the  President's  Budget 
request  for  the  discretionary  Section  317  Immunization 
program.   These  funds  were  made  available  from  amounts 
proposed  for  State  infrastructure  and  will  be  available 
for  State  infrastructure  if  not  needed  to  purchase 
vaccine.   We  are  not  far  enough  into  the  fiscal  year  to 
know  with  a  high  degree  of  certainty  how  much  will  be 
needed  for  Section  317  vaccine  purchase  for  the  entire 
fiscal  year.   The  purchases  made  through  the  VFC  program, 
which  is  still  in  the  process  of  being  implemented,  have 
a  direct  impact  on  the  amount  of  funds  needed  for  Section 
317  purchases.   Based  on  five  months  of  data  it  appears 
that  Section  317  purchases  for  the  entire  year  would  be 
in  the  range  of  the  original  request,  however  these  usage 
patterns  are  subject  to  dramatic  change  as  each  State 
determines  its  Section  317  needs  and  orders  accordingly, 

Mr.  Porter:   How  much  will  be  purchased  (under  current 
law)  in  1996? 

Dr.  Satcher:   Until  we  have  a  full  year  of  experience 
with  the  VFC  program  in  FY  1995,  it  is  difficult  to  tell 
how  much  Section  317  vaccine  will  be  purchased  in  FY 
1996.   In  FY  1996,  since  we  were  not  certain  how  much 
vaccine  would  be  purchased  in  FY  1995,  the  budget  was 
formulated  with  a  similar  $66  million  "cushion"  allocated 
to  vaccine  purchase  and  the  President's  Budget  also 
includes  an  increase  of  $39  million  above  the  FY  1995 
appropriation  to  purchase  vaccine.   Within  the  request, 
we  will  be  able  to  purchase  $9.5  million  of  additional 
vaccine  associated  with  the  new  ACIP  recommendations.   In 
FY  199  6,  the  Administration  has  proposed  cutting  vaccine 
excise  taxes.   While  this  reduces  the  total  vaccine 
purchase  budget  by  $25  million,  the  vaccine  volume  is 
unaffected. 
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IMMUNIZATION 

Mr.  Porter:   What  is  your  current  estimate  of  the  number 
of  children  provided  immunizations  through  the  sec.  317 
program;  the  VFC;  and  the  State  optional  purchase 
program?   What  share  of  the  total  child  population  does 
that  comprise? 

Dr.  Satcher:   The  States  estimate  that  when  VFC  is  fully- 
operational  up  to  60%  of  children  should  be  served  by  VFC 
and  10%  each  for  the  Section  317  and  the  State  optional 
purchase  programs.   Applying  these  estimates  to  the  four 
age  cohorts  which  routinely  receive  immunizations  (1  year 
olds,  2  year  olds,  school  enterers,  and  adolescents) ,  CDC 
estimates  9.5  million  children  are  routinely  served  by 
the  VFC  program  and  1.6  million  by  each  of  the  Section 
317  and  State  programs,  for  a  total  of  12.7  million 
children  served  by  public  immunization  programs. 

Mr.  Porter:   Explain  the  functions  of  the  Advisory 
Committee  on  Immunization  Practices,  the  National  Vaccine 
Advisory  Committee,  and  the  Advisory  Commission  on 
Childhood  Vaccines.   Are  they  duplicative?   Is  each  of 
these  mandated  by  law?   How  much  HHS  funding  is  used  for 
each  committee? 

Dr.  Satcher:   The  Advisory  Committee  on  Immunization 
Practices  (ACIP)  develops  written  recommendations  for  the 
routine  administration  of  antigens  and  related  agents 
(e.g.,  vaccines,  antisera,  immune  globulins)  for 
effective  disease  control  in  pediatric  and  adult 
populations.  In  accordance  with  Section  13631  of  the 
Omnibus  Budget  Reconciliation  Act  of  1993,  the  Committee 
establishes,  periodically  reviews  and,  as  appropriate, 
revises  a  list  of  vaccines  for  routine  administration  to 
children  under  the  Vaccines  for  Children  program.   This 
includes  schedules  regarding  the  appropriate  periodicity, 
dosage,  and  contraindications  applicable  to  the  pediatric 
vaccines.   The  Secretary  of  the  Department  of  Health  and 
Human  Services  uses  the  list  for  purchase,  delivery,  and 
administration  of  pediatric  vaccines.   Additionally,  the 
Committee  reviews  and  reports  regularly  on  existing 
immunization  practices  and  recommends  improvements  in  the 
national  immunization  efforts.   Various  States  have 
adopted  legislation  which  specifically  name  the  ACIP 
recommendations  as  the  guide  to  reimbursable 
immunizations  within  the  State.   The  ACIP  funding  by  HHS 
for  FY94  was  $114,000.   These  are  direct  costs  and  do  not 
include  personnel  compensation  for  HHS  staff  supporting 
the  committee. 

The  National  Vaccine  Advisory  Committee  (NVAC)  studies 
and  recommends  ways  to  encourage  the  availability  of  an 
adequate  supply  of  safe  and  effective  vaccination 
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products  in  the  United  States;  recommends  research 
priorities  and  other  measures  the  Director  of  the 
National  Vaccine  Program  (NVP)  should  take  to  enhance  the 
safety  and  efficacy  of  vaccines;  and  advises  the  Director 
of  the  NVP  in  the  overall  implementation  of  activities  to 
achieve  optimal  prevention  of  human  infectious  disease 
through  immunization  and  to  achieve  optimal  prevention 
against  adverse  reactions  to  vaccine. 

The  NVAC  is  mandated  by  law  (Title  XXI,  Public  Health 
Service  Act).   Approximately  $65,000  is  spent  annually  to 
support  the  activities  of  the  NVAC.   These  are  direct 
costs  and  do  not  include  personnel  compensation  for  HHS 
staff  supporting  the  committee. 

The  National  Childhood  Vaccine  Injury  Act  of  1986 
established  the  National  Vaccine  Injury  Compensation 
Program  (VICP) .   The  VICP  went  into  effect  in  October, 
1988  and  is  a  Federal  "no- fault"  system  designed  to 
compensate  those  individuals  who  have  been  injured  by 
childhood  vaccines,  whether  administered  in  the  private 
or  public  sector.   The  Secretary  of  the  Department  of 
Health  and  Human  Services  is  mandated  under  the  Act  to 
appoint  an  advisory  commission  to  give  advice  regarding 
the  VICP.   Under  the  Act  the  function  of  the  Advisory 
Commission  on  Childhood  Vaccines  (ACCV)  is  to  advise  the 
Secretary  in  the  following  areas:   on  the  implementation 
of  the  VICP,  on  changes  to  the  Vaccine  Injury  Table,  on 
implementing  the  Secretary's  responsibilities  regarding 
the  need  for  vaccines  with  fewer  or  no  adverse  reactions, 
'on  means  to  compile  data  related  to  the  frequency  and 
\ severity  of  vaccine  adverse  reactions,  and  on 
recommendations  for  research  related  to  vaccine  injuries 
which  should  be  conducted  to  carry  out  the  VICP.   The  9 
member  ACCV  appointed  by  the  Secretary  includes  health 
professionals,  members  of  the  general  public,  attorneys, 
As   well  as  4  ex- officio  members  from  PHS  Agencies.  The  FY 
1995  budget  of  the  ACCV  is  $100,000,  which  is  paid  from 
HHS  administrative  expenses  for  the  VICP.   These  are 
direct  costs  and  do  not  include  personnel  compensation 
for  HHS  staff  supporting  the  committee. 

The  functions  of  the  ACIP,  the  ACCV,  and  the  NVAC  are  not 
duplicative. 

EMPLOYMENT 

Mr.  Porter:   Provide  a  copy  of  CDC's  most  recent 
organization  chart  identifying  the  FTE  associated  with 
each  component. 

Dr.  Sat Cher:   The  breakdown  is  as  follows: 
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Detail  of  Full -Time  Equivalent  Employment  (FTE) 

1996 
Estimate 

Office  of  the  Director 
including  OD/HIV  (78) 

including  Office  of  Health  Communication  (8) 
including  Office  of  Equal  Employment  Opportunity  (9)  190 

CDC  Washington  Office 10 

Office  of  Program  Planning 
and  Evaluation 18 

Office  of  Public  Affairs 18 

Office  of  Program  Support 699 

Office  of  Health  and  Safety 26 

National  Immunization  Program. . .  309 

Epidemiology  Program  Office 115 

International  Health  Program 
Office 57 

Public  Health  Practice 
Program  Office 209 

National  Center  for  Chronic 
Disease  Prevention  and  Health 
Promotion 563 

National  Center  for  Environmental 
Health  356 

National  Center  for  Health 
Statistics 541 

National  Center  for  Infectious 
Diseases l*  029 

National  Center  for  Injury 
Prevention  and  Control 107 

National  Center  for  Prevention 
Services 855 

National  Institute  for  Occupational 
Safety  and  Health 989 

Agency  for  Toxic  Substances  and 
Disease  Registry 354 

Total 6445 


344 


PREVENTION  RESEARCH 

Mr.  Porter:   Besides  the  CDC  prevention  centers,  where 
else  is  prevention  research  conducted  in  CDC  and 
elsewhere  in  the  Department? 

Dr.  Satcher:   Since  its  inception,  CDC  has  conducted 
prevention  research  and  translated  research  findings  into 
prevention  programs  carried  out  by  state  and  local  health 
departments  and  our  partners  in  the  private  sector. 

All  of  CDC's  major  components  conduct  or  support 
prevention  research.   Some  of  the  research  is  conducted 
intramurally  and  some  extramurally,  but  much  of  this 
research  is  conducted  in  collaboration  with  our  many 
partners.   These  partners  include  health  departments, 
academic  institutions,  health  care  providers,  businesses 
and  labor  unions,  philanthropic  organizations, 
professional  societies,  voluntary  associations,  and 
community -based  organizations. 

In  addition  to  the  Prevention  Centers,  CDC's  academic 
partnerships  include  Injury  Control  Research  Centers, 
Model  Tuberculosis  Centers,  STD  Training  Centers, 
Occupational  Safety  and  Health  Research  Centers,  the 
Association  of  Schools  of  Public  Health,  the  Association 
of  Teachers  of  Preventive  Medicine,  and  the  Minority 
Health  Professions  Foundation.   Plans  are  underway  to 
fund  an  Urban  Population- Based  Public  Health  Research 
Center. 

CDC  also  has  cooperative  agreements  with  the  Association 
of  State  and  Territorial  Health  Officials  and  the  Council 
of  State  and  Territorial  Epidemiologists. 

RAPE  PREVENTION 

Mr.  Porter:   Your  budget  includes  a  request  for  $35 
million  for  rape  prevention.   How  much  is  currently  being 
spent  on  this  area  throughout  the  federal  government? 

Dr.  Satcher:   CDC  conducted  an  inventory  of  federally 
funded  rape  projects  earlier  this  year.   Of  agencies 
reporting,  we  estimate  that  other  federal  agencies  spend 
roughly  $7.5  million  annually  on  rape  prevention.  Adding 
the  $7  million  CDC  spends  annually  on  rape  prevention,  we 
estimate  that  $14.5  million  is  currently  being  spent  in 
this  area  throughout  the  federal  government . 

Of  16  industrial  countries  surveyed  in  1988,  the  United 
States  had  the  highest  prevalence  rates  for  serious 
sexual  assaults.   Forcible  rapes  accounted  for 
approximately  20  of  every  1000  crime  victimizations 
reported  to  the  National  Crime  Victimization  Survey  in 
1990.   Cost  estimates  are  $54,100  per  attempted  or 
completed  forcible  rape. 
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CDC  believes  that  rape,  and  other  types  of  family  and 
intimate  violence,  can  be  prevented.   The  Violent  Crime 
Control  and  Law  Enforcement  Act  of  1994  authorizes  $35 
million  for  CDC  to  fund  prevention  activities  which 
include  counseling  for  victims,  perpetrators,  and 
families;  funding  rape  crisis  centers;  conducting 
awareness  training  in  schools  and  civic  organizations; 
training  nurses  to  collect  rape  evidence;  maintaining 
hotlines  and  conducting  crisis  intervention. 

NIOSH 

Mr.  Porter:   Please  identify  the  FTE  allocations  for 
NIOSH  operations  in  Cincinnati,  West  Virginia  and  Atlanta 
in  1995  and  1996.   What  is  the  current  on-board  strength 
and  expected  1995  end- of -year  staffing  for  the  Morgantown 
facility? 

Dr.  Satcher:   The  FTE  allocations  for  NIOSH  operations  in 
1995  and  1996  are: 

Year       Cincinnati      West  Virginia      Atlanta 

1995  500  320  44 

1996  476  420  44 

The  current  on-board  strength  for  the  new  Morgantown 
facility  is  34,  staffing  for  the  new  facility  is  expected 
to  be  117  by  the  end  of  FY  1995. 

CHRONIC  FATIGUE  SYNDROME 

Mr.  Porter:   Is  chronic  fatigue  syndrome  presently  on 
CDC's  emerging  infections  list,  and,  if  so,  under  which 
category  is  it  listed? 

Dr.  Satcher:   Yes.   CFS  is  on  the  CDC  emerging  infections 
list  and  is  captured  under  diseases  list  and  is  captured 
under  disease  priority  1. 

Mr.  Porter:   Please  provide  a  brief  summary  of  current 
chronic  fatigue  syndrome  surveillance  activities  at  CDC, 
including  intentions  for  case/control  follow-up  studies. 

Dr.  Satcher:   CDC's  CFS  program  is  focused  on 
surveillance,  cluster  investigations,  and  case- control 
studies.   In  FY  1994,  CDC  shifted  all  surveillance 
efforts  to  community -based  population  surveys  which  are 
conducted  collaboratively  with  pat lent -support  groups  and 
local  public  health  agencies. 

•  The  first  (pilot)  community -based  surveillance  study 
is  a  collaborative  project  with  the  CFIDS  Foundation  of 
San  Francisco,  a  regional  patient  support  group,  and  the 
San  Francisco  Department  of  Public  Health.   A  telephone 
survey  was  conducted  in  San  Francisco  in  FY  1994. 
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Collaborators  surveyed  17,155  households  and  interviewed 
939  respondents  with  fatigue  of  more  than  1  month 
duration  and  1380  non- fatigued  respondents.   Data 
analysis  is  in  process.   From  this  population  based 
telephone  survey,  we  estimate  the  prevalence  of  CFS-like 
illness  is  between  76  and  233  per  100,000  which  is  higher 
than  previous  CDC  estimates  of  approximately  10  per 
100,000  from  physician-based  surveillance.   In  FY  1995, 
we  will  examine  respondents  with  CFS-like  disease  and 
classify  them  as  CFS  or  idiopathic  chronic  fatigue 
according  to  the  revised  case  definition.   We  will  also 
conduct  a  case  control  study  to  measure  the  associations 
between  demographic,  behavioral,  and  other  risk  factors 
as  well  as  immunologic  and  hormonal  parameters  and  CFS. 

•   In  FY  1995  we  will  begin  a  larger  community -based 
surveillance  study  in  Wichita,  Kansas,  in  collaboration 
with  the  CFS  Association  of  America,  a  nationwide  patient 
support  group,  the  city  and  State  Health  Departments. 
Final  aspects  of  study  design  await  further  analysis  of 
data  from  San  Francisco.   The  study  is  designed  to 
estimate  CFS  prevalence  in  various  racial/ethnic  groups 
in  Wichita  in  a  manner  that  can  be  rigorously  compared  to 
sentinel -physician  surveillance  in  the  same  city.   The 
study  will  also  estimate  incidence  of  CFS  in  the 
community.   We  also  plan  to  conduct  a  case- control  study 
involving  incident  CFS  cases. 

Mr.  Porter:   Has  CDC  initiated  any  studies  on  possible 
transmission  routes  for  chronic  fatigue  syndrome  as 
encouraged  in  the  1995  House  report?   The  report  also 
encouraged  you  to  conduct  education  activities  as 
appropriate.   How  have  you  followed  up  on  this  request? 

Dr.  Sat Cher:   Yes.   CDC  is  using  two  strategies  to 
evaluate  possible  CFS  transmission  routes. 

One  strategy  is  to  conduct  laboratory  investigations  to 
measure  infectious  agents  or  antibodies  in  CFS  cases.   To 
date,  beginning  with  the  reported  cluster  in  Incline 
Village,  NV,  we  have  no  evidence  that  a  unique  infectious 
agent  is  causally  associated  with  the  syndrome. 
Secondly,  CFS  cluster  investigations  and  population 
surveys  sample  entire  households.  These  investigations 
are  designed  to  detect  unusual  occurrence  by  residence 
and  family.   To  date,  we  have  not  confirmed  a  reported 
CFS  cluster  and  have  not  detected  unusual  clustering  of 
fatiguing  illness  or  CFS  in  households  or  families. 

CDC  CFS  educational  activities  involve  three  areas: 
publication  in  the  peer- reviewed  scientific  literature, 
presentation  at  professional  and  lay  meetings,  and 
provision  of  information  to  the  public.   During  FY  1994 
CDC  published  a  review  on  infectious  agents  and  CFS, 
published  a  revised  case  definition,  and  a  review  of  CFS 
treatment  is  in  press.   In  FY  1994,  CDC  presented  results 
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of  ongoing  studies  at  the  American  Association  for  CFS 
International  Workshop,  presented  results  at 
International  conferences  in  the  United  Kingdom  and 
Sweden,  presented  hospital  grand- rounds,  and  made 
presentations  to  various  other  organizations  including 
the  Council  of  State  and  Territorial  Epidemiologists. 
Additionally,  in  FY  1994,  CDC  published  an  informational 
brochure  for  patients  and  has  distributed  more  than 
100,000  copies  of  the  brochure.   CDC  continues  to 
maintain  a  24 -hour  telephone  information  line  concerning 
CFS  and  responds  to  individual  written,  FAX,  and 
telephone  inquiries. 

TUBERCULOSIS 

Mr.  Porter:   What  share  of  your  AIDS  budget  in  1995  and 
1996  is  targeted  to  tuberculosis  control? 

Dr.  Satcher:   In  FY  1995,  $25,439,000  (out  of  a  total 
appropriation  of  $589,962,000)  or  4.3%  of  the  AIDS  budget 
is  for  tuberculosis  control. 

In  FY  1996,  $27,410,000  (out  of  the  President's  Budget  of 
$624,718,000)  or  4.4%  of  the  AIDS  budget  is  for 
tuberculosis  control. 
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INJURY  PREVENTION  AND  CONTROL 

Mr.  Dickey:   Why  is  injury  prevention  and  control  an 
activity  central  to  the  mission  of  the  CDC?   What  is  the 
proposed  FY  1996  funding  level  for  activities  pertaining 
to  the  prevention  of  injuries?   Does  any  of  the  work 
performed  at  the  CDC  overlap  with  work  done  at  other 
federal  offices? 

Dr.  Satcher:   Mr.  Dickey,  as  the  Nation's  prevention 
agency,  CDC's  mission  is  to  promote  health  and  quality  of 
life  by  preventing  and  controlling,  disease,  injury,  and 
disability.   Injury  continues  to  be  the  leading  cause  of 
premature  death  in  the  United  States,  costing  more  years 
of  potential  life  lost  than  heart  disease,  cancer,  and 
stroke  combined.   Injury  is  the  principal  cause  of  death 
for  children  ages  1-19  and  the  leading  cause  of  death  for 
persons  in  all  age  groups  from  1  to  24.   Every  year,  over 
145,000  Americans  die  from  injuries.   Although  the 
greatest  cost  of  injury  is  in  human  suffering  and  loss, 
the  financial  cost  is  estimated  at  $224  billion   --an 
increase  of  42%  during  the  last  decade.   Clearly,  injury 
is  an  important  public  health  problem  that  demands  CDC's 
attention.   The  proposed  FY  199  6  funding  level  for  CDC 
activities  pertaining  to  injury  prevention  is 
$44,661,000. 

CDC's  injury  control  program  does  not  overlap  or 
duplicate  the  activities  of  other  agencies  within  the 
federal  government.   CDC's  approach  to  injury  control  is 
unique,  employing  the  same  scientific  approach  to  prevent 
injuries  that  we  use  to  prevent  disease.   We  focus  on 
defining  problems;  identifying  risk  factors;  testing, 
developing,  and  implementing  interventions;  and 
evaluating  the  prevention  effectiveness  of  programs. 
CDC's  injury  control  program  has  been  examined  by  the 
National  Academy  of  Sciences,  by  the  Office  of  the  HHS 
Inspector  General,  and  by  the  General  Accounting  Office 
and  strongly  endorsed  after  each  inspection. 

CDC's  seminal  work  in  injury  control  has  made  CDC  a 
recognized  leader  in  the  field.   CDC  works  with  numerous 
agencies  to  help  reduce  morbidity  and  mortality  resulting 
from  injuries.   Under  the  auspices  of  Healthy  People 
2000,  CDC  has  worked  for  several  years  with  other  Public 
Health  Service  agencies  such  as  HRSA,  NIH,  and  SAMHSA  to 
achieve  the  national  health  objectives  related  to  injury 
and  violence.   CDC  also  works  with  agencies  such  as  the 
Environmental  Protection  Agency,   the  Federal  Departments 
of  Agriculture,  Defense,  Education,  Interior,  Labor  and 
Transportation  and  others  to  achieve  these  health 
objectives.   Our  roles  are  complementary,  and  we  work  as 
partners  to  achieve  better  outcomes  for  the  nation. 

For  example,  CDC's  National  Center  for  Injury  Prevention 
and  Control  has  collaborated  with  the  Oklahoma  State 
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Department  of  Health  in  conducting  a  highly  successful 
community -based  smoke  detector  giveaway  program.   The 
Oklahoma  Smoke  Detector  Giveaway  Program  reached 
approximately  35,000  households  in  an  area  of  South 
Oklahoma  City  with  a  high  residential  fire  injury  rate. 
Uniformed  fire  fighters  evaluated  the  installation  and 
functional  status  of  smoke  detectors  in  these  homes 
during  a  three-year  period.   In  the  three  years  following 
the  intervention,  a  significant  decrease  (83%)  of  the 
rate  of  injury  per  100  fires  was  seen  in  this  area 
compared  to  a  33%  increase  in  the  injury  rate  in  the  rest 
of  Oklahoma  City.   It  was  calculated  that  at  least  32 
injuries  and  deaths  were  prevented  in  the  target  area 
during  this  time.   In  evaluation  of  this  successful 
partnership,  CDC  found  that  every  dollar  spent  on  the 
program  represented  $20  in  injury- related  costs. 

In  a  similar  cooperative  agreement,  CDC  is  now  working 
with  the  Arkansas  Department  of  Health  to  reduce  fire- 
related  burns  and  fatalities  and  to  establish  a 
surveillance  system  and  methods  to  measure  the  use  and 
proper  maintenance  of  smoke  detectors .   CDC  hopes  to  have 
the  same  success  in  Arkansas  as  we  did  with  our 
community -based  partnership  in  Oklahoma. 

HIV/AIDS 

Mr.  Dickey:   Although  there  is  not  yet  a  vaccine  to 
prevent  HIV  infection,  it  seems  we  have  discovered 
specific  behaviors  that  can  eliminate  the  spread  of  HIV, 
specifically  the  avoidance  of  unprotected  sexual 
relations  and  intravenous  drug  abuse.   If  a  man  or  woman 
is  responsible  enough  not  to  become  a  member  of  one  of 
these  groups,  what  are  his  or  her  chances  of  becoming 
infected  with  HIV?   What  percentage  of  your  HIV/AIDS 
resources  are  used  to  promote  these  behaviors  that  seem 
to  virtually  eliminate  the  spread  of  HIV? 

Dr.  Satcher:   If  a  person  is  abstinent  and  does  not  use 
IV  drugs,  his,  or  her  chances  of  contracting  HIV  are 
extremely  low.   CDC  is  spending  $454  million  on  HIV 
Public  Health  Education  and  outreach  to  promote  healthy 
behaviors  and  public  awareness. 

Several  studies  have  looked  at  the  efficiency  of  sexual 
transmission  of  HIV.   The  probability  that  any  single 
episode  of  sexual  intercourse  will  result  in  transmission 
of  HIV  may  be  determined  by  multiple  biologic  factors  of 
the  infectious  person,  the  virus  itself,  and  the  exposed 
susceptible  person.   These  factors  include  late  or  early 
HIV  infection,  viral  infectiousness,  and  the  presence  of 
genital  ulcers.   All  of  these  factors  are  known  or 
suspected  to  influence  transmission  and  may  explain  the 
observed  differences  in  sexual  transmission  of  HIV  in 
different  parts  of  the  world.   Other  risk  factors  in 
women,  including  estrogen  use  and  menstrual  bleeding, 
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have  been  suggested  but  not  confirmed.   Sexually  active 
persons  should  be  cautioned  that  to  our  knowledge  there 
are  no  nonsusceptible  persons.   Engaging  in  certain  risk 
behaviors,  including  unprotected  sexual  relations  or 
injection  drug  use,  may  make  a  person  more  susceptible. 
Any  single  unprotected  sexual  encounter  with  an  infected 
partner  may  lead  to  HIV  transmission. 

In  FY  1995,  CDC's  "prevention"  budget  appropriation  is 
$453,970,000.   Although  there  is  no  accounting  method  to 
determine  the  actual  resource  allocations  devoted  to 
separate  prevention  modalities,  virtually  all  of  these 
prevention  programs  stress  the  primary  prevention  message 
that  abstaining  from  sexual  intercourse  and  drug 
injection  are  the  most  effective  prevention  strategies. 
Of  course,  sexual  intercourse  between  partners  known  to 
be  uninfected  also  carries  no  risk  for  HIV  transmission. 
However,  not  all  persons  will  abstain,  and  not  all  can  be 
sure  of  their  partner's  HIV  status  or  behavior. 
Therefore,  we  provide  information  and  recommend  using 
latex  condoms  correctly  from  start  to  finish  with  each 
act  of  intercourse.   Substance  abuse  is  a  serious  public 
health  problem  in  its  own  right.   Injecting  drugs  with 
contaminated  equipment  carries  the  additional  risk  of 
acquiring  HIV  infection  and  of  transmitting  it  to  loved 
ones  through  sexual  intercourse  or  perinatally  to  the 
infant.   For  those  using  drugs,  including  those  who  are 
addicted,  stopping  is  the  clear  first  choice.   Treatment 
for  those  addicted  to  drugs  is  costly  and  not  available 
for  many,  and  not  all  addicts  go  for  treatment.   For 
those  who  cannot  (because  of  their  addiction)  or  will  not 
stop  injecting  drugs,  using  a  clean,  never-used  needle 
and  syringe  each  time  they  inject  or  properly 
disinfecting  "works"  with  bleach  can  help  reduce  the  risk 
of  HIV  transmission. 

BABY  BOTTLE  TOOTH  DECAY 

Mr.  Dickey:   What  FY  1996  funding  level  is  CDC  proposing 
for  the  study  of  Baby  Bottle  Tooth  Decay?   Please  provide 
a  progress  report  on  your  study  of  Baby  Bottle  Tooth 
Decay. 

Dr.  Satcher:   In  FY  1996,  CDC  is  proposing  $20,000  for 
continued  planning  of  the  study  of  Baby  Bottle  Tooth 
Decay  (BBTD)  which  will  allow  CDC  to  further  advance  the 
prevention  and  control  of  this  disease. 

In  September  1994,  the  Division  of  Oral  Health  (DOH) 
convened  a  work- group  of  18  experts  to  study  the  causes 
and  solutions  of  BBTD.   This  work- group  developed  a 
comprehensive  list  of  research  recommendations  and  needs. 
In  M^y  1995,  DOH  will  conduct  BBTD  training  for  state  and 
local  departments  of  health  in  conjunction  with  the 
National  Oral  Health  Conference.   This  training  will 
allow  state  personnel  to  train  others  on  how  to  evaluate 
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the  prevalence  of  BBTD  and  to  develop  BBTD  prevention 
strategies . 

WORKPLACE  STRESS 

Mr.  Dickey:   What  FY  1996  funding  level  is  CDC  proposing 
for  the  study  of  workplace  stress?   Please  provide  a 
progress  report  on  your  study  of  workplace  stress.   Does 
any  of  the  work  performed  at  CDC  in  the  area  of  workplace 
stress  overlap  with  work  done  at  the  Occupational  Safety 
and  Health  Administration  (OSHA)  or  other  federal 
offices? 

Dr.  Satcher:   The  FY  1996  funding  level  for  the  study  of 
workplace  stress  is  $560,000.   NIOSH  is  the  sole  U.S. 
agency  conducting  research  on  workplace  stress,  and  is 
also  recognized  internationally  as  the  leader  in 
occupational  stress  research.   OSHA  does  not  conduct 
research  on  occupational  safety  and  health  and  therefore 
is  not  conducting  research  on  workplace  stress.   In 
addition,  OSHA  is  not  engaged  in  any  regulatory  activity 
regarding  workplace  stress.   The  Occupational  Safety  and 
Health  Act  of  1970  requires  OSHA  to  set  and  enforce 
occupational  safety  and  health  standards  for  the  nation, 
whereas  it  requires  NIOSH  to  conduct  scientific  research 
to  define  and  prevent  work- related  injuries  and  illness. 
Therefore,  no  duplication  exists  between  the  functions  of 
NIOSH  and  OSHA.   NIOSH  is  the  only  agency  whose  statutory 
mission  is  to  conduct  occupational  safety  and  health 
research. 

NIOSH  conducts  both  laboratory  and  field  studies  to 
develop  better  methods  of  assessing  the  effects  of  stress 
on  workers.   NIOSH  studies  on  workplace  stress  include: 

Health  Care  Workers  --An  evaluation  of  how  to 
improve  adherence  to  safe  work  practices  among  health 
care  workers.   Findings  thus  far  indicate  that  when 
management  places  a  premium  on  workplace  safety,  exposure 
to  needlesticks  and  other  infectious  hazards  among  health 
care  workers  is  reduced. 

Corporate  Downsizing  --In  response  to  requests  from 
two  Fortune  500  companies,  NIOSH  has  begun  research  to 
evaluate  organizational  characteristics  and  interventions 
which  minimize  stress  and  loss  of  productivity  associated 
with  corporate  downsizing. 

Musculoskeletal  Disorders  -  -  In  response  to  one 
management  request  and  one  joint  management -labor 
committee  request,  NIOSH  conducted  groundbreaking  studies 
which  found  that  job  stress  was  associated  with 
independently- confirmed  medical  cases  of  ciamulative 
trauma  disorders . 
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Farmworkers  --   NIOSH  has  also  taken  the  first 
comprehensive  look  at  the  association  between  stress  and 
health  among  farmworkers.   Findings  from  these 
evaluations  will  be  used  to  develop  specific 
interventions  for  use  in  alleviating  health  effects 
associated  with  job  stress. 

BIRTH  DEFECTS 

Mr.  Dickey:   What  FY  1996  funding  level  is  CDC  proposing 
for  the  California  Birth  Defects  Monitoring  Program? 
Does  CDC  have  any  plans  to  expand  the  California  Birth 
Defects  Monitoring  Program  to  other  parts  of  the  nation: 
If  so,  what  are  CDC's  specific  plans  to  do  so? 

Dr.  Satcher:   CDC  is  currently  supporting  the  California 
Birth  Defects  Monitoring  Program  to  use  its  excellent 
birth  defects  monitoring  program  to  conduct  an  ongoing 
study  to  look  for  causes  of  birth  defects.   There  are  no 
new  funds  for  birth  defects  surveillance  or  prevention  in 
the  President's  FY  1996  Budget.   However,  the  California 
project  will  be  maintained  at  the  FY  1995  level  of 
$350,000. 

If  additional  funding  is  requested  in  future  years  FY 
1996,  the  funding  would  be  used  to  expand  or  initiate  a 
program  for  monitoring  birth  defects  and/or  to  look  for 
causes  of  those  birth  defects  and  the  California  program 
will  be  eligible  to  compete  with  all  other  states.    CDC 
would  like  to  encourage  other  states  to  begin  programs 
similar  to  the  California  Birth  Defects  Monitoring 
Program  and  to  share  this  data  with  the  newly  formed 
National  Clearinghouse  for  Birth  Defect  Surveillance 
Data.   Only  about  half  of  the  states  have  any  kind  of 
program  to  monitor  the  birth  defects  occurring  within  the 
state.   CDC  would  like  to  expand  the  number  of   state 
programs  that  collect  data  on  birth  defects,  improve  the 
quality  of  data  collected  by  existing  programs,  and 
encourage  state  programs  to  implement  birth  defect 
prevention  prograins  focusing  initially  on  folic  acid- 
preventable  spinalrir^ida  and  fetal  alcohol  syndrome.   CDC 
would  also  like  to  see  a  significant  proportion  of  any 
new  funding  for  birth  defects  used  to  support  one  or  more 
centers  for  applied  epidemiologic  research  to  discover 
new  causes  of  birth  defects. 

VOLCANIC  EMISSIONS 

Mr.  Dickey:   Please  provide  a  progress  report  on  the 
study  of  volcanic  emissions.   In  what  states  are  your 
studies  currently  taking  place? 

Dr.  Satcher:   The  only  state  in  which  we  are  studying 
volcanic  emissions  is  Hawaii.   Our  final  reports  on 
volcanic  emissions  and  from  Kilauea  Volcano  on  the  Island 
of  Hawaii  and  potential  human  health  effects  were 
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forwarded  to  the  Hawaii  State  Department  of  Health  in 
January  1994.   The  Hawaii  State  Department  of  Health  is 
not  currently  collecting  data  on  emergency  room  or 
doctor's  office  visits  for  respiratory  diseases. 

We  continue  to  collect  meteorologic  and  air  pollutant 
data  from  the  National  Park  Service. 

TEEN  PREGANANCY  PREVENTION 

Mr.  Dickey:   The  CDC  is  estimated  to  spend  $4.5  million 
during  FY  1995  for  the  prevention  of  teenage  pregnancies. 
CDC  is  proposing  to  spend  another  $4.5  million  during  FY 
1996  for  the  same  purpose.   Please  provide  this 
subcommittee  with  a  progress  report  on  this  program.   Can 
you  show  that  this  program  has  a  demonstrable  effect  on 
the  incidence  of  teenage  pregnancies? 

Dr.  Satcher:   CDC  will  award  (for  the  first  time)  FY  95 
funds  by  September  30,  1995,  to  support  up  to  12 
community -wide  coalitions  within  communities  that  have 
high  rates  of  teen  pregnancy.   The  coalitions  will  work 
to  delay  pregnancy  and  childbearing  until  youth  reach 
their  twenties.   Coalition  partners  will  include  local, 
private,  and  public  agencies  that  provide  health, 
education,  social,  and  employment  services,  as  well  as 
businesses,  media  and  entertainment,  and  religious  and 
civic  organizations.   Local  programs  will  involve  youth 
in  community  service,  job  skills  development,  and  other 
performance  opportunities  in  an  effort  to  build  youth's 
self-esteem,  and  belief  in  themselves  and  their  futures. 
According  to  several  teen  pregnancy  prevention  models, 
helping  youth  to  develop  career,  educational,  and  social 
options  provide  youth  a  stronger  incentive  to  remain 
abstinent  and  delay  pregnancies  and  childbearing.   For 
sexually  active  youth,  these  programs  will  promote  the 
consistent  and  effective  use  of  contraceptives  and  ensure 
access  to  family  planning  counseling. 

CDC  held  a  workshop  on  March  6,  1995,  with 
representatives  from  community  teen  pregnancy  prevention 
partnership  programs.   During  the  workshop,  CDC  learned 
from  front-line  community  program  staff  what  it  takes  to 
put  together  and  maintain  community  partnership  programs 
to  prevent  teen  pregnancy;  what  can  be  gained  for  youth 
through  these  partnerships;  the  limitations  of  these 
relationships;  and  the  roles  that  Federal  agencies  can 
play  in  supporting  the  work  of  community  programs  and  in 
accelerating  their  replication.   Participating 
organizations  included  a  housing  project  resident 
council,  a  corporation,  a  school  clinic,  Planned 
Parenthood  affiliates,  Junior  League  chapters,  school 
districts,  a  children's  hospital,  the  YWCA,  Meharry 
Medical  School,  and  community -based  non-profit 
organizations  that  serve  youth.   CDC  will  incorporate 
what  was  learned  at  the  workshop  into  the  teen  pregnancy 
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community  demonstration  program  announcement  under 
development . 

CDC  will  provide  assistance  to  community  demonstration 
programs  to  evaluate  the  effect  of  these  programs  on 
teenage  pregnancies.   Additionally,  CDC  is  expanding 
national  surveillance  of  teen  pregnancies  and  births  to 
document  State  and  national  trends.   Program  evaluation 
and  surveillance  information  will  be  used  to  make  public 
policy  decisions  and  to  determine  how  to  best  direct 
limited  resources  to  communities  with  the  greatest  teen 
pregnancy  problems. 

CDC  has  identified  and  will  continue  to  identify  teen 
pregnancy  prevention  programs  that  have  been  evaluated 
and  found  to  be  effective,  assess  the  evaluation  methods 
to  confirm  their  effectiveness,  and  identify  effective 
program  models. 

Based  on  the  outcomes  of  projects  and  activities  funded 
in  FY  1995,  CDC  plans  in  FY  1996  to  continue 
surveillance,  support  three  or  four  of  the  most 
successful  of  the  12  community- wide  coalitions  to  serve 
as  demonstration  programs,  and  support  demonstration  and 
training  programs  to  replicate  these  models  in  diverse 
communities  throughout  the  country. 

PERFORMANCE  PARTNERSHIP  GRANTS 

Mr.  Stokes:   Under  the  Performance  Partnerships 
initiative,  the  CDC  is  focusing  on  breast  and  cervical 
cancer  mortality  prevention,  sexually  transmitted  disease 
control,  AIDS/HIV  prevention,  and  childhood 
immunizations.   Would  you  highlight  for  the  Committee  why 
these  particular  components  were  chosen?   Are  there 
specific  goals  and  objectives  to  be  achieved  with 
projected  benchmarks  and  timetables,  and  to  what  extent 
are  they  linked  to  the  Department's  "Healthy  People  2000" 
initiatives? 

Dr.  Satcher:   Several  criteria  were  considered  when 
choosing  programs  to  be  included  in  the  proposed 
Performance  Partnership  grants .   These  criteria  included 
(1)  whether  the  grant  program  addresses  a  public  health 
problem  found  in  all  states;  (2)  whether  the  grant 
program  supports  services  or  research  and  demonstration 
projects;  and  (3)  whether  public  health  would  be  best 
served  by  funding  the  grant  program  in  all  states. 

The  Performance  Partnership  grants  will  include  mutually 
agreed-upon  performance  objectives.   CDC,  along  with  the 
its  partners  within  and  outside  the  Federal  government, 
is  currently  working  to  determine  the  best  method  of 
establishing  those  objectives  and  targets.   CDC  believes 
that  the  national  objectives  found  in  Healthy  People  2000 
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will  serve  as  appropriate  performance  objectives  in  most 
cases. 
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BREAST  AND  CERVICAL  CANCER 

Mr.  Stokes:   Yesterday  the  committee  heard  testimony  from 
the  Secretary  of  HHS,  and  the  Assistant  Secretary  for 
Health  concerning  the  recent  decline  in  breast  cancer 
deaths  in  females  in  general,  while  those  for  African 
American  females  especially  continue  to  increase.   It  was 
indicated  that  early  detection,  increased  use  of 
screening  mammography,  and  timely  monitoring  accounts  for 
much  of  the  disparity  in  breast  cancer  deaths.   As  a 
results  of  the  recent  findings,  to  what  extent  will  the 
CDC's  breast  and  cervical  cancer  early  detection  and 
control  programs  use  the  results  to  target  this  at-risk 
population? 

Dr.  Satcher:   The  screening  component  of  the 
comprehensive  State-based  breast  and  cervical  cancer 
early  detection  program  specifically  targets  women  of  low 
income,  including  racial  and  ethnic  minorities.   CDC  is 
pleased  that  screening  data  submitted  by  State  programs 
through  September  1994  show  that  significant  progress  has 
been  made  in  making  screening  services  available  to 
minority  women.   In  fact,  over  50%  of  the  women  who 
received  mammograms  through  the  National  Breast  and 
Cervical  Cancer  Early  Detection  Program  (NBCCEDP)  were 
minority  women.   At  the  State  and  local  level,  CDC  has 
worked  with  State  health  agencies  to  establish 
partnerships  with  organizations  and  associations  that 
have  influence  in  minority  communities.   To  facilitate 
these  critical  State  and  local  collaborations,  CDC  has 
entered  into  partnerships  with  numerous  national 
organizations  including  the  Young  Women's  Christian 
Association  (YWCA) ,  National  Hispanic  Council  on  Aging, 
National  Caucus  and  Center  on  Black  Aged,  and  National 
Migrant  Resource  Center.   These  creative  partnerships  are 
beginning  to  have  an  impact  at  both  the  national  and 
community  levels.   One  noteworthy  accomplishment  is  the 
recent  decision  of  the  Avon  Corporation  to  direct  several 
million  dollars  in  resources  to  the  YWCA  to  support 
outreach  efforts  in  communities  across  the  country. 
Additionally,  in  FY  1994,  to  ensure  that  Native  American 
women  are  benefitting  from  this  visionary  public  health 
program,  CDC  provided  $2.0  million  directly  to  9  Native 
American  tribes  or  tribal  organizations.   The  goal  of  all 
of  our  national  and  community -based  efforts  is  the 
development  of  an  infrastructure  across  the  United  States 
that  supports  the  delivery  of  early  detection  services 
for  cancers  of  the  breast  and  cervix. 

Mr.  Stokes:   Your  opening  statement  indicates  that  in 
1994  an  estimated  197,000  women  were  diagnosed  with 
either  breast  or  cervical  cancer,  and  more  than  50,000 
died.   How  many  of  these  individuals  were  minorities?   If 
possible,  give  the  break  by  racial  and  ethnic  minority 
group?   Doctor,  is  there  anything  unique  about  the 
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geographical  distribution  of  this  disease,  or  the 
environmental  implications  for  the  disease? 

Dr.  Satcher:   The  American  Cancer  Society  (ACS)  estimated 
that  in  1994,  182,000  women  were  diagnosed  with  breast 
cancer  and  over  15,000  women  learned  they  had  invasive 
cervical  cancer.   These  estimates  are  the  best  statistics 
we  have  on  a  nationwide  basis  for  the  diagnosis  of  new 
cases  in  a  given  year  (incidence) .   The  absence  of  a 
nationwide  network  of  population-based  State  cancer 
registries  that  collect  and  report  data  on  cancer 
occurrence  prevents  us  from  having  an  accurate  picture  of 
the  true  disease  burden  in  the  United  States.   CDC 
through  its  implementation  of  the  National  Program  of 
Cancer  Registries  (NPCR)  is  building  this  critical  cancer 
control  infrastructure  component. 

The  ACS  estimated  that  in  1994,  46,000  women  lost  their 
lives  to  breast  cancer  and  over  4,000  women  died  from 
cervical  cancer.   The  most  current  final  mortality 
statistics  available  from  CDC  are  for  1992,  when 
approximately  43,000  women  were  reported  to  have  died 
from  breast  cancer.   These  data  show  that  over  12  percent 
of  these  deaths  occurred  among  minority  women,  while 
minority  women  comprise  approximately  2  0%  of  the  general 
population. 

In  1994,  the  ACS  estimated  that  15,000  women  were 
diagnosed  with  invasive  cervical  cancer  and  4,600  women 
died  from  this  cancer.   Mortality  data  available  from  CDC 
for  1992  show  that  approximately  4,500  women  died  from 
cervical  cancer.   These  data  show  that  approximately  30 
percent  of  these  deaths  occurred  among  minority  women. 

Established  risk  factors  for  breast  cancer  include: 
increasing  age,  personal  or  family  history  of  breast 
cancer,  late  age  at  first  live  birth  or  never  giving 
birth,  early  age  at  menarche,  and  late  age  at  menopause. 
The  link  between  breast  cancer  and  certain  environmental 
agents  and  dietary  factors  is  still  very  controversial. 
For  the  period  1989-91,  7  of  the  10  highest  breast  cancer 
mortality  rates  were  in  the  Northeastern  United  States. 

Mr.  Stokes:   Currently,  how  many  states  have  a  CDC  breast 
and  cervical  cancer  prevention  program?  Are  these  full 
programs,  and  if  not  how  many  actually  have  full 
programs? 

Dr.  Satcher:   CDC  will  provide  financial  and  technical 
support  to  35  States  and  9  Native  American  tribes  or 
tribal  organizations  for  the  delivery  of  comprehensive 
(full)  programs.   In  addition,  15  States,  3  territories, 
and  the  District  of  Columbia  are  receiving  support  for 
capacity-building  efforts  to  prepare  them  for  the 
delivery  of  comprehensive  programs  when  resources  become 
available. 
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INFECTIOUS  DISEASES 

Mr.  Stokes:   In  your  opening  statement,  you  focused  on 
new  and  re-emerging  infectious  diseases  and  also  during 
last  year's  hearing  you  emphasized  this  health  problem  as 
well.   Recently,  there  has  been  a  lot  of  interest  in  this 
subject.   The  release  of  the  book,  "Hot  Zone"  and  the  new 
movie  coming  out,  entitled  "Outbreak"  has  also  added  to 
the  increased  interest.   In  your  professional  judgement, 
what  type  of  strategy  is  needed  and  would  be  effective  in 
addressing  infectious  disease  outbreaks  and  more 
importantly,  to  what  extent  can  they  be  prevented?   Do  we 
need  to  do  more  than  we  currently  are? 

Dr.  Satcher:   Emerging  infectious  diseases  are  among  the 
most  urgent  threats  to  health  that  we  confront  today,  and 
they  remain  the  leading  cause  of  death  worldwide  and 
among  the  most  important  causes  of  death  in  the  United 
States.   Dramatic  changes  in  society,  technology,  and  the 
environment  together  with  the  diminished  effectiveness  of 
approaches  to  disease  control  have  propelled  this  nation 
and  the  rest  of  the  world  into  a  new  era.   The  ability  to 
detect  new  or  reemerging  diseases  depends  on  the  capacity 
to  identify  and  track  the  routine  as  well  as  the  unusual. 
Timely  recognition  of  emerging  infections  requires  early 
warning  systems  -  infectious  diseases  surveillance 
systems  -  to  detect  these  diseases  so  that  they  can  be 
quickly  investigated  and  controlled  before  they  become 
major  public  health  crises. 

Like  radar  or  "early  warning"  systems  that  detect  threats 
to  national  security,  surveillance  for  infectious  disease 
threats,  with  appropriate  laboratory  support,  is  critical 
to  an  effective  defense  against  infectious  diseases. 

Since  1987,  expert  committees  convened  by  the  National 
Academy  of  Science's  Institute  of  Medicine  have 
documented  the  fact  that  the  ability  of  the  U.S.  public 
health  system  and  our  health  professionals  to  address 
emerging  infectious  diseases  is  in  jeopardy. 

The  most  recent  report,  "Emerging  Infections,  Microbial 
Threats  to  Health  in  the  United  States,"  published  in 
1992,  emphasized  the  ongoing  threat  to  domestic  and 
global  health  from  emerging  infectious  diseases  and  noted 
that  increased  vigilance  and  enhanced  response  capacity 
is  needed  to  overcome  years  of  complacency.   This  report 
emphasized  a  critical  leadership  role  for  CDC  in  a 
national  and  global  effort  to  monitor,  prevent,  and 
control  emerging  infectious  diseases. 

To  meet  the  urgent  need  to  improve  our  ability  to 
identify  infectious  disease  threats  and  respond  to  them 
effectively,  we  must  improve  the  public  health 
infrastructure  at  the  local,  state,  and  federal  levels. 
We  must  recognize  that  the  health  of  the  American  people 
is  inextricably  linked  to  the  health  of  people  in  other 
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nations,  that  infectious  diseases  can  and  do  spread 
rapidly  around  the  globe  and  that  global  surveillance  for 
emerging  infectious  is  vital  to  public  health. 

In  partnership  with  local  and  state  public  health 
officials,  and  many  others  organizations,  CDC  developed, 
and  in  1994  published  a  plan,  "Addressing  Emerging 
Infectious  Disease  Threats:  A  Prevention  Strategy  for  the 
United  States, "  which  addresses  specific  Institute  of 
Medicine  recommendations  for  revitalizing  our  nation's 
ability  to  detect,  contain,  and  most  importantly,  prevent 
emerging  infectious  disease  threats. 

To  ensure  better  preparedness  for  new  and  resurgent 
infectious  disease  threats,  the  CDC  plan  contains  four 
goals  emphasizing; 

•  enhanced  vigilance  through  improved  infectious 
disease  surveillance; 

•  applied  research  to  improve  diagnosis  and  early 
detection; 

•  more  effective  communication  of  prevention 
messages;  and 

•  strengthening  public  health  infrastructure  at  the 
local,  state,  and  federal  levels  to  provide  needed 
laboratory  support  and  training. 

In  FY  1995,  $7.7  million  of  new  appropriations  were 
provided  to  CDC  to  meet  the  challenges  of  emerging 
infectious  diseases.   CDC  has  begun  to  systematically 
implement  the  highest  priority  items  in  the  plan.   To 
adequately  address  emerging  threats,  continued 
investments  in  surveillance,  laboratory  research  and 
training,  epidemiologic  investigations,  and  integration 
with  prevention  and  control  efforts  will  ensure  that  we 
are  better  prepared  to  respond  to  emerging  infectious 
disease  threats  and  to  lessen  their  impact. 

Prevention  of  future  cases  of  infectious  diseases- -of 
multi-drug  resistant  diseases,  hantavirus,  foodborne 
diseases,  waterborne  diseases  such  as  cryptosporidiosis, 
influenza,  Group  A  Streptococcus--  is  a  high  priority. 
The  health  of  communities  must  be  maintained  through 
effective  public  health  approaches.   Through  the  efforts 
proposed  in  the  CDC  strategy,  the  public  health  system  in 
the  U.S.  will  be  better  prepared  to  respond  to  the 
emerging  infectious  disease  threats  of  the  future. 

HIV/AIDS 

Mr.  Stokes:   AIDS  has  now  become  the  leading  cause  of 
death  for  people  25  to  44  years  of  age.   As  AIDS 
continues  to  be  an  evolving  disease  and  as  we  continue  to 
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learn  more  about  the  characteristics  of  the  disease,  will 
we  also  see  a  change  in  the  definition  of  the  disease? 

Dr.  Satcher:   Before  HIV  was  identified  as  the  cause  of 
AIDS,  CDC  defined  a  case  of  AIDS  (for  surveillance 
purposes)  as  a  disease,  at  least  moderately  indicative  of 
a  defect  in  cell -mediated  immunity,  occurring  in  a  person 
with  no  known  cause  for  diminished  resistance  to  the 
disease.   Such  diseases  included  Pneumocystis   carinii 
pneumonia  (PCP) ,  Kaposi's  sarcoma,  and  many  other  serious 
opportunistic  infections.   With  identification  of  HIV  as 
the  causative  agent  for  AIDS  and  the  availability  of 
laboratory  tests  to  detect  HIV  antibody,  the  case 
definition  was  expanded  to  reflect  an  increased 
understanding  of  HIV  infection  in  1985  and  in  1987. 
These  revisions  applied  to  persons  with  laboratory 
evidence  for  HIV  infection.   Among  diseases  added  in  19  85 
were  disseminated  histoplasmosis,  chronic  isosporiasis, 
and  certain  non-Hodgkin' s  lymphomas.   Among  those  added 
in  1987  were  extrapulmonary  tuberculosis,  HIV 
encephalopathy,  and  HIV  wasting  syndrome.   In  children, 
recurrent,  serious  bacterial  infections  were  also  added. 
In  addition,  the  1987  revision  allowed  certain  indicator 
diseases  to  be  diagnosed  presumptively  based  on  clinical 
presentation  rather  than  "confirmed"  by  laboratory  or 
diagnostic  methods. 

Mr.  Stokes:   What  changes  in  definition  have  evolved  thus 
far? 

Dr.  Satcher:   To  be  consistent  with  standards  of  medical 
care  for  HIV-infected  persons  and  to  more  accurately 
reflect  the  number  of  persons  with  severe  HIV- related 
immunosuppression  who  are  at  highest  risk  for  HIV- related 
morbidity  and  most  in  need  of  close  medical  follow-up, 
the  surveillance  definition  was  expanded  on  January  1, 
1993.   This  expansion  retains  the  previous  diagnostic 
criteria  and  adds  all  HIV-infected  adults  and  adolescents 
who  have  less  than  200  CD4+  T- lymphocytes  per  cubic 
milliliter  of  blood  or  a  CD4+  T- lymphocyte  percent  of 
total  lymphocytes  of  less  than  14,  or  who  have  been 
diagnosed  with  pulmonary  tuberculosis,  invasive  cervical 
cancer,  or  recurrent  pneumonia. 

These  changes  broadened  the  criteria  for  AIDS  diagnosis, 
reflecting  more  accurately  the  scope  of  the  epidemic. 
Additional  changes  to  the  AIDS  surveillance  case 
definition  are  not  anticipated  at  this  time.   However,  it 
is  possible  that  as  we  learn  more  about  HIV  disease  and 
as  standards  of  medical  care  for  HIV-infected  persons 
change,  CDC  will  need  to  consider  further  revisions  to 
the  definition  to  ensure  that  we  are  accurately 
reflecting  the  scope  of  the  epidemic. 
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Mr.  Stokes:   Are  we  getting  any  better  at  targeting  at- 
risk  populations  and  if  not,  why  not- -what  in  particular 
is  needed  and  should  we  be  doing? 

Dr.  Satcher:   We  feel  that  HIV  prevention  community 
planning  represents  a  significant  step  forward  in  better 
targeting  HIV  prevention  activities  to  at-risk 
populations.   Community  planning  brings  together 
representatives  of  affected  populations  with  health 
department  program  staff,  scientists,  and  service 
providers  to  collaboratively  assess  the  HIV  prevention 
needs  in  their  area  and  to  prioritize  prevention 
interventions  for  specific  populations.   By  bringing 
together  the  science  and  data  of  epidemiologists  and 
social/behavioral  scientists  with  representatives  from 
the  communities  for  whom  the  services  are  intended, 
community  planning  provides  a  process  that  assures 
identification  and  implementation  of  targeted  and 
culturally  competent  prevention  activities.   In  addition, 
community  planning  is  an  ongoing  process.   As  the 
epidemic  changes  in  a  jurisdiction,  community  planning 
groups  will  adjust  the  prevention  activities  accordingly. 

TUBERCULOSIS 

Mr.  Stokes:   During  this  year's  public  witnesses 
hearings,  the  Committee  heard  considerable  testimony 
about  the  rapid  spread  of  tuberculosis  and  its  resistance 
to  known  treatments.   Are  we  having  much  success  in  the 
control  of  tuberculosis,  and  if  not,  why  not.   What 
should  we  be  doing  more  of  to  control  the  spread? 

Dr.  Satcher:  Yes,  we  are  having  some  successes.   In  1994, 
for  the  second  year  in  a  row,  the  number  of  newly 
reported  cases  of  tuberculosis  declined  by  approximately 
five  percent.   The  CDC  is  confident  that  much  of  this 
decrease  is  the  direct  result  of  enhanced  TB  control 
efforts  over  the  past  few  years.   We  have  targeted  the 
increased  resources  appropriated  by  Congress  to  ensure 
the  most  effective  implementation  of  enhanced  TB 
prevention  and  control  activities. 

This  is  indeed  good  news.   In  the  late  1940 's  and  early 
1950' s,  the  first  effective  TB  drugs  were  developed  and 
effectively  applied  in  public  health  programs.   In  1953, 
uniform  nationwide  reporting  of  active  TB  cases  was 
initiated.   For  the  next  3  decades,  the  United  States 

experienced  a  consistent  decline  in  active  TB  cases  

from  84,304  reported  cases  in  1953  to  22,201  cases  in 
1985.   This  decline  reflected  the  success  of  public  and 
private  medicine  in  developing  and  putting  into  practice 
new  drugs  and  techniques  to  prevent  and  cure  TB,  and  in 
establishing  effective  programs  to  prevent  and  control 
the  spread  of  TB.    However,  between  1985  and  1992,  cases 
increased  by  2  0  percent. 
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This  change  in  morbidity  was  primarily  due  to  four 
factors: 

•  Deterioration  of  the  public  health  infrastructure. 

•  Immigration  from  countries  where  TB  infection  rates 
are  high.   In  1993,  29  percent  of  reported  cases 
occurred  in  foreign-born  persons.   This  annual 
percentage  has  been  steadily  increasing  since  1986. 

•  HIV  CO- infection.   Serosurveys  in  33  clinics  in  20 
selected  metropolitan  areas  in  1991  showed  that  0  to 
61%  of  TB  patients  are  infected  with  HIV,  with  a 
median  rate  of  9.5%. 

•  Outbreaks  in  hospitals,  correctional  facilities, 
residential  care  facilities  for  AIDS  patients,  nursing 
homes,  and  other  institutions.   The  most  recent 
developments  have  been  outbreaks  of  multidrug - 
resistant  TB  (MDR  TB)  which  greatly  increase  the 
difficulty  of  prevention  and  control  and  have  forced  a 
rethinking  of  the  approach  to  TB  elimination  efforts. 
CDC  has  investigated  11  such  outbreaks.   Almost  300 
MDR  TB  cases  have  been  identified  in  hospitals, 
correctional  facilities,  and  the  community,  some  with 
organisms  resistant  to  as  many  as  seven  anti- 
tuberculosis drugs. 

Approximately  540,000  inmates  are  discharged  annually 
from  long-term  correctional  institutions.   CDC 
demonstration  projects  with  selected  correctional 
facilities  indicate  that  133,000  inmates  (24.6%)  may  be 
discharged  with  latent  TB  infection.   Preventive  therapy 
given  before  discharge  can  almost  eliminate  the  future 
development  of  active  TB  disease. 

In  addition,  approximately,  10-15  million  Americans  have 
TB  infection  and  1-1.5  million  of  these  infected 
Americans  may  develop  active  disease.   Targeted  screening 
is  an  effective  strategy  to  identify  persons  with  TB 
infection  and  preventive  therapy  is  effective  in 
preventing  development  of  active  disease.   However,  most 
of  the  nation's  efforts  have  been  focused  on  bringing 
outbreaks  under  control  and  finding  and  treating  new 
active  cases.   Considerably  more  work  and  research  needs 
to  be  done  to  identify  new  diagnostic  and  treatment 
means.   More  preventive  screening  of  populations  at  high- 
risk  for  TB  needs  to  occur  and  those  infected  considered 
for  preventive  treatment. 

We  must  not  be  lulled  into  complacency  by  the  decreases 
in  TB  cases  for  1993  and  1994.   The  problems  we  recently 
have  been  experiencing  have  resulted  from  past  failures 
to  maintain  and  strengthen  TB  programs  when  cases  started 
to  decrease.   Based  upon  past  experiences  we  can  predict 
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that  TB  cases  will  again  increase  if  prevention  and 
control  efforts  are  reduced. 

In  their  1993  report,  The  Continuing  Challenge  of 
Tuberculosis,  the  Office  of  Technology  Assessment  stated, 
"TB  control  is  an  exercise  in  vigilance."   That  is  true. 
We  must  maintain  strong  Federal,  state  and  local  TB 
control  programs  so  history  will  not  repeat  itself. 

ADOLESCENT  HEALTH 

Mr.  Stokes:   It  appears  that  there  is  a  definite  link 
between  adolescent  health  and  adult  health,  especially 
with  respect  to  diseases  and  disorders  that  resulted  from 
behavior  choices  made  during  adolescent  years.   In  fact, 
many  of  the  health  risks  that  we  face  as  a  nation  take 
shape  during  youth  --  they  include  the  risks  for  sexually 
transmitted  diseases,  violent  activities,  lack  of 
physical  activity,  and  smoking.   Dr.  Satcher,  in  your 
professional  judgement,  are  we  doing  enough  in  the  area 
of  adolescent  health?   And,  if  not,  specifically,  what 
should  we  be  doing,  what  is  needed? 

Dr.  Satcher:   Adolescents  and  youth  are  one  of  America's 
most  underserved  populations  in  terms  of  access  to  health 
care  services  and  health  education.   Yet  young  people  are 
developing  lifelong  behaviors  that  have  significant 
impact  on  their  overall  health  status  for  the  rest  of 
their  lives.   Some  alarming  trends  highlight  the 
increased  need  for  expanded  programs  in  this  area.   For 
example: 

*  Incidence  of  AIDS  among  adolescents  quadrupled  between 
1985-1992. 

*  Every  year  three  million  teenagers  are  infected  with 
sexually  transmitted  diseases. 

*  Approximately  one  million  adolescent  girls  become 
pregnant  each  year. 

*  Homicide  is  the  second  leading  cause  of  death  for 
persons  aged  15-24  years. 

*  Approximately  86%  of  the  smokers  start  before  age  18. 

A  unique  opportunity  to  prevent  or  change  high  risk 
behaviors  in  young  people  is  afforded  by  our  nation's 
schools.   Every  school  day,  46  million  children  and 
adolescents  attend  100,000  schools  in  15,000  school 
districts  across  the  nation.   There  has  been  a  great  deal 
of  interest  and  action  taken  in  the  area  of  school  health 
at  the  State  and  local  level  within  the  last  several 
years.   Many  distinct  research  and  demonstration  projects 
are  being  funded  by  various  federal  agencies  that  are 
seemingly  disconnected.   CDC  has  programs  and 
infrastructure  in  place  to  facilitate  the  expansion  of 
Comprehensive  School  Health  across  the  nation.   These 
programs  include  teacher  training,  disseminating 
guidelines,  and  national  surveillance  of  youth  behavior 
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risk  factors.   CDC  currently  supports  Comprehensive 
School  Health  in  10  States  (2  more  States  will  soon  be 
added)  and  would  like  to  expand  this  program  to  every 
State  in  the  nation.   Comprehensive  School  Health 
Education  is  a  planned,  sequential,  kindergarten  through 
grade  12  approach.   Comprehensive  School  Health  Education 
is  one  of  the  more  efficient  means  of  preventing  risk 
behaviors.   This  approach  integrates  important 
categorical  topics  such  as  HIV,  STDs,  unintended 
pregnancy,  alcohol,  drugs,  tobacco,  and  intentional  and 
unintentional  injury.   A  1994  benefit  cost  analysis  study 
showed  that  an  exemplary  Comprehensive  School  Health 
Education  program  that  addresses  three  high  risk 
behaviors  (smoking,  substance  abuse,  sexual  behavior)  can 
provide  very  high  returns  -  approximately  $14  per  $1 
invested  in  the  program.   These  activities  have  been 
accomplished  by  funding  infrastructure  at  the  State  level 
in  departments  of  health  and  education.   This  mechanism 
of  funding  gives  each  State  the  flexibility  to  develop 
the  capacity  for  Comprehensive  School  Health  programs 
based  on  their  specific  priorities  and  to  tailor  the 
program  to  their  own  organizational  structure. 

Teenage  pregnancy  and  birth  rates  in  the  United  States 
exceed  rates  in  almost  all  other  developed  nations.   In 
addition  to  the  personal  and  societal  costs  of  teen 
pregnancy,  economic  costs  total  more  than  $20  billion 
each  year.   Health  education  in  schools  has  been  shown  to 
postpone  the  initiation  of  sexual  activity  and  decrease 
pregnancy  rates.   CDC  is  currently  implementing  and 
evaluating  innovative  community  programs  targeting  high 
risk  behaviors  among  youth  and  hopes  to  expand  programs 
found  to  be  effective  nationwide. 

CDC  is  dedicated  to  improving  the  health  of  our  nation; 
the  well-being  of  our  children  is  of  utmost  importance  in 
achieving  this  goal.   Major  CDC  adolescent  initiatives 
include  research  and  prevention  activities  in  the  areas 
of  violence,  HIV,  teen  pregnancy,  and  tobacco  use. 
Expansion  of  known  effective  programs  addressing  these 
major  health  risks  will  protect  and  improve  the  health  of 
youth  for  a  better  future  and  ensure  their  safe  passage 
to  adulthood. 

PERFORMANCE  PARTNERSHIP  GRANTS 

Mr.  Stokes:   The  Department  proposes  to  consolidate  and 
to  cluster  a  significant  number  of  its  programs.   As  part 
of  this  initiative,  major  consolidations  are  proposed  at 
CDC  as  well.   Would  you  elaborate  on  the  significance  of 
the  CDC  proposed  consolidation?   What  are  the  benefits  to 
be  achieved,  not  just  the  proposed  economic  benefits  but 
also  the  benefits  to  be  achieved  in  actual  disease 
prevention  and  control?   Within  this  new  mix,  to  what 
extent  will  community- based  organizations'  participation 
in  the  agency's  initiatives  be  strengthened? 
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Dr.  Satcher:  The  overriding  goal  of  these  Performance 
Partnership  grants  is  to  improve  the  health  of  the 
American  people  as  we  streamline  current  programs  and 
give  added  flexibility  to  states.   Within  each 
partnership,  states  will  have  the  flexibility  to  set 
priorities  to  meet  the  most  urgent  state  and  local  health 
needs  and  design  programs  to  address  those  needs. 
Community  involvement  will  be  critical  in  this  process. 
CDC  anticipates  that  community-based  organizations  will 
be  members  of  planning  committees  for  selecting  program 
objectives  and  determining  performance  measures  in  the 
Performance  Partnership  grants.   Key  to  these 
partnerships,  we  will  focus  on  accountability  and 
outcomes,  rather  than  process  and  program  design.   This 
is  best  done  by  the  affected  community. 

RESCISSION 

Mr.  Stokes:  The  recently  reported  House  bill  includes 
approximately  $1.7  billion  in  cuts  and  program 
terminations  within  the  Department  of  Health  and  Human 
Services.   The  funding  reductions  included  in  the  CDC 
account  are  in  the  infectious  disease  program,  injury 
control,  and  the  National  Institute  for  Occupational 
Safety  and  Health.   What  is  the  effect  of  these 
reductions? 

Dr.  Satcher:  The  effect  of  the  proposed  rescissions  are: 

Infectious  diseases  f $2. 800. OOP) 

At  a  time  when  new  and  emerging  infectious  diseases, 

including  drug-resistant  infections,  pose  an  increasing 

threat  to  the  health  and  well  being  of  the  public,  funds 

to  combat  these  new  and  emerging  infectious  diseases  are 

being  reduced.   As  a  result  is  that  CDC  will  be  unable 

to: 

o    provide  the  planned  assistance  to  10-12  state  and 

local  health  departments  to  assure  core  surveillance 
and  response  capacity,  specifically 

epidemiologic/ laboratory  investigations  of  emerging 
and  re-emerging  infectious  diseases,  including 
outbreaks  of  foodborne,  waterborne,  and  drug — 
resistant  diseases; 

o    provide  planned  assistance  to  3-4  academic  centers 
or  professional  societies  to  conduct  applied 
research  and  develop  prevention  strategies  for 
selected  emerging  or  re-emerging  infectious  disease 
issues,  including  E.  coli  0157,  antibiotic  resistant 
diseases,  and  community-acquired  pneumonia; 

o    provide  planned  support  for  the  Institute  of 

Medicine's  forums  on  emerging  infectious  diseases 
which  are  intended  to  build  upon  the  1992  lOM  report 
by  bringing  together  key  individuals  and 
organizations  to  further  define  critical  emerging 
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infections  issues  and  produce  a  conceptual  framework 
for  response  and  research; 

o   establish  2-3  sentinel  surveillance  networks  of 
health  care  providers  or  organizations  aimed  ar 
early  identification  of  emerging  or  re-emerging 
infectious  diseases.   These  linked  networks  of 
emergency  room  physicians,  infectious  disease 
specialists,  pediatricians,  etc.  would  form  core 
networks  for  monitoring  specific  diseases  or  classes 
of  pathogens;  and 

o   enhance  health  communications  efforts  for  providing 
critical  information  on  emerging  and  re- emerging 
disease  to  health  care  providers,  public  health 
officials,  and  the  public  in  a  timely  manner. 

Occupational  Safety  and  Health  ($4.783.000) 

The  National  Safety  Council  estimated  that  the  total 
cost  of  work- related  injuries  in  1991  was  $63.3  billion 
and  75  million  work  days  lost.   The  proposed  rescission 
will  effect  CDC's  ability  to  reduce  the  costs  that 
industries  incur  for  job -related  occupational  injuries 
and  health  problems. 

Research  activities  that  would  be  eliminated  include: 

o   clarification  of  relationships  between  complex 
mixtures  of  workplace  exposures  and  human  health 
effects; 

o   development  of  refined  methods  for  defining 

biologically  relevant  indices  of  exposures  and  hiiman 
health  response  through  the  use  of  particle 
characterization  and  molecular  biological  research; 

o   simulation  of  actual  worksite  conditions  which  will 
identify  critical  factors  associated  with  injury  and 
hazardous  exposures,  and  the  development  of 
interventions  that  address  these  critical  factors; 
and 

o   development  of  a  protective  technologies  applied 
research  program  which  combines  sophisticated 
capability  for  sensing  dangerous  environments, 
substance  and  conditions. 

Injury  Prevention  and  Control  ($1.300.000) 

The  Administration  proposed  this  reduction  in  order  to 
phase  in  ouver  2  years  the  following  programs: 
prevention  of  youth  violence,  national  public  awareness 
of  domestic  violence,  a  new  injury  control  research 
center,  and  evaluation  of  a  program  to  prevent  playground 
injuries. 
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EMPLOYMENT 

Mr.  Stokes:   With  respect  to  your  agency,  specifically, 
what  has  been  the  iit^jact  of  affirmative  action  on 
employment  opportunities  for  minorities  and  women? 

Dr.  Satcher:   Corrtparisons  of  promotion  rates  for  both 
minorities  and  women  during  FY  1994  show  that  affirmative 
action  efforts  continued  to  yield  results  during  the 
period  of  a  hiring  freeze.   Blacks  and  women  were 
promoted  at  a  rate  significantly  greater  than  their 
representation  in  the  workforce  (i.e.,  blacks  comprised 
20.5%  of  the  workforce  and  received  25.2%  of  the 
promotions;  women  comprised  61.6%  of  the  workforce  and 
received  75.4%  of  the  promotions). 

Mr.  Stokes:   Specifically,  what  has  been  the  impact  of 
affirmative  action  on  the  preparation  of  minorities  and 
women  for  career  advancement  within  your  agency? 

Dr.  Satcher:   A  comparison  of  the  relative  black/white 
representations  and  relative  female/male  representations 
in  the  CDC/ATSDR  workforce  suggests  that  affirmative 
action  efforts  during  the  past  eight  years  were  extremely 
successful . 

The  overall  black  representation  increased  by  50%,  from 
13.6%  to  20.4%  of  the  workforce.   Increases  were  made  at 
all  grade  levels,  and  importantly,  the  highest  percentage 
increases  were  made  in  grades  12  through  15  (e.g., 
representation  at  grade  12  increased  over  200%,  from  5.9% 
to  17.8%  of  the  workforce  and  more  than  doubled  in  grades 
13,  14,  and  15) . 

The  overall  female  representation  increased  by  15%,  from 
53.4%  to  61.6%  of  the  workforce.   Increases  were  made  at 
all  grade  levels  above  GS-05.   Significantly,  the 
greatest  percentage  increases  were  made  in  grades  12 
through  15  (e.g.,  representation  at  grade  12  increased  by 
73%  and  more  than  doubled  in  grades  13,  14,  and  15) . 
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LEAD  POISONING  PREVENTION 

Mr.  Hoyer:   CDC  oversees  a  national  program  to  eliminate 
childhood  lead  poisoning.   I  think  most  members  of  this 
Committee  are  aware  that  when  a  child  ingests  high  levels 
of  lead,  it  leads  to  brain  damage  and  even  death. 

But  I  think  there  is  a  perception  that  lead  poisoning  is 
no  longer  a  serious  problem.   We  don't  manufacture  lead- 
based  point  anymore.   We've  taken  lead  out  of  gasoline. 
Last  week,  the  Republican  rescission  bill  cut  millions 
out  of  a  program  to  remove  lead  paint  from  public 
housing. 

Is  childhood  lead  poisoning  still  a  problem?   How  serious 
a  problem  is  it? 

Dr.  Satcher:   Yes,  childhood  lead  poisoning  remains  a 
serious  public  health  problem.   Results  of  a  recent 
national  study  conducted  by  the  Centers  for  Disease 
Control  and  Prevention  shows  that  1.7  million  children 
ages  1  to  5  years- -nearly  nine  percent  of  all  children  in 
this  age  range- -still  have  high  enough  blood  lead  levels 
to  affect  their  intelligence  and  development.   Minority, 
urban  children  from  low- income  families  are  at  especially 
high  risk.   For  example,  one  in  five  African- American 
children  have  elevated  blood  lead  levels.   Many  of  these 
children  live  in  older,  deteriorated  housing  where  they 
are  exposed  to  the  two  most  significant  remaining  sources 
of  lead  contamination- -lead  paint  and  lead- containing 
dust. 

Without  a  concerted  effort  to  reduce  exposure  from  these 
sources,  elevated  lead  levels  in  children  will  remain  a 
major  public  health  problem.  Screening  and  intervention 
programs  are  critical  in  identifying  those  children  with 
elevated  blood  lead  levels  who  need  intervention,  as  are 
programs  to  safely  correct  lead  hazards  in  housing  to 
reduce  children's  exposure. 

IMMUNIZATION 

Mr.  Hoyer:   The  1996  request  for  CDC  includes  a  27% 
increase  to  buy  pediatric  vaccine  for  children  served  in 
public  health  clinics  who  are  not  eligible  to  receive 
vaccine  through  the  Vaccines  for  Children  entitlement 
program.   Why  are  these  children  ineligible? 

Dr.  Satcher:   The  Vaccines  for  Children  program  (VFC) 
provides  vaccine  to  children  who  are  Medicaid  enrolled, 
uninsured,  or  American  Indian.   Children  whose  insurance 
does  not  cover  immunizations  can  only  receive  VFC  vaccine 
at  federally-qualified  health  centers  (FQHCs)  and  rural 
health  clinics.   In  many  States  there  are  insufficient 
conveniently  located  FQHCs  to  allow  children  whose 
insurance  does  not  cover  immunizations  to  be  served  with 
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VFC  vaccine.   These  children  have  and  will  continue  to 
seek  immunization  at  local  public  health  departments. 

Mr.  Hoyer:   How  much  money  does  vaccinating  children  save 

us  in  the  long  run? 

Dr.  Satcher:   Vaccines  are  the  most  cost-effective  means 
to  prevent  nine  infectious  diseases  in  children.   For 
every  dollar  spent  on  diphtheria/tetanus/pertussis  (DTP) 
vaccine  $6  will  be  saved  in  direct  medical  costs  and  $29 
will  be  saved  in  direct  and  indirect  (workloss,  death, 
and  disability)  costs.   For  every  dollar  spent  on 
measles/mumps/rubella  (MMR)  vaccine  $16  will  be  saved  in 
direct  medical  costs  and  $21  will  be  saved  in  direct  and 
indirect  costs.   For  every  dollar  spent  on  oral  polio 
vaccine  (OPV)  $3  will  be  saved  in  direct  medical  costs 
and  $6  will  be  saved  in  direct  and  indirect  costs.   For 
every  dollar  spent  on  the  integrated  series  (DTP,  MMR, 
OPV  combined)  $7  will  be  saved  in  direct  medical  costs 
and  $26  will  be  saved  in  direct  and  indirect  costs. 

Based  on  data  from  the  first  six  months  of  FY  1995  for 
VFC  and  Section  317  programs,  an  estimated  $30  million 
will  be  expended  for  the  purchase  of  DTP  vaccines,  $17 
million  for  oral  polio  vaccine,  and  $70  million  for  MMR 
vaccine  for  the  full  fiscal  year.   Using  the  cost -benefit 
data  presented  above  it  is  estimated  that  for  the  $3  0 
million  invested  in  the  purchase  of  DTP  vaccine,  $870 
million  in  direct  and  indirect  costs  will  be  saved  in  FY 
1995.   For  the  $17  million  invested  in  the  purchase  of 
oral  polio  vaccine  $102  million  in  direct  and  indirect 
costs  will  be  saved  in  FY  1995.   For  the  $70  million 
invested  in  the  purchase  of  MMR  vaccine  $1.47  billion  in 
direct  and  indirect  costs  will  be  saved  in  FY  1995.   For 
just  these  vaccines  where  we  know  the  cost-benef it ,  we 
will  save  $2.4  billion  in  FY  1995.   This  means  we  save 
significant  sums  in  the  long  run. 

Mr.  Hoyer:   What  is  the  status  of  your  vaccine  campaign? 

Dr.  Satcher:   The  Childhood  Immunization  Initiative  (CII) 
is  comprised  of  five  elements:   I)  Improve  the  quality 
and  quantity  of  vaccination  delivery  services;  II)  Reduce 
vaccine  costs  for  parents;  III)  Increase  community 
participation,  education,  and  partnerships;  IV)  Improve 
systems  to  monitor  diseases  and  vaccinations;  and,  V) 
Improve  vaccines  and  vaccine  use. 

A  discussion  of  progress  on  each  element  since  its 
inception  is  provided  below: 

I.   In  October  1993,  $129  million  ($83  million  in  new 
Federal  resources)  was  provided  to  States  and  large  local 
health  departments  to  improve  and  expand  existing 
services  based  on  plans  they  developed.   These  resources 
were  used  at  the  discretion  of  each  area  to  meet  local 
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needs,  such  as  expanding  immunization  clinic  hours  and 
automating  records.   Such  locally  tailored  delivery 
systems  mean  parents  can  visit  an  immunization  clinic  at 
more  convenient  times  and  be  assured  of  prompt,  quality 
service.   Automated  record  keeping  will  offer  providers  a 
system  to  easily  remind  parents  when  vaccinations  are 
due.   These  efforts  translate  into  increased  vaccine 
coverage  and  reduction  of  vaccine-preventable  diseases. 

II.  In  October  1994,  the  Vaccines  for  Children  (VFC) 
Program  was  initiated.   This  program  is  designed  to  (1) 
reach  more  needy  children  with  free  vaccine  than  ever 
before  and  (2)  allow  more  parents  to  receive  free  vaccine 
for  their  children  at  private  health  care  providers. 
States  can  also  buy  vaccines  with  State  funds  at  reduced 
Federal  prices  to  provide  universal  access  to  vaccine  for 
all  children  in  their  State.   The  VFC  program  means  that 
cost  will  no  longer  be  a  barrier  for  our  neediest 
children  and  parents  can  obtain  these  vaccinations  at  the 
providers  of  their  choice. 

The  VFC  program  is  operational  in  49  States  and  the 
District  of  Columbia.   (Alaska  has  elected  not  to 
participate) .   Of  the  49  States,  36  are  currently 
distributing  and  9  are  proposing  to  distribute  in  1995 
vaccine  to  ALL  VFC- enrolled  providers  in  both  the  public 
and  private  sector.   The  remaining  4  States  plus  the 
District  of  Coliombia  are  awaiting  a  CDC-established 
vaccine  distribution  system.   In  the  meantime,  they  are 
distributing  vaccine  to  only  a  portion  of  VFC-enrolled 
providers,  including  all  public  health  department 
clinics.   Approximately  7,570  public  provider  sites  and 
21,012  private  provider  sites  have  enrolled  in  the  VFC 
program.   It  is  estimated  that  on  average  2.2  physicians 
are  located  in  each  of  the  private  provider  sites,  which 
would  mean  more  than  46,000  private  physicians  have  been 
enrolled  in  VFC.   Twenty- four  (24)  States  plus  the 
District  of  Columbia  have  completed  enrollment  among 
public  provider  sites.   The  remaining  15  are  continuing 
enrollment  in  the  public  sector.   Thirty-nine  (39)  States 
plus  the  District  of  Columbia  continue  to  enroll  private 
provider  sites  into  the  VFC  program.   Three  of  the 
remaining  10  States  indicate  that  they  have  completed 
enrollment  in  the  private  sector,  and  7  have  interrupted 
or  delayed  enrollment  of  private  provider  sites  until 
they  establish  a  vaccine  distribution  system  or  the  CDC- 
established  vaccine  distribution  system  is  operational. 

III.  At  the  national  level,  an  outreach  and  education 
campaign  promotes  parent  awareness  about  the  value  of 
vaccinating  their  children  and  encourages  health  care 
providers  to  use  every  opportunity  to  vaccinate  children 
in  their  care.   At  State  and  local  levels,  all  sectors  of 
society,  including  community  and  business  groups, 
religious  and  service  organizations,  schools,  and  the 
media  participate  in  community -based  networks  to  increase 
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infant  vaccination  efforts.   Immunization  partners  are 
encouraged  to  use  National  Infant  Immunization  Week  (late 
April  each  year)  to  focus  attention  on  the  vaccination 
needs  of  infants  and  young  children.   Parents  and 
guardians,  aware  of  the  benefits  of  immunizations,  are 
motivated  to  ensure  their  children  are  vaccinated  on 
time.   Health  care  providers  who  adopt  recommended 
immunization  practices  miss  fewer  opportunities  to 
vaccinate  children  in  their  care. 

IV.   Comprehensive  systems  to  monitor  immunization 
coverage  are  functioning  to  provide  local.  State  and 
National  data  to  help  target  interventions.   This 
systematic  evaluation  of  the  outcome  of  Federal  and  State 
programs  toward  reaching  disease  and  coverage  levels 
addresses  an  essential  component  of  the  CII,  which  is  to 
focus  accountability  for  program  results.   Concurrently, 
a  surveillance  network  to  look  out  for  cases  of  vaccine- 
preventable  diseases  and  report  them  is  also  being 
intensified.   Epidemics  begin  in  populations  with  low 
immunization  levels.   Finding  these  pockets  of  low 
immunization  today  helps  health  care  providers  target 
efforts  to  prevent  tomorrow's  epidemic.   Looking  for 
cases- -even  rare  cases- -of  diseases  preventable  by 
vaccinations  will  help  public  health  providers  take 
action  before  these  cases  lead  to  epidemics. 

IMMUNIZATION 

The  table  below  gives  immunization  levels  from  national 
surveys  conducted  in  1992  and  1993. 


IMMUNIZATION  LEVELS  OF  CHILDREN  19-35 
MONTHS  OF  AGE  FOR  SELECTED  VACCINES, 
1992-1993 

VACCINE 

1992 

1993 

Measles  -  containing 

82.5% 

84.1% 

DTP/DT' 
3+  Doses 
4+  Doses 

83.0% 
59.0% 

88.2% 
72.1% 

Polio 

3+  Doses 

72.4% 

78.9% 

Haemophilus 
influenzae 

type  b  (Hib) 

3+  Doses 

28.2% 

55.0% 

3  DTP/ 3  Polio/1  MMR2 

68.7% 

74.5% 

4  DTP/3  Polio/1  MMR^ 

55.3% 

67.1% 
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*  Diphtheria  and  tetanus  toxoids  and  pertussis 

vaccine/Diphtheria  and  tetanus  toxoids. 

^  Three  doses  of  DTP,  three  doses  of  polio  vaccine,  and 

one  dose  of  measles -mumps -rubella  vaccine. 

^   Four  doses  of  DTP,  three  doses  of  polio  vaccine,  and 

one  dose  of  measles -mumps -rubella  vaccine. 


V.   The  initiative  emphasizes  the  development  and 
licensure  of  new,  safer,  and  more  effective  vaccines, 
including  combination  vaccines  to  help  simplify  the 
vaccination  schedule.   Better  vaccines  mean  children  are 
better  protected  from  disease  earlier  in  life.   The  CXI 
has  already  helped  unify  the  childhood  immunization 
schedule,  through  close  collaboration  between  CDC,  the 
Advisory  Committee  on  Immunization  Practices  (ACIP) ,  and 
major  provider  organizations.   CII  also  supports  applied 
research  into  new  vaccines  to  reduce  the  number  of  shots 
children  must  receive.   Although  available  vaccines  are 
very  safe  and  effective,  CDC  is  working  with  States  and 
selected  provider  institutions  to  improve  monitoring  of 
vaccine  safety  and  evaluating  the  role  vaccines  may  play 
in  rare  adverse  events  following  vaccination. 
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HIV/AIDS 

Ms.  Pelosi:   CDC's  HIV  prevention  program  is  currently- 
funded  at  $590  million.   Would  you  provide  a  more 
detailed  breakdown  of  how  these  funds  are  being  spent  in 
fiscal  year  1995  by  program  activity? 


Dr.  Satcher: 
table: 


I  have  included  the  data  in  the  following 
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CENTERS  FOR  DISEASE  CONTROL  AND  PREVENTION 
HIV/AIDS  Functions 


I.    Basic  Science  Research 
II.    Risk  Assessment  &  Prevention 

A.  Surveillance 

B.  Population-based  research; 
nat.  hist., trans,  risk 
factors 

C.  Information  &  education/ 
prevention  services 

High  Risk  or  Infected 
Persons: 

o   Counseling,  testing,  and 
partner  notification 

o    HIV/IDU  prevention 
activities 


Actual 

Current  Estimate 

FY  1996 

Comparable 

Comaparable 

Estimate 

$5,055,000 

$5,050,000 

$5,050,000 

69,812,000 

69,721,000 

69,721,000 

40,862,000 

40,821,000 

40,821,000 

171,324,000 

187,770,000 

210,828,000 

61,093.000 

62,635,000 

82,265,000 

o    HIV  prevention  among 
drug  abusers 

o   HE/RR-IDUs 

o  HE/RR 

o  Women  &  Infants 

o  Tuberculosis 

o  Hemophilia 

o  HIV/ AIDS  Prevention 

Research 

o  Special  Project 

Special  minority 
initiatives 

School  &  College  aged 
Youth 

General  public  &  special 
programs 

Prevention  capacity 
enhancement 

Administrative  Savings 

CDC  Toul  Prevention 
Activities 

Included  in  HIV/STD/TB 
Grant 

Included  in  Chronic  Dis. 
and  Disability  Grant 


0 

0 

0 

0 

0 
25,231,000 
16,815,000 
14,652,000 

0 
25,231,000 
17,361,000 
15,652,000 

0 

4,395,000 

0 

4,391,000 

15,069,000 

26,473,000 

48,264,000 

48,215,000 

35,146,000 

38,707,000 

11,752,000 

1 1 ,740,000 

0 

0 

255,100,000  285,500,000 


1.100,000  1,100,000 

$543,253,000  $589,962,000 


25,231,000 
18,991,000 
15,652,000 

18,000,000 

4,391,000 


48,215,000 


42,135,000 


11,740,000 
(702,000) 


$287,053,000  $303,362,000  $325,718,000 


1,100,000 
$624,718,000 


NOTE:      The  HFV  prevention  cooperative  agreements  expenditures  will  be         determined  through  community  planning 
processes. 
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CENTERS  FOR  DISEASE  CONTROL  AND  PREVENTION 
Disease  Control,  Research,  and  Training 

To  carry  out  titles  II,  III,  VII,  XI,  XV,  XVII,  and  XIX,  of  the  Public 

Health  Service  Act,  sections  101,  102,  103,  201,  202,  and  203  of  the  Federal  Mine 

Safety  and  Health  Act  of  1977,  and  sections  20,  21,  and  22  of  the  Occupational 

Safety  and  Health  Act  of  1970;  including  insurance  of  official  motor  vehicles  in 

foreign  countries;  and  hire,  maintenance,  and  operation  of  aircraft, 

[$2,089,443,000]  $2 ,183 ,560 ,000,    of  which  S3, 575, 000  shall  remain  available  until 

expended  for  equipment  and  construction  and  renovation  of  facilities;  of  which  not 

to  exceed  $6 ,000,000,    together  with  $14 ,000,000   to  be   transferred  and  credited  to 

this  account  pursuant   to  section  241    of   the  Act,    shall   be  for  the  development   and 

implementation   of  an   integrated  health  data   collection  plan:   Provided  further. 

That   the  Director  may   transfer  amounts   to  other  appropriations  within   the 

Department   to  perform  activities  related  to   the  development   and  implementation  of 

this  plan;    and  in  addition,  such  sums  as  may  be  derived  from  authorized  user  fees, 

which  shall  be  credited  to  this  account:  Provided,    That  for  fiscal  year  (1995] 

1996   and  subsequent  fiscal  years  training  of  private  persons  shall  be  made  subject 

to  reimbursement  or  advances  to  this  appropriation  for  not  in  excess  of  the  full 

cost  of  such  training:  Provided  further.   That  funds  appropriated  under  this 

heading  for  fiscal  year  (1995]  1996   and  subsequent  fiscal  years  shall  be  available 

for  payment  of  the  costs  of  medical  care,  related  expenses,  and  burial  expenses 

hereafter  incurred  by  or  on  behalf  of  any  person  who  had  participated  in  the  study 

of  untreated  syphilis  initiated  in  Tuskegee,  Alabama,  in  1932,  in  such  amounts  and 

subject  to  such  terms  and  conditions  as  prescribed  by  the  Secretary  of  Health  and 

Human  Services  and  for  payment,  in  such  amounts  and  subject  to  such  terms  and 

conditions,  of  such  costs  and  expenses  hereafter  incurred  by  or  on  behalf  of  such 

person's  wife  or  offspring  determined  by  the  Secretary  to  have  suffered  injury  or 

disease  from  syphilis  contracted  from  such  person:  Provided  further,    That  for 

fiscal  year  (1995)  1996   and  subsequent  fiscal  years  amounts  received  by  the 

National  Center  for  Health  Statistics  from  reimbursements  and  interagency 

agreements  and  the  sale  of  data  tapes  may  be  credited  to  this  appropriation  and 

shall  remain  available  until  expended:  Provided  further,    That  in  addition  to 

amounts  provided  herein,  up  to  $27,862,000  shall  be  available  from  cunounts 

available  under  section  241  of  the  Public  Health  Service  Act,  to  carry  out  the 

National  Center  for  Health  Statistics  surveys. 
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4 

Violent  Crime  Reduction  Programs 

For  activities  authorized  by  sections   40151,    40261,    and  40293  Public  Law 
103-333    (including  administrative  costs),    $39 ,100 ,000   to  remain  available   until 
expended,    which    shall    be   derived  from   the   Violent    Crime  Reduction   Trust   Fund,    of 
which  $35 ,000,000   shall   be  for  Education   and  Prevention   Grants   to  reduce  sexual 
assaults   against   women,    $4 ,000,000   to  establish  Community  Programs  on  Domestic 
Violence,    and  $100,000  for  a   study  of   the  number  and  cost   of  injury   to  crime 
victims. 
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Preventive  Health  Services 
Language  Analysis 


Language  Provision 


Explanation 


"...including  insurance  of  official 
motor  vehicles  in  foreign 
countries * 


No  specific  authorization  exists  for 
the  provision  regarding  insurance; 
however,  experience  of  the  Centers 
for  Disease  Control  and  Prevention 
in  stationing  Public  Health  Service 
officials  overseas  and  at  the 
Mexican  border  indicates  that  this 
provision  is  essential.   Unless 
adequate  automobile  insurance  is 
provided,  Public  Health  Service 
officials  could  be  subject  to 
arbitrary  arrest  if  they  were 
involved  in  an  accident. 


"...  and  hire,  maintenance,  and 
operation  of  aircraft..." 


The  Centers  for  Disease  Control  and 
Prevention  must  maintain  the  ability 
to  hire  aircraft  for  testing  of  new 
insecticides  and  formulations  and 
for  applying  the  insecticides  when 
outbreaks  of  mosquito-borne  disease, 
such  as  encephalitis,  occur  in 
populous  areas  where  no  other  method 
can  be  used  to  control  the  spread  of 
the  disease. 


"of  which  $3,575,000  shall  remain 
available  until  expended  and  shall 
be  for  construction  and  renovation 
of  facilities " 


"...  such  sums  as  may  be  derived  from 
authorized  user  fees,  which  shall  be 
credited  to  this  account." 


"...That  training  of  private  persons 
shall  be  made  subject  to 
reimbursement  or  advances  to  this 
appropriation  for  not  in  excess  of 
the  full  cost  of  such  training..." 


Repair  and  construction  projects 
require  lead  time  for  planning, 
designing,  and  contracting 
procedures,  which  require  longer 
than  the  fiscal  year  to  complete  and 
obligate  funds. 

Provides  specific  authorization  to 
allow  all  funds  collected  as  user 
fees  to  be  deposited  to  this 
appropriation. 

Provides  specific  authorization  for 
depositing  funds  to  this 
appropriation  which  are  collected 
for  training  up  to  the  cost  of  the 
training  provided. 
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Language  Provision 


Explanation 


"...that  funds  appropriated  under 
this  heading  shall  be  available  for 
payment  of  the  costs  of  medical 
care,  related  expenses,  and  burial 
expenses  hereafter  incurred  by  or  on 
behalf  of  any  person  w!.-  had 
participated  in  the  study  of 
untreated  syphilis  initiated  in 
Tuskegee,  Alabama,  in  1932,  in  such 
amounts  and  subject  to  such  terms 
and  conditions  as  prescribed  by  the 
Secretary  of  Health  and  Human 
Services  and  for  payment  in  such 
amounts  and  subject  to  such  terms 
and  conditions,  of  such  costs  and 
expenses  hereafter  incurred  by  or  on 
behalf  of  such  person's  wife  or 
offspring  determined  by  the 
Secretary  to  have  suffered  injury 
from  syphilis  contracted  from  such 
person. . . " 


Provides  specific  authorization  for 
payment  of  cost  of  medical  care, 
related  expenses,  and  burial 
expenses  for  participants  in  the 
study  of  untreated  syphilis.   It 
also  provides  for  payment  of  cost 
and  expenses  incurred  by  or  on 
behalf  of  the  participant's  spouse 
or  offspring  who  have  suffered 
injury  of  disease  from  syphilis 
contracted  from  such  participants. 


"...That  amounts  received  by  the 
National  Center  for  Health 
Statistics  from  reimbursable  and 
interagency  agreements  and  the  sale 
of  data  tapes  may  be  credited  to 
this  appropriation  and  shall  remain 
available  until  expended:..." 


Provides  specific  authorization  to 
allow  all  funds  collected  by  the 
National  Center  for  Health 
Statistics  from  reimbursable  and 
interagency  agreements  to  be 
deposited  to  this  appropriation  and 
to  remain  available  until  expended. 


"...that  in  addition  to  amounts 
provided  herein,  up  to  $27,862,000 
shall  be  available  from  amounts 
available  under  section  241  of  the 
Public  Health  Service  Act,  to  carry 
out  the  National  Center  for  Health 
Statistics  surveys...." 


Provides  specific  authorization  for 
use  of  evaluation  funds  by  the 
National  Center  for  Health 
Statistics  to  finance  health 
surveys . 


"...of  which  not  to  exceed 
$6,000,000,  together  with 
$14,000,000  to  be  transferred  and 
credited  to  this  account  pursuant  to 
section  241  of  the  Act,  shall  be  for 
the  development  and  implementation 
of  an  integrated  health  data 
collection  plan:   Provided  further. 
That  the  Director  may  transfer 
amounts  to  other  appropriations 
within  the  Department  to  perform 
activities  related  to  the 
development  and  implementation  of 
this  plan. . . " 


CDC's  budget  includes  $20,000,000 
for  a  HHS  department-wide  initiative 
to  improve  information  available  to 
policymakers  and  analysts  about 
health  care.   The  improvements  will 
be  obtained  by  better  coordination 
of  related  surveys  throughout  HHS. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

CENTERS  FOR  DISEASE  CONTROL  AND  PREVENTION 

DISEASE  CONTROL,  RESEARCH,  AND  TRAINING 

Amounts  Available  for  ObligationM 


Appropriation : 
Annual 
Less  P.L.  103-333 

Rent  Reduction 
Less  P.L.  103-333 

Cash  Awards  Reduction 


1994 
Actual 


$2,051,132,000 


1995 
Appropriation 

$2,089,443,000 

(140,000) 

(1,172,000) 


1996 
Estimate 


$2,183,560,000 


Real  trcmsfer  from 
Executive  Office  of 
The  President  for 
Northridge  Earthquake 

Subtotal,  adjusted 
budget  authority 

Violent  Crime  Reduction 
Programs  P.L.  103-322 

Proposed  1995  Rescission 


4,050,000 


2,055,182,000 


2,088,131,000 


(1,300,000) 


2,183,560,000 


39,100,000 


Proposed  Legislation  - 
Excise  Tax  Reduction 


(25,000,000) 


Proposed  Legislation  - 
Administrative  Savings 


Appropriation  Total 


2,055,182,000 


2,086,831,000 


(6,000,000) 


2,191,660,000 


Offset  collections 
from:  CRADA 


1,099,000 


767,000 


Recovery  of  prior  year 
obligations 


Unobligated  balance 
start  of  year 


38,271,000 


48,277,000 


Unobligated  balemce 
end  of  year 


Unobligated  balance 
lapsing 


Total  obligations 


(48,277,000) 


$2,046,099,000 


$2,135,875,000 


$2,192,450,000 


\1  Excludes  the  following  amounts  for  reimbursements:   FY  1994  $131,813,000  and  881  FTE; 
FY  1995  $156,660,000  and  780  FTE;  aind  FY  1996  $156,660,000  and  765  FTE. 
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Centers  for  Disease  Control  and  Prevention 

Research  and  Training 

Summary  of  Changes 


Budget 
Authority 

1995  Appropriation $2,088,131,000 

1995  Proposed  Rescission (SI. 300.000) 

Subtotal $2,086,831,000 

1996  Request S2  .  152  .  560.000 

Subtotal  Change $65,729,  000 

Crime  Bill S39.100.000 

Total  1996  Request S2  .  191.  660.000 

Net  Change $104,829,000 


FY  1995 
Appropriation 


Pos. 
(FTEl 


Budget 
Authority 


Change  from  Base 


Pos. 
(FTEl 


Budget 
Authority 


A.  Built-in: 

Jan  1996  pay  raise/locality  pay  a  2.4X 

Annualization  of  Jan  1995  pay  increase 

Uithin-grade  increases 

One  extra  day  of  pay 

ADP  &  teleconnunication 

Health  statistics  surveys 

Utilities  and  fuel  oil 

Rental  payments  to  GSA 

DOL  employees  conpensation  fund 

PHS  adninistrative  service  center 

Vaccine  price  increase 

Inflation  costs  on  other  objects 

Subtotal 

B.  Program: 
Data  Initiative 

Preventive  Health  and  Health  Services  Block  Grant 

--  Crime  bill 

Sexually  Transmitted  Diseases 

--  Impact  of  STDs  on  women  and  infants  health 

Inmunization  grants 

--  Purchase  of  vaccines 

Infectious  Diseases 

--  New  and  emerging  infectious  diseases 

Breast  and  Cervical  Cancer  Mortality  Prevention 

--  Expansion  of  prevention  programs 

Injury  Prevention  and  Control 

--  Crime  bi II 

--  Completion  of  2  year  phase  in  of  FY95  increases 

Occupational  Safety  and  Health 

--  Morgantown  U.  Va  laboratory 


$324,193,763 

8,126,050 

248,058,000 

324,193,763 

46,172,414 

53,575.000 

6,360,000 

13,842,000 

1,120,553 

2,448,000 

149,000,000 

46,068,966 


$157,918,000 


149,000,000 


$5,835,000 

2,032,000 

4,465,000 

1,247,000 

1,339,000 

3,000,000 

184,000 

1,826,000 

33,000 

122,000 

3,240,000 

1.336.000 

$24,659,000 

$6,000,000 

35,000,000 

4,292,000 
39,000,000 

8,800,000 


4,100,000 
1,000,000 
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FY  1995 
Appropriation 


Change  from  Base 


HIV  Prevention 

--  Scientific  prevention  research 

--  Expansion  of  tuberculosis  activities 

--  Expansion  of  prevention  conmunity  planning 

fTE  transfers  from  HHS 

--  Working  Capital  Fund 

--  Office  of  the  Secretary  downsizing 

Subtotal 

Total  Increases 


Po8. 
(FTE) 


6,560 
6,560 


Budget     Pos . 
Authority    (FTEl 

589,962,000 


Budget 
Authority 


18,000,000 
2,000,000 
16,000,000 


SU2,192,000 
1166,851,000 


Decreases: 

A.  Built-in: 

1.  OHHS  Uorliing  Capital  Fund  reduction 

2.  FTS  2000  Reduction 
Subtotal 

B.  Proflran: 

1.  Inmnization  Vaccine  Excise  Tax 

2.  Occupational  Safety  and  Health 

Non-recurring  scientific         of  Morgantown  laboratory 

3.  FT  1996  streamlining  staffing  reductions 
it.  Proposed  administrative  savings 

5.     Absorption  of  current  services 
Subtotal 
Total  decreases 
Net  Change 


1,926,000 

{»79,000) 

1,258,000 

«,25.000) 
($504,000) 

149,000,000 

{$25,000,000) 

133,120,000 

(1,000,000) 

6,560 

(130) 

(6,469,000) 

6,560 

(90) 

(6,000,000) 

(23.049.000) 

(220) 

($61,518,000) 

(220) 

($62,022,000) 

(115) 

($104,829,000) 

91-285  O- 
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Budget  Authority  by  Activity 

M 

(Dollais 

In  Thousands) 

FY  1894  Actual 

Pn995 
FTE 
0 

Appropriation 
BA 

FY  1995 
FTE 
0 

Current  Est 
BA 

FY  1996  Estimate 

FTE 
0 

BA 

FTE 
310 

BA 

HIV/STO^B  Performance  Partnership  Grant 

$0 

SO 

$0 

$487,700 

CDC  HIV/AIDS  Prevention 

1.002 

543.253 

965 

569.962 

965 

589,962 

926 

325.718 

615 

99.771 

570 

105.242 

570 

105,242 

159 

20.668 

CDC  Tuberculosis 

es 

116.769 

63 

119,582 

63 

119.582 

44 

14.245 

Chronic  Disease  and  Disability 

Pertormance  Partnership  Grant 

0 

0 

0 

0 

0 

0 

13 

118.100 

CDC  Chronic  &  Environ.  Disease  Prevention 

628 

123.004    1 

597 

139.754 

597 

139,754 

584 

102.427 

56 

78.076 

54 

100.000 

54 

100.000 

39 

22,971 

Immunization  Peitormance  Partnership  Grant 

0 

0 

0 

0 

0 

0 

68 

176,700 

Immunization 

(a)  Grants 

77 

423,393 

78 

359,377 

78 

359,377 

7 

196,497 

(b)  Prevention  Activities 

288 

104.750 

337 

106,120 

337 

106,120 

337 

104,621 

Subtotal 

385 

528.143 

415 

485,497 

415 

485.497 

344 

301,118 

Preventive  Health  Block  Grant 

Grants 

16 

151,749 

IS 

152,487 

IS 

152,487 

13 

148,914 

Prevention  Activities 

17 

5.437 

17 

5,431 

17 

5,431 

17 

5,424 

Rape  Prevention  and  Education/Crime  BW 

0 

0 

0 

0 

0 

0 

0 

35,000 

Subtotal 

33 

157.186 

32 

157.918 

32 

157,918 

30 

189,338 

0 

8,989 

0 

7,724 

0 

7,724 

0 

7,724 

Infectious  Diseases 

see 

47.782 

4«3 

54,402 

483 

54,402 

459 

83.191 

Lead  Poisoning 

38 

34.683 

36 

36.409 

38 

36.409 

35 

38.391 

Inluty 

78 

39.308 

77 

44.979 

77 

43,879 

76 

44,661 

Domestic  Viol.  Demo/Injury  Study/Crime  BH 

0 

0 

0 

0 

0 

0 

0 

4,100 

Subtotal 

79 

39.308 

77 

44.979 

77 

43,879 

76 

46,761 

Occupational  Safety  and  Health 

Research 

934 

115,439 

1,005 

120,222 

1,005 

120,222 

1,098 

124,186 

Training 

0 

12.898 

0 

12,898 

0 

12,898 

0 

12,898 

Subtotal 

934 

128,337 

1,005 

133,120 

1,005 

133,120 

1,098 

137,084 

Epidemic  Senieas 

988 

73,520 

940 

73,325 

940 

73,325 

935 

73,318 

Oatalnttiative 

(a)  Prevention  Activities 

(b)  1%  Evaluation 
Subtotal 


20,000 
(14.000) 


Health  Statietics 

(a)  Prevention  Activities 

(b)  1%  Evaluation 
Subtotal 

Buildir>gs  and  Facilities 

Program  Management 
Total,  Budget  Authonty 
Reimbursable  FTE 
Total  FTEs 


509 

83.405 

495 

81,437 

495 

81,437 

492 

81.426 

0 

(28.873) 

0 

(27,882) 

0 

(27.862) 

0 

(27.862) 

509 

54.532 

495 

53,575 

495 

53.575 

492 

53.564 

0 

18,648 

0 

3,575 

0 

3.575 

0 

3,57S 

70 

3,131 

88 
5,780 

3.067 

68 

5,780 

3,067 

68 

5.680 

3,067 

5.871 

2,051,132 

2,088,131 

2.086.831 

2.191,660 

881 

0 

780 

780 

785 

6l7S2 

6.560 

6.580 

8.445 

— 11  — rr-  T-  nff  mm  rim  iitis  rrm  ■  it  us  nttimt » 
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Budget  Authority  by  Activity 
(Dollars  in  Thousands) 
FY  1994  Actual                     FY  1 995  Current  Est 
Comparable  Compafable 


FTE 


HIV/STDATB  Porlormanoe  Partnership  Grant 

CDC  HIV/AIDS  Prevention 

CCX;  Sexually  Transmitted  Disease  Prevention 

CDC  Tuberculosis 

Chronic  Disease  and  Disability 
Performance  Partnership  Grant 

CDC  Chronic  &  Environ,  Disease  Prevention 

CDC  Breast  and  Cervical  Cancer  Prevention 

Immunization  PerlormarKe  Partnership  Grant 


BA 


FTE 


BA 


455  $433,300  414  $471,000 

998  287.053  981  303,382 

184  21.971  180  22.842 

85  18.369  S3  18.882 

13  98.200  13  118.100 

628  87.804    1         597  102.754 

43  18.176  41  20.000 

67  196.800  68  176.700 


FY  1996  Estimate 


FTE 


BA 


310  $487,700 

928  325.718 

159  20.868 

44  14.245 

13  118.100 

584  102.427 

39  22.971 

68  176,700 


Immunization 

(a)  Grants 

(b)  Prevention  Activities 
Subtotal 


10  226.593 

288  104.750 

298  331.343 


10  182.677 

337  108.120 

347  288,797 


7  198,497 

337  104.621 

344  301.118 


Preventive  Health  Block  Grant 
Grants 

Prevention  Activities 

Rape  Prevention  and  Education/Crime  Bill 
Subtotal 

Prevention  Centers 

Infectious  Diseases 

Lead  Poisoning 

Injury 
Domestic  Viol  Demo/Injury  Study/Crime  Bill  _ 
Subtotal 


151,749 
5.437 

0_ 

157.186 

8.989 

47.782 

34.8S3 

39.306 

0_ 

39.308 


152.487 
5,431 

0_ 

157,918 

7,724 

54,402 

36.409 

43.679 

0_ 

43.679 


148.914 

5.424 

35.000 

169.338 

7.724 

63.191 

36.391 

44.861 
4.100 


Occupational  Safety  and  Health 
Research 
Training 
Subtotal 

Epidemic  Services 

Data  Initiative 

(a)  Prevention  Activities 

(b)  1%  Evaluation 
Subtotal 


115.439  1.005 


128.337  1.005 


1.098 

124.186 

0 

12.898 

1.098 

137.084 

935 

73.318 

0 

20.000 

0 

(14.000) 

83.405 
(28.873) 


Health  Statistics 

(a)  Prevention  Activities 

(b)  1  %  Evaluation 
Subtotal 

Buildings  and  Facilities 

Program  Management 
Total.  Budget  Authority 
Reimbursable  FTE 
Total  FTEs 


/  Doe*  nc«  reflecl  $4,050,000  Executive  Office  of  ihe  PreaKjant  transfw  for  Northndge  aamiqueite 


81.437 
(27.882) 


81.428 
(27.862) 


91  285     K72 
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Centers  for  Disease  Control  and  Prevention 
Budget  Authority  by  Object 


FY  1995 
Approp 
Personnel  compensation 

Full-time  permanent  $206,719,000 

Other  than  permanent  11,243,000 

Other  personnel  compensation    12,293,000 
Total  personnel  compensation   230,255,000 


Personnel  Benefits:  Civilian 

Benefits  to  Former  Personnel 

Travel  and  transportation  of 
persons 

Transportation 
of  things 


58,120,000 
6,275,000 

13,420,000 

3,096,000 


Rent,  communications,  and  utilities 

Rental  payments  to  GSA  13,842,000 

Communications,  utilities  and 

miscellaneous  charges  18,316,000 

Printing  &  reproduction  4,367,000 

Other  services  32,878,000 

Project  contracts  162,959,000 

Supplies  and  materials  10,656,000 

Equipment  41,551,000 

Lands  and  structures  5,443,000 

Grants : 

Direct  Assistance:  Provided  in  lieu  of  cash 


Personnel  compensation 
Personnel  benefits 
Travel  and  transportation 

of  persons 
Transportation  of  things 
Printing  and  reproduction 
Project  contracts 
Supplies  and  materials 
Equipment 
Financial  assistance 

Total  budget  authority  by 
object  class 


28,603,000 
7,538,000 

207,000 

138,000 

69,000 

492,000 

147,552,000 

1,923,000 

1,300,431,000 


FY  1995 
Current 
Estimate 

$206,719,000 

11,243,000 

12,293,000 

230,255,000 

58,120,000 

6,275,000 

13,420,000 

3,096,000 

13,842,000 

18,316,000 

4,367,000 

32,878,000 

162,959,000 

10,656,000 

41,551,000 

5,443,000 


28,603,000 
7,538,000 

207,000 

138,000 

69,000 

492,000 

147,552,000 

1,923,000 

1,299,131,000 


FY  1996 

Estimate 

$215,615,000 

11,722,000 

12,817,000 

240,154,000 

59,438,000 

0 


14,220,000 

3,189,000 

15,668,000 

18,424,000 

4,493,000 

36,623,000 

169,595,000 

15,910,000 

42,677,000 

5,843,000 


29,822,000 
7,699,000 

207,000 

138,000 

69,000 

492,000 

161,552,000 

1,923,000 

1,363,524,000 


$2,088,131,000   $2,086,831,000    $2,191,660,000 
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ADMINISTRATIVE  COSTS 


FY  1995 

FY  1995 

Current 

FY  1996 

Appropr  iat  ion 

Estimate 

Estimate 

Personnel  Compensation: 

Full-time  permanent  (11.1) 

$235,322,000 

$235,322,000 

$245,437,000 

Other  than  Full-time  permanent 

(11.3) 

11,243,000 

11,243,000 

11,722,000 

Other  Personnel  Compensation 

(11.5) 

12,293,000 

12,293,000 

12,817,000 

Total  Personnel  Compensation 

(11.9) 

258,858,000 

258,858,000 

269,976,000 

Civilian  Personnel  Benefits 

(12.1) 

65,658,000 

65,658,000 

67,137,000 

Benefits  to  Former  Personnel 

(13.0) 

6,275,000 

6,275,000 

0 

Subtotal,  Pay  Costs 

330,791,000 

330,791,000 

337,113,000 

Travel  (21.0) 

13,627,000 

13,627,000 

14,427,000 

Transportation  of  Things  (22.0) 

3,234,000 

3,234,000 

3,327,000 

Rental  Payment  to  Others  (23.2) 

1,478,000 

1,478,000 

1,478,000 

Communications,  Utilities  & 

Miscellaneous  Charges  (23.3) 

16,838,000 

16,838,000 

16,946,000 

Printing  and  Reproduction  (24.0) 

4,436,000 

4,436,000 

4,562,000 

Consulting  Services  (25.1) 

2,649,000 

2,649,000 

2,726,000 

Other  Services  (25.2) 

30,229,000 

30,229,000 

33,897,000 

Supplies  and  Materials  (26.0) 

10,656,000 

10,656,000 

15,910,000 

Subtotal,  Non  Pay  Costs 

83,147,000 

83,147,000 

93,273,000 

TOTAL 

$413,938,000 

$413,938,000 

$430,386,000 
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SIGNIFICANT  ITEMS 

1995  HOUSE  REPORT  #103-533 

1.    Sexually  Transmitted 
Diseases 

The  1995  House  Report 
#103-533  stated  that  the 
Committee  encourages  CDC 
to  expand  its  efforts  to 
provide  STD  services  in 
settings  not 

traditionally  used  by  the 
program,  such  as  family 
planning  clinics. 


Action  to  be  taken 

The  CDC  has  long 
recognized  the  benefits 
of  providing  STD  services 
in  non-traditional 
settings,  and  has  worked 
with  states  to  expand 
their  activities  to 
include  outreach 
endeavors  to  family 
planning  clinics, 
homeless  shelters, 
migrant  health  centers, 
community  health  c lines, 
and  other  non-traditional 
sites.  The  program 
guidance  for  the  STD 
Accelerated  Prevention 
Campaigns  (APCs)  supports 
enhanced  APC  activities 
including  "expanded 
access  to  STD  clinical 
services,"  which  maximize 
collaborative  activities 
involving  delivery  of  STD 
services  in  other 
clinical  or  institutional 
settings,  e.g. ,  family 
planning,  antenatal  or 
women's  health  clinics; 
migrant,  community  or 
rural  health  centers; 
private  providers; 
substance  abuse  programs; 
correctional  systems. 

In  the  program  guidance 
for  the  Infertility 
Prevention  Program,  CDC 
requires  that  each 
project  area  work  with 
their  family  planning 
partners  to  develop 
approaches  to  address 
this  condition;  and  that 
a  minimum  of  50%  of  the 
available  resources  must 
be  directed  to  providing 
STD  services  in  family 
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Tmmunization 

The  1995  House  Report 
#103-553  stated  the 
Committee  encourages  CDC 
to  closely  monitor  the 
demand  for  vaccines 
purchased  under  the 
discretionary  program 
and,  if  necessary,  to 
consider  using  funds 
remaining  unobligated  at 
the  State  level  for 
additional  discretionary 
vaccine  purchases. 


2.    Ar-tion  <-"  he  taken 

CDC  is  closely  monitoring 
the  amount  of  Section  317 
funds  being  used  for 
vaccine  purchase  and,  if 
necessary,  will  use 
vaccine  funds  carried 
over  by  States  from 
previous  year  Section  317 
grant  awards  for  the 
purchase  of  vaccines. 


16 


390 


Immunization 


Action  to  be  taken 


The  1995  House  Report 
#103-553  Stated  the 
Committee  is  concerned 
about  the  Department's 
ability  to  distribute 
vaccine  as  proposed  in 
the  budget  request  and 
reserves  judgment  on  the 
Administration's 
distribution  proposal 
until  completion  of  a  GAO 
report  on  this  matter 
which  is  due  to  be 
submitted  to  Congress  in 
July.   Further,  to 
ensures  the  safety  of 
this  federally- 
distributed  vaccine,  the 
Committee  directs  the  CDC 
and  GSA  to  comply  fully 
with  all  applicable  FDA 
guidelines  required  of 
commercial  vaccine 
distribution  facilities. 


CDC  has  discontinued 
plans  to  use  a  GSA 
distribution  center  for 
vaccine  distribution. 
CDC  is  in  the  process  of 
negotiating  with  vaccine 
manufacturers  to  modify 
existing  vaccine  purchase 
contracts  to  include 
vaccine  distribution. 
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Infectious  diseases 


Action  to  be  taken 


The  1995  House  Report 
103-553  stated  the 
Committee  is  pleased  that 
CDC,  in  response  to  a 
report  issued  by  the 
Institute  of  Medicine 
(lOM) ,  has  released  a 
comprehensive  plan  to 
address  the  threat  of 
infectious  diseases  in 
the  U.S.   The  plan 
focuses  on  four  major 
activities-disease 
surveillance,  applied 
research,  prevention  and 
control,  and 
infrastructure-that  are 
designed  to  improve  the 
ability  to  identify, 
contain,  and  prevent  new 
and  reemerging  infectious 
diseases.   The  Committee 
remains  concerned  about 
the  findings  of  the  lOM 
report  and  urges  CDC  to 
make  implementation  of 
the  comprehensive  plan  a 
priority.   Funding  has 
been  increased  to  allow 
CDC  to  begin  to  respond 
in  a  systematic  way  to 
the  health  threat  posed 
by  these  emerging 
infections. 


The  CDC  is  systematically 
implementing  the  highest 
priority  items  in  the 
comprehensive  plan,  including: 
Surveillance  and  Response — 1) 
Four  population-based  emerging 
infections  epidemiology  and 
prevention  centers  were 
provided  cooperative  agreement 
funds  to  obtain  detailed 
information  about  selected 
diseases  for  which  adequate 
information  is  unavailable, 
test  prevention/  intervention 
strategies,  undertake  special 
projects  and  provide  a 
technical  assistance  resource 
to  other  agencies, institutions 
or  organizations  in  the  area; 
2)  Program  announcements  are 
under  development  for  1995  to 
provide  cooperative  agreement 
support  for  sentinel  sur- 
veillance of  specific 
infectious  diseases  or 
conditions  and  to  support 
training  and  surveillance, 
epidemiologic  investigations, 
and  laboratory  programs  in 
states.   Applied  Research — An 
extramural  grant  program  will 
be  initiated  in  1995  to 
address  targeted  epidemiologic 
and  prevention  effectiveness 
research  with  CDC,  health 
departments,  academic  centers 
and  community  groups. 
Prevention  and  Control — CDC 
will  launch  a  new  journal, 
Emeraina  Infectious  Diseases 
in  January  1995.   This  peer- 
reviewed  journal  will  provide 
information  on  emerging 
infections  and  dispatches  of 
laboratory  and  epidemiology 
reports.   In  addition,  CDC 
developed  opportunistic 
infection  prevention  guide- 
lines for  HIV-infected  persons 
to  be  published  in  1995. 
Infrastructure — CDC  has 
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developed  a  plan  for  a  public 
health  laboratory  fellowship 
program  which  is  scheduled  to 
begin  in  1995. 
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Infectious  Diseases 


Action  to  be  taken 


The  1995  House  Report 
#103-553  states  the 
Committee  calls  the 
agency's  attention  to  the 
problem  of  Valley  fever 
and  encourages  further 
work  in  this  area. 


CDC  has  recently  funded  an 
emerging  infections  program 
(EIP)  in  California  to  conduct 
population-based  disease 
reporting.   As  part  of  the 
California  EIP,  active 
surveillance  will  be  conducted 
for  cases  of  acute, 
laboratory-conf  irmed 
coccidioidomycosis  (valley 
fever) ,  predominantly  in  Kern 
County  and  to  a  lesser  extent 
in  other  less  affected 
counties.   This  will  enable 
close  monitoring  of  trends  in 
the  incidence  of  cases  of 
coccidioidomycosis  and  the 
identification  of  specific 
risk  factors  for  severe 
disease. 
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Human  Immunodeficiency 
Virus 

The  1995  House  Report 
/103-553  states  in 
allocating  these  funds, 
the  Committee  encourages 
CDC  to  award  funds  based 
on  the  quality  of  State 
and  local  plans.   For 
cooperative  agreements 
with  State  health 
departments,  CDC  is 
encouraged  to  give 
priority  to  those  States 
that  have  implemented 
local  and  regional 
community-level  planning 
activities  and  those  that 
have  arranged  to  provide 
quality  technical 
assistance  on 
intervention  design  and 
program  evaluation  to 
community-based  HIV 
prevention  providers 
funded  indirectly  through 
these  CDC  cooperative 
agreements .   The 
Committee  also  urges  that 
increased  attention  be 
given  to  youth  in  local 
planning  initiatives. 
CDc  is  further  encouraged 
to  develop  data 
monitoring  systems  for 
cooperative  agreements 
with  State  and  local 
health  departments  that 
would  allow  annual 
reporting  on  funds 
allocated  by  specific 
interventions  to  specific 
target  populations. 


6.  Action  to  be  taken 

The  HIV  prevention 
cooperative  agreements 
with  State  and  local 
health  departments  are  in 
the  third  year  of  a  five- 
year  cooperative 
agreement  and  therefore 
were  not  competing  for 
funds  this  fiscal  year. 
However,  the  quality  of 
the  State  and  local 
community  planning 
process  that  was 
implemented  to  develop 
the  plans  was  one  of  the 
fundamental  criteria 
against  which  the 
continuation  applications 
were  assessed. 
Supplemental  funds  will 
be  awarded  on  a 
competitive  basis  with 
the  quality  of  the 
planning  process  being  a 
major  criteria.   Up  to 
$39  million  will  be 
awarded  to  address  unmet 
needs  and  capacity 
building  of  local  service 
providers.   The 
supplemental  guidance 
specifically  encourages 
health  departments  in 
their  applications — with 
the  concurrence  of  the 
HIV  prevention  community 
planning  group — to  give 
increased  attention  to 
the  priority  unmet  needs 
of  high-risk  youth.   This 
emphasis  on  the  unmet 
needs  of  youth  can 
include  supporting 
activities  to  build 
capacity  of  community- 
based  organizations  and 
local  service  providers 
to  plan,  implement, 
sustain,  and  evaluate  HIV 
prevention  interventions, 
and  to  strengthen  the 
community  planning 
process,  such  as  the 
costs  of  efforts  to 
enable  high-risk  youth  to 
be  active  participants  in 
the  planning  process. 
States  are  required  to 
complete  a  table  of 
projected  expenditures 
that  details  funds 
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allocated  by  specific 
interventions  to  specific 
populations . 


22 
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Chronic  and  environmental 
disease  prevention 

The  1995  House  Report 
number  #103-553  states 
the  Committee  is 
encouraged  by  the 
progress  that  CDC, 
together  with  the  medical 
and  lay  representatives 
of  the  epilepsy 
community,  has  made  in 
initiating  a 

collaborative  prevention 
education  effort  on  the 
benefits  of  early 
intervention  in  the 
treatment  of  epilepsy. 
CDC  has  laid  out  a  plan 
of  action  for  expansion 
of  this  effort.   The 
committee  has  included  a 
modest  increase  to  permit 
a  national  education 
campaign  and  greater 
collaboration  with  State 
health  departments  to 
establish  epilepsy 
prevention  and  education 
programs  consistent  with 
CDC's  action  plan. 


Action  to  be  taken 

As  outlined  in  the  1994  Report 
to  Congress,  CDC  has  established 
a  partnership  with  leaders  of 
the  epilepsy  community, 
including  consumer,  provider  and 
scientific  organizations,  to 
develop  recommendations  for 
public  health  education  messages 
on  the  recognition  and  early 
treatment  of  persons  with 
epilepsy.   Priority  targets  for 
education  efforts  include 
primary  care  providers,  persons 
with  epilepsy  and  their  family 
members,  and  the  general  public. 
Messages  for  these  populations 
include  seizure  recognition  and 
first  aid,  availability  and 
accessibility  of  appropriate 
referral  and  treatment,  and 
reduction  in  stigma  and 
disability  due  to  seizure 
recurrence.   Initial 
communications  efforts  have 
focused  on  quantifying  seizure 
burden  and  prevalence, 
estimating  associated  medical 
costs,  cataloging  existing 
intervention  materials  and 
programs,  and  establishing  a 
framework  for  evaluating  program 
effectiveness.   Public  and 
provider  education  programs  will 
be  developed  in  collaboration 
with  voluntary  and  professional 
organizations  to  increase 
awareness  of  the  benefits 
of  early  intervention, 
disseminate  effective 
program  materials,  and  reduce 
stigma  and  prejudice  towards 
persons  with  epilepsy. 

Increased  collaboration  with 
State  health  departments  may 
represent  a  mechanism  to  enhance 
program  reach  and  develop  local 
resources  for  epilepsy 
prevention  and  education. 
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Chronic  and  environmental 
disease  prevention 

The  1995  House  Report 
#103-553  states  the 
Committee  has  provided 
additional  funding  to 
continue  the  development 
of  a  national  diabetes 
program  and  encourages 
CDC  to  continue  to 
emphasize  prevention  of 
diabetes  and  related 
conditions  in  members  of 
minority  communities. 


Action  to  be  taken 


CDC's  public  health 
programs  to  prevent  and 
control  diabetes  and  its 
complications  are 
targeted  particularly  to 
certain  populations,  such 
as  minorities  and  older 
adults,  who  bear  a 
disproportionate  share  of 
the  burden  of  diabetes 
and  its  complications. 
These  efforts  are  carried 
out  primarily  through  the 
existing  network  of 
state-based  diabetes 
control  programs.   CDC  is 
currently  assisting  40 
States  and  territories  to 
develop  and  maintain  core 
capacity  programs  to 
reduce  the  diabetes 
burden.   With  the 
additional  resources 
provided  by  Congress  for 
FY  1995,  CDC  anticipates 
extending  that  support  to 
approximately  six 
additional  States  (or  a 
total  of  approximately  46 
States  and  territories) . 
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Chronic  and  environmental 
disease  prevention 

The  1995  House  Report 
#103-553  states  the 
Committee  has  provided 
increased  funding  for 
activities  related  to 
chronic  fatigue  syndrome 
(CFS) .   The  Committee 
intends  that  CDC  will 
allocate  these  additional 
funds  to  community-based 
prevalence  studies  which 
would  allow  CDC  to 
collect  data  on  endemic 
cases  and  possible 
cluster  outbreaks.   In 
addition,  the  Committee 
encourages  CDC  to  support 
studies  on  possible 
transmission  routes  for 
CFS  and  to  provide 
educational  programs  as 
appropriate. 


Action  to  be  taken 


The  majority  of  CDC  funds  for 
CFS  are  used  to  support 
population-based  prevalence 
studies  such  as  that  recently 
completed  in  San  Francisco  and 
another  to  begin  in  Wichita  in 
FY  1995.   In  addition  to 
collecting  data  on  endemic 
cases,  CDC  continues  to 
investigate  possible  CFS 
cluster  outbreaks  such  as 
those  in  Michigan,  California, 
and  Florida.   A  major 
component  of  our  CFS  research 
activities  is  to  determine  if 
there  is  an  association 
between  possible  infectious 
agents  and  CFS.   Case  control 
studies  are  being  conducted  to 
examine  possible  risk  factors 
that  include  occupational  and 
geographic  occurrence.   The 
CDC  patient  information 
brochure  on  CFS  (over  100,000 
copies  distributed)  was 
recently  revised  in 
collaboration  with  both 
national  and  local  CFS  groups. 
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Chronic  and  environmental 
disease  prevention 

The  1995  House  Report 
#103-553  states  the 
Committee  is  pleased  that 
CDC  has  made  progress  in 
developing  a  prostate 
cancer  awareness  and 
outreach  progreim  targeted 
to  high  risk  populations. 
The  Committee  urges  CDC 
to  consider  including  in 
the  program  private,  non- 
profit organizations  with 
experience  in  prostate 
cancer  outreach  and 
education.   In  addition, 
the  Committee  encourages 
CDC  to  consider  broader 
outreach  and  education 
programs  that  would 
address  an  array  of 
cancers,  such  as  breast, 
cervical,  prostate,  skin 
and  colorectal. 


Action  to  be  taken 
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CDC  currently  supports  six 
prostate  cancer  demonstration 
projects.   Two  of  the 
demonstration  projects  focus 
on  African-American  men,  the 
highest  risk  group  grantees 
are  utilizing  innovative 
strategies  to  assess  popular 
attitudes  and  beliefs  about 
prostate  cancer  risk  and 
screening,  particularly  among 
African-American  men  age  50  to 
75  years.   The  knowledge  and 
attitudes  of  primary  health 
care  providers  are  also  being 
investigated  to  determine  what 
factors  influence  a 
clinician's  decision  to 
recommend  or  not  recommend 
prostate  cancer  screening  and 
type  of  screening. 

Two  of  the  projects  are 
further  refining  and 
validating  methods  and 
instruments  for  assessing 
knowledge,  attitudes,  beliefs, 
and  practices  related  to 
prostate  cancer  screening. 

The  other  two  projects  are 
assessing  the  relationship 
between  co-morbidities  and 
possible  competing  causes  of 
death  among  men  diagnosed  with 
prostate  cancer.   The  purpose 
is  to  determine  how  many  men 
die  from  prostate  cancer 
compared  to  those  who  have 
prostate  cancer  but  die  from 
another  cause. 


Baseline  information  to  be 
obtained  from  these  projects 
will  enable  CDC  to  better 
target  prostate  cancer 
education  and  outreach 
efforts.   In  September  1995, 
CDC  will  host  an  international 
workshop  to  help  develop 
appropriate  health  education 
messages  related  to  prostate 
cancer.   CDC  currently 
supports  11  national 
organizations  to  educate  their 
constituents  about  breast  and 
cervical  cancer,  to  increase 
access  to  breast  and  cervical 
cancer  screening  among  target 
populations,  and  to  develop 
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strategies  for  reaching  target 
populations  in  collaboration 
with  state  health  agencies.   A 
national  action  plan  is  being 
developed  in  an  effort  to 
prevent  skin  cancer  in  the 
United  States,  through  public 
and  private  partnerships. 
Several  major  organizations, 
including  the  American  Cancer 
Society  (ASC) ,  and  the 
National  Cancer  Institute, 
have  guidelines  that  recommend 
routine  screening  for 
colorectal  cancer,  although 
there  has  not  been  a  general 
consensus  among  all  groups. 
Utilization  of  screening  tests 
for  colorectal  cancer  is  very 
low.   With  the  recent 
compelling  evidence  that 
screening  leads  to  a  reduction 
in  mortality,  the  U.S. 
Preventive  Services  Task 
Forces  is  in  the  process  of 
revising  its  guideline  to 
favor  screening.   CDC  has 
begun  to  plan  for  public 
health  intervention  in  this 
area.   As  an  early  step  in 
this  process,  experts  in  the 
area  of  colorectal  cancer 
screening,  representatives 
from  the  ACS,  and 
representatives  from  other 
federal  and  state  health 
agencies  convened  in  a  1-day 
meeting  to  explore  public 
health  activities  that  are 
indicated  at  this  time. 
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11.   pahY  Bottl"  T""^*'  Decay 

The  1995  House  Report 
#103-553  stated  that  the 
Committee  encourages  the 
Division  of  Oral  Health 
to  study  the  causes  and 
solutions  to  Baby  Bottle 
Tooth  Decay  and  severe 
cavities  in  infants  and 
children. 


11.   ftr:tion  I"?  he  taken 

The  Division  of  Oral 
Health  convened  a  work- 
group of  18  experts  in 
September  1994  to  study 
the  causes  and  solutions 
to  BBTD.   This  workgroup 
developed  a  comprehensive 
list  of  research 
recommendations  and 
needs . 
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Breast  and  cervical 
cancer  screening 

The  1995  House  Report 
#103-553  states  the 
Committee  encourages  CDC 
to  place  greater  emphasis 
on  breast  cancer 
screening  programs  geared 
to  women  over  65  years  of 
age. 


Action  to  be  taken 


CDC  supports  the  1993  NCI 
Statement  of  Evidence  and  the 
U.S.  Preventive  Services  Task 
Force  recommendations 
regarding  the  proven  efficacy 
of  mammography  screening  for 
women  50  years  and  older. 
Since  the  1960s,  scientific 
studies  have  consistently 
shown  that  regular  screening 
mammograms  can  reduce 
mortality  from  breast  cancer 
in  women  age  50  to  69  years  by 
30  to  40  percent.   Although 
women  age  70  and  older  are  at 
higher  risk  for  breast  cancer 
than  younger  women,  data  from 
screening  trials  are 
inadequate  to  make  an  informed 
decision  regarding  the  benefit 
of  screening  women  older  than 
age  70. 

Consistent  with  CDC's 
commitment  to  science-based 
decision  making,   priority  for 
mammography  screening  of  women 
through  the  National  Breast 
and  Cervical  Cancer  Early 
Detection  Program  will  be 
given  to  women  age  50  years 
and  older,  such  that  by  FY 
1998,  90  percent  of  women 
served  by  the  program  for  the 
first  time  will  be  in  this  age 
group.   Since  FY  1993,  the 
program  target  for  screening 
women  50  years  and  older  has 
been  75  percent. 

CDC  is  working  with  the  Health 
Care  Finance  Administration 
(HCFA)  to  develop  and 
implement  a  campaign  to 
increase  utilization  of  the 
screening  mammography  benefit 
among  Medicare-eligible  women. 
CDC  works  with  the  American 
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Association  of  Retired  Persons 
to  determine 

older  women's  awareness  and 
experience  regarding 
mammography  and  the  Medicare 
benefit  to  initiate 
partnerships  with  several 
organizations  representing 
older  Americans  to  increase 
the  number  of  women  50  and 
older  who  get  annual 
mammograms.   CDC  also  works 
with  the  National  Caucus  on 
Black  Aged,  Inc.  and  the 
National  Hispanic  Council  on 
Aging,  to  increase  screening 
mammography  by  older  women. 


30 


404 


13.   Lead  poisoning  prevention 

The  1995  House  Report 
#103-553  States  the 
Committee  is  pleased  by 
CDC's  efforts  to  support 
the  development  of  lead 
screening  kits  for 
professionals  to  use  in 
the  field  that  will  allow 
an  almost  immediate 
reading,  which  makes 
possible  immediate 
intervention  and 
treatment.   The  Committee 
encourages  support  for 
the  continued  development 
of  more  effective  and 
portable  lead  screening 
tools. 


13.   Action  to  be  taken 

CDC  will  concentrate  its 
resources  on  the  two  or  three 
manufacturers  that  have  the 
highest  probability  of 
producing  a  field-worthy 
instrument  within  the  next  6 
to  18  months.   CDC  will  also 
assist  these  manufactures  in 
getting  FDA  approval  for  these 
devices. 


1995  SENATE  REPORT  #103-318 
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Office  of  Women's  Health 

The  1995  Senate  Report 
#103-318  states  the 
Committee  lurges  CDC  to 
use  $1,400,000  of  its 
appropriation  to  continue 
the  Office  of  Women's 
Health  in  the  Office  of 
the  Director. 
Understanding  and 
preventing  disease, 
disability,  and  injury 
among  women  requires  a 
full  agency  effort,  one 
that  crosses  program 
lines.   This  Office  will 
continue  to  ensure  that 
priority  is  given  to 
women's  health  issues 
throughout  CDC  program 
areas.   The  Office  of 
Women's  Health  will 
continue  to  consult  with 
the  director  of  CDC  to 
identify  effective 
disease  prevention  and 
control  strategies  for 
women  and  coordinate 
demonstration  projects 
between  CDC  and  other  PHS 
agencies. 


Action  to  be  taken 

Women's  health  is  a  major 
priority  at  CDC, 
reflected  in  a  wide  array 
of  programs  conducted 
throughout  the  agency 
that  target  such  problems 
as  HIV/AIDS,  sexually 
transmitted  diseases, 
breast  and  cervical 
cancer,  injury  and 
violence,  and  tobacco 
use.   These  and  other 
preventable  conditions 
adversely  affect  women's 
reproductive  health  as 
well  as  their  health  in 
later  years.   Because 
these  programs  are 
conducted  throughout  the 
agency,  careful  attention 
is  paid  to  cross-cutting 
women's  health  issues  to 
ensure  that  all 
prevention  needs  are 
adequately  addressed  and 
that  there  is  close 
collaboration  among  the 
Centers. 
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Immunization  action  plans 
flAPs) 

The  1995  Senate  Report 
#103-318  stated  the 
Committee  directs  CDC  to 
ensure  that  all  states 
receiving  lAP  funds 
conduct  annual  provider 
site  assessments  in  all 
public  clinics,  using 
CDC-approved  methodology. 
In  the  event  that  States 
lack  sufficient  resources 
to  conduct  such 
assessments,  the 
Committee  directs  CDC  to 
provide  such  resources  in 
the  form  of  technical 
assistance  to  any  State 
that  requests  such 
assistance  for  this 
purpose . 


Action  to  be  taken 


CDC  continues  to  provide 
technical  assistance  to 
States  to  conduct 
provider  site  assessments 
in  all  public  clinics 
using  CDC-approved 
methodology. 


407 


Infectious  Diseases 
The  1995  Senate  Report 
/103-318  stated  the 
Committee  is  pleased  that 
CDC  has  prepared  and 
released  a  comprehensive 
plan,.... in  response  to  a 
report  issued  by  the 
Institute  of  Medicine 
that  outlined  the  threat 
of  infectious  diseases  in 
the  United  States.   The 
CDC  plan  focuses  on  four 
major  activities — disease 
surveillance,  applied 
research,  prevention  and 
control ,  and 
infrastructure — that  are 
designed  to  improve  the 
ability  to  identify, 
contain,  and  prevent  new 
and  reemerging  infectious 
diseases.   The  Committee 
is  very  concerned  about 
the  findings  of  the  lOM 
report,  and  urges  CDC  to 
make  implementation  of 
the  comprehensive  plan  a 
priority.   Increased 
funding  will  allow  for 
implementation  of  high- 
priority  steps  called  for 
in  the  plan,  thereby 
enabling  CDC  to  respond 
to  urgent  threats  to 
health  and  prevent 
emerging  infectious 
diseases 
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The  CDC  is  systematically 
implementirig  the  highest 
priority  items  in  the 
comprehensive  plan,  including: 
Surveillance  and  Response — 1) 
Four  population-based  emerging 
infections  epidemiology  and 
prevention  centers  were 
provided  cooperative  agreement 
funds  in  Connecticut,  Oregon, 
California  and  Minnesota  to 
obtain  detailed  information 
about  selected  diseases  for 
which  adequate  information  is 
unavailable,  test 
prevention/ intervention 
strategies,  undertake  special 
projects  and  provide  a 
technical  assistance  resource 
to  other  agencies, 
institutions  or  organizations 
in  the  area;  2)  Program 
announcements  are  under 
development  for  1995  to 
provide  cooperative  agreement 
support  for  sentinel 
surveillance  of  specific 
infectious  diseases  or 
conditions  and  to  support 
training  and  surveillance, 
epidemiologic  investigations, 
and  laboratory  programs  in 
states.   Applied  Research — An 
extramural  grant  program  will 
be  initiated  in  1995  to 
address  targeted  epidemiologic 
and  prevention  effectiveness 
research  with  CDC,  health 
departments,  academic  centers 
and  community  groups. 
Prevention  and  Control — CDC 
will  launch  a  new  journal. 
Emerging  Infectious  Diseases 
in  January  1995.   This  peer- 
reviewed  journal  will  provide 
information  on  emerging 
infections  and  dispatches  of 
laboratory  and  epidemiology 
reports.   In  addition,  CDC 
developed  opportunistic 
infection  prevention 
guidelines  for  HIV-infected 
persons  to   The  guidelines 
and  background  papers  will  be 
published  in  1995. 
Infrastructure — CDC  has 
developed  a  plan  for  a  public 
health  laboratory  fellowship 
program  which  is  scheduled  to 
begin  in  1995. 
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Cardiovascular  disease 
prevention  program 

The  1995  Senate  Report 
/103-318  states  that  most 
States  lack  the  resources 
to  implement  broad-based 
and  integrated 
cardiovascular  disease 
prevention  efforts.   To 
address  this  need,  the 
Committee  encourages  CDC 
to  begin  a  planned  first- 
ever  nationwide,  State- 
based  cardiovascular 
disease  prevention  and 
control  program  focusing 
on  physical  inactivity 
and  poor  nutrition — major 
risk  factors  for 
cardiovascular  diseases 
with  an  emphasis  on 
underserved  populations. 


Action  to  be  taken 

CDC  is  assisting  States  in 
implementing  cardiovascular 
disease  (CVD)  prevention  and 
control  programs,  based  on  the 
model  outlined  in  the 
document ,  Preventing  Death  and 
Disability  from  Cardiovascular 
Diseases;   a  State-Based  Plan 
for  Action.   This  plan  was 
developed  by  affiliates  of  the 
Association  of  State  and 
Territorial  Health  Officials 
in  conjunction  with  CDC,  the 
American  Heart  Association  and 
the  National  Heart,  Lung,  and 
Blood  Institute.   It  outlines 
the  basic  functions  and 
structure  of  comprehensive  CVD 
programs,  with  an  emphasis  on 
population-based  strategies 
and  underserved  populations, 
and  provides  an  overview  of 
strategies  to  build  the 
capacity  to  conduct  these 
programs  from  the  perspective 
of  the  State  health  agency. 
In  support  of  this  effort,  CDC 
is  assisting  States'  efforts 
to  develop  integrated  CVD 
prevention  plans  and 
coalitions  by  developing 
materials  and  methods  for  use 
by  States  in  assessing  and 
monitoring  core  program 
functions  and  community-based 
activities. 

Additionally,  CDC  is 
conducting  activities  to 
enhance  national  efforts  to 
promote  physical  activity  and 
healthy 

nutrition.   CDC  will  continue 
the  development  of  the  first 
Surgeon  General's  Report  on 
Physical  Activity  and  Health, 
scheduled  for  release  in  May 
1996.   This  interagency 
collaborative  effort  will 
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bring  together  epidemiologic 

and 

physiologic  evidence  on  the 

role  of  moderate  physical 

activity  in  promoting  health 

and  preventing  disease.   CDC 

will  also  provide  national 

leadership  on  the  integration 

of  physical  activity  promotion 

and  healthy  nutrition,  and 

continue  efforts  to  implement 

environmental  and  policy 

intervention  to  reduce  CVD 

risk,  particularly  in 

under served  populations.   CDC 

efforts  will  be  coordinated 

with  existing  State  activities 

to  build  the  network  for 

implementation  of  broad-  based 

CVD  prevention  efforts. 
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School  health  programs 

The  1995  Senate  Report 
#103-318  states  the 
Conunittee  encourages  CDC 
to  expand  to  additional 
States  its  school  health 
programs  addressing 
unhealthy  behaviors  know 
to  cause  disease,  such  as 
tobacco  use,  poor 
nutrition,  and  physical 
inactivity,  and  to  extend 
teacher  training  and 
strengthen  national 
partnerships  to  support 
such  education.   The 
Committee  encourages  CDC 
to  include  health 
programs  aimed  at 
preventing  teen 
pregnancy. 


Action  to  be  taken 

Currently  CDC  funds  10  States 
for  comprehensive  school 
health  programs,  enabling  them 
to  build  State-level 
infrastructure  for 
comprehensive  school  health 
programs  and  to  strengthen 
comprehensive  school  health 
education.   CDC  expects  to 
increase  the  number  of 
programs  to  12  in  FY  1995  and 
to  continue  to  conduct 
national  training  and 
demonstration  workshops  to 
assist  states  in  designing  and 
developing  comprehensive 
school  health  programs. 

CDC  will  fund  demonstration 
grants  for  the  development  and 
evaluation  of  community 
partnership  coalitions  for  the 
prevention  of  teen 
pregnancies.   These  coalitions 
will  reinforce  the  efforts  of 
comprehensive  school  health 
programs  to  help  youth  avoid 
becoming  pregnant  by 
supporting  the  teen  pregnancy 
prevention  activities  of  those 
coalition  partners.   Partners 
will  include  the  local  health 
department,  social  service 
agencies,  local  media, 
businesses,  religious 
organizations,  and  other 
community  groups. 
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Diabetes 

The  1995  Senate  Report 
#103-318  states  the 
Committee  is  highly 
concerned  with  the 
alarming  rates  of 
diabetes,  up  to  50 
percent,  among  the 
population  in  the 
Commonwealth  of  the 
Northern  Mariana  Islands. 
The  Committee  directs 
that  special 

consideration  be  given  to 
this  group  in  prevention 
and  outreach  efforts  by 
the  CDC.   The  Committee 
also  remains  gravely 
concerned  with  the  high 
incidence  of  diabetes 
among  the  native  Hawaiian 
population.   Accordingly, 
the  Committee  reiterates 
its  request  for  CDC  to 
develop  specific 
interventions  for  this 
population. 


Action  to  be  taken 

CDC  is  currently  assisting  40 
States  and  territories  to 
develop  and  maintain  core 
capacity  diabetes  control 
programs  (DCPs) .   These 
programs — including  those  in 
Hawaii  and  the  Commonwealth  of 
the  Northern  Mariana  Islands, 
Guam,  the  Republic  of  Palau, 
and  the  Federated  States  of 
Micronesia — are  to  incorporate 
efforts  to  develop  and 
implement  new  approaches  for 
reducing  the  diabetes  burden. 


412 


Prostate  Cancer  awareness 

The  1995  Senate  Report 
/103-318  states  the 
Committee  is  pleased  that 
CDC  has  made  progress  in 
developing  a  prostate 
cancer  awareness  and 
outreach  program  targeted 
to  high-risk  populations. 
Within  the  funds 
provided,  the  Committee 
urges  that  the  program's 
scope  be  increased  and 
that  CDC  expand  its 
activities  to  include 
private,  nonprofit 
organizations  with 
experience  in  prostate 
cancer  outreach, 
education,  and  awareness. 


Action  to  be  taken 

Public  health  professionals 
have  not  yet  developed  a 
consensus  on  appropriate 
screening  and  detection 
messages  for  practitioners  and 
the  public.   Several  tools  are 
utilized  for  the  early 
detection  of  prostate  cancer 
including  digital  rectal  exeun 
(DRE)  and  the  prostate 
specific  antigen  (PSA)  blood 
test.  Transrectal  ultrasound 
is  used  frequently 
diagnostically  but  is  not 
widely  recommended  for 
screening  purposes.   The 
emergence  of  prostate  specific 
antigen,  when  combined  with 
digital  examinations,  as  an 
early  detection  tool  may  offer 
opportunities  to  detect 
cancers  of  the  prostate  at 
more  localized  stages. 
However,    the  wisdom  of 
employing  these   tools  for  mass 
screening  is  questionable 
since   there  is  no  clear 
evidence   that   their  use 
actually  decreases  mortality 
in   the  population.      Currently 
PSA  is  receiving  much 
attention  for  screening 
purposes,  but  much  more 
information  is  needed  to 
determine  its  appropriate  use, 
interpretation,  and  efficacy. 
CDC  will  host  an  international 
workshop  to  determine 
appropriate  health  education 
messages  related  to  prostate 
cancer  in  September  1995. 

In  addition  to  the  knowledge, 
attitude,  and  practice  studies 
funded  through  State  health 
departments,  CDC  currently 
supports  two  programs  at 
Prevention  Centers — the 
University  of  California  at 
Berkeley  and  the  Harlem  Center 
for 
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Health  Promotion  and  Disease 
Prevention  Inconjunction  with 
the  New  York  state  Department 
of  Health  and  Columbia 
University — to  assess  the 
relationship  between 
co-morbidltles  and  possible 
competing  causes  of  death 
among  men  diagnosed  with 
prostate  cancer.   Their 
purpose  Is  to  determine  how 
many  men  die  from  prostate 
cancer  compared  to  those  who 
have  prostate  cancer  but  die 
from  another  cause. 
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8.   Baby  Bottle  Tooth  Decay 

The  1995  Senate  Report 
#103-318  Stated  that  the 
Committee  encourages  the 
Division  of  Oral  Health 
to  convene  a  workshop  to 
review  the  studies  of  the 
causes  of,  and  solutions 
to,  baby  bottle  tooth 
decay  and  severe  cavities 
in  infants  and  children. 


Action  to  be  taken 

In  September  1994  the 
Division  of  Oral  Health 
convened  a  diverse  group 
of  18  experts  to  discuss 
key  issues  related  to 
BBTD.   The  meeting 
resulted  in  the 
development  of  a 
comprehensive  list  of 
research  recommendations 
and  needs.   To  further 
advancements  in 
preventing  and 
controlling  this  disease, 
additional  research  on 
the  multifactorial 
etiologies  will  be 
undertaken  as  resources 
permit. 
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Acute  training 
demonstrat  ions 
The  Senate  Report  #103- 
318  states  the  Committee 
remains  supportive  of 
acute  care  training 
demonstrations  at 
existing  university-based 
injury  control  research 
centers  and  urges  CDC  to 
make  acute  care  training 
demonstrations  a 
priority. 


Action  to  be  taken; 
The  3  year-cooperative 
agreement  for  the  acute 
care  training  and 
demonstration  project  at 
the  University  of  West 
Virginia  expiring  this 
year  is  being  extended 
for  at  least  one 
additional  year.   CDC 
continues  to  support 
acute  care  research  and 
training  at  academic 
institutions  and  its 
university-based  Injury 
Control  Research  Centers. 
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10.   Workplace  stress 

The  1995  Senate  Report 
#103-318  States  the 
Committee  remains 
concerned  about  reports 
of  the  increasing  impact 
of  workplace  stress  on 
the  lives  of  millions  of 
Americans.   The  Committee 
has  noted  the  importance 
of  these  issues  and 
encourages  NIOSH  to 
continue  to  work  on 
occupational  stress. 
Additionally,  the 
Committee  is  pleased  that 
NIOSH  is  doing 
postdoctoral  psychology 
training  and  encourages 
NIOSH  to  continue  this 
work. 


10.   Action  to  be  taken 

NIOSH  has  established  a 
cooperative  agreement 
with  the  American 
Psychological  Association 
to  foster  training, 
research,  and  practice  in 
occupational  health 
psychology.   The  program 
is  designed  to  provide  1- 
2  years  of  supplemental 
training  for  doctoral- 
level  psychologists  in 
occupational  stress 
research  and  workplace 
intervention  methods. 
Trainees  began  their 
classes  in  the  Fall  of 
1994  at  Wayne  State  and 
Duke  University. 
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Health  of  Asian  Pacific 
Adolescents 

The  1995  Senate  Report 
#103-318  states  the 
Committee  understands 
that  during  the  1980s, 
the  Asian  Pacific 
American  population  grew 
at  a  rate  of  95  percent 
and  numbers  approximately 
7.3  million,  or  2.9 
percent  of  the  total 
population.   Despite 
their  rapid  growth, 
reports  of  national 
health  statistics  do  not 
include  them  as  an  ethnic 
category.  Accordingly, 
the  Committee  directs  CDC 
to  include  up-to-date 
information  on  the  health 
behavior  of  Asian  Pacific 
adolescents  in  the 
agency's  youth  risk 
behavior  surveillance 
system. 


11.   Action  to  be  taken 


CDC's  Youth  Risk  Behavior 
Surveillance  System  (YRBS) 
does  include  a  response  option 
for  "Asian  Pacific  Islander" 
to  the  race/ethnicity  question 
used  in  all  the  national, 
State,  and  local  Youth  Risk 
Behavior  Surveys.   There  are 
enough  Asian  students  in  some 
State  and  local  Youth  Risk 
Behavior  Surveys  to  provide 
stable  estimates  for  this 
subgroup . 
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12.   AIDS  in  adolescents 

The  1995  Senate  Report 
#103-318  states  the 
Committee  is  concernd 
that  young  persons  aged 
13  to  24  comprised  the 
largest  percentage 
increase  among  all  age 
groups  for  new  AIDS  cases 
in  1993.   This  highlights 
the  need  for  enhanced  HIV 
prevention  programs  that 
are  culturally  sensitve 
and  reach  at-risk  youth, 
especially  young  women. 
The  Committee  urges  that 
increased  attention  be 
given  to  the  inclusion  of 
youth  in  local  planning 
initiatives  through 
technical  assistance  and 
training  activities  and 
encourages  the  CDC  to 
coordinate  such  services 
with  grantees  funded 
under  title  IV  of  the 
Ryan  White  Act. 


12.   Action  to  be  taken 

The  CDC  guidance  document 
for  Supplemental  HIV 
Prevention  Fiscal  1995 
Funds  specifically 
encourages  health 
departments  in  their 
applications — with  the 
concurrence  of  the  HIV 
prevention  community 
planning  group — to  give 
increased  attention  to 
the  priority  unmet  needs 
of  high-risk  youth.   This 
emphasis  on  the  unmet 
needs  of  youth  can 
include  supporting 
activities  to  build 
capacity  of  community- 
based  organizations  and 
local  service  providers 
to  plan,  implement, 
sustain,  and  evaluate  HIV 
prevention  interventions, 
and  to  strengthen  the 
community  planning 
process,  such  as  the 
costs  of  efforts  to 
enable  high-risk  youth  to 
be  active  participants  in 
the  planning  process. 
The  technical  assistance 
and  training  provided  at 
a  national  level  will 
include  expertise  in 
assuring  parity, 
inclusion,  and 
representation  of  youth 
in  the  planning  process. 
Current  guidance  does 
specifically  address 
coordination  with 
grantees  funded  under 
title  IV  of  the  Ryan 
White  Act  by  requiring 
the  65  funded  project 
areas  to  address  in  their 
comprehensive  HIV 
prevention  plans  how 
primary  HIV  prevention 
activities  are  linked  to 
secondary  HIV  prevention 
activities. 
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Warehouse  distribution 
system 

The  1995  Senate  Report 
/103-318  stated  the 
Secretary  may  choose  to 
continue  development  of  a 
CDC/GSA  warehouse  and 
distribution  system  at 
the  same  time  the 
contract  solicitation 
process  is  underway. 
Should  the  Secretary  do 
so,  and  should  that 
process  be  completed  in 
full  compliance  with  FDA 
current  good 
manufacturing  practices, 
the  Secretary  must 
demonstrate  that  the  cost 
of  the  CDC/GSA  system  is 
lower  than  the  cost  of 
private  sector  bids.   The 
Secretary  must  then 
submit  documentation  to 
the  Committees  of  both 
House  for  review  and 
approval  for  use  of 
funds . 


13.   Action  to  be  taken 

CDC  has  discontinued 
plans  to  use  a  GSA 
distribution  center  for 
vaccine  distribution. 
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14.   <7^^iforniri  Pir^'^'  "efects 
;4<;>pitorinq  Program 

The  1995  Senate  Report 
#103-318  states  the 
Committee  notes  that  in 
studies  to  test  the 
relationship  between 
prenatal  exposures  and 
congenital  abnormalities, 
comprehensive  and 
accurate  data  is  needed. 
The  California  Birth 
Defects  Monitoring 
Program  was  created  to 
fill  this  void.   The 
program  operates  a 
registry,  conducts 
scientific  studies, 
investigates  clusters  of 
birth  defects,  and 
addresses  concerns  of  the 
public  and  health 
professionals.   The 
Committee  encourages  CDC 
to  work  with  this  program 
and  to  consider  expanding 
this  type  of  tracking 
system  across  the  Nation. 


14.   Ar-tion  to  be  taken 

CDC  has,  for  the  past  3 
years,  provided  financial 
support  for  studies  by 
the  California  Birth 
Defects  Monitoring 
Program  which  will  help 
discover  new  causes  for 
birth  defects.   CDC  will 
continue  to  work  with  the 
program  this  year  and  in 
the  future.   CDC  is 
actively  promoting  the 
establishment  of  similar 
programs  in  other  states. 
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15.   Volcanic  emissions 

The  1995  Senate  Report 
#103-318  states  the 
Committee  is  pleased  that 
CDC  has  been  working 
closely  with  the  Hawaii 
Department  of  Health  and 
the  U.S.  Geologic  Survey 
to  determine  the 
environmental,  physical, 
and  mental  effects  of 
volcanic  emissions  in  the 
State  of  Hawaii. 
Specifically,  the 
Committee  directs  CDC  to 
contract  with  the  Cancer 
Center  of  Hawaii  to 
conduct  a  methodological 
study  on  the  adverse 
health  effects  of 
volcanic  emissions  which 
may  result  in  higher 
levels  of  cancer,  asthma, 
and  other  serious 
illnesses.   The  Committee 
is  particularly 
interested  in  the  health 
effects  of  volcanic 
emissions  in  children. 


15.   Action  to  be  taken 

CDC  continues  to  work 
with  the  Hawaii 
Department  of  Health 
(HDH)  to  report  the 
findings  of  completed 
work  and  to  provide 
ongoing  technical 
assistance  regarding 
these  and  other  related 
health  and  environmental 
exposure  concerns . 
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Women's  health 
demonstration  project 
Within  the  prevention 
centers  program,  the 
Centers  for  Disease 
Control  and  Prevention 
(CDC)  is  encouraged  to 
fund  a  women's  health 
demonstration  project  at 
a  university  that  has  a 
comprehensive  cancer 
center  in  a  rural  state 
with  a  high  minority 
population  that  has  a 
breast  and  cervical 
cancer  screening  program. 
Such  a  demonstration 
should  provide  mobile 
screening,  education, 
prevention,  follow  up  and 
care  and  include  a  focus 
on  cancers  of  the  breast, 
cervix,  skin,  colon,  and 
lung.   CDC  is  encouraged 
to  use  breast  and 
cervical  cancer 
demonstration  funds  to 
supplement  this  women's 
health  initiative. 


1.    Action  to  be  taken; 

Later  in  FY  1995,  CDC's 
Prevention  Centers  Program 
will  award  funds  to  a 
Prevention  Center  (university) 
in  a  State  that  has  a 
comprehensive  breast  and 
cervical  cancer  program  as 
well  as  having  expertise  in 
mobile  screening,  education, 
and  prevention  follow-up  care. 
The  university  to  be  funded 
will  join  in  partnership  with 
the  State  health  department  to 
address  such  areas  as  skin, 
colon,  and  lung  cancer. 

Breast  and  Cervical  Cancer 
Demonstration  funds  will  be 
used  to  supplement  activities 
for  this  women's  health 
initiative  in  FY  1995. 
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Authorizing  Legislation 


Preventive  Health  Services  Activity! 

1.  HIV/STD/TB  PerfonMnce 

Partnership  Grant 

2.  Human  immunodeficiency  virus  i 

PBSA  Sections  301,  307, 
310,  311,  317,  327,  352, 
and  1102 

3.  Sexually  transmitted  diseases: 

Grants:  PBSA  Section  318(a) 
Preventable  Infertility  318A(q) 
Prevention  Activities:  PBSA 

Sections  301,  307,  310, 

311,  and  327 


1995        1995  1996 

Amount       Current        Amount 

Authoriaed    Estimate      Authorized 


♦♦   $487,700,000 


Indefinite   589,962,000    Indefinit 


Indefinite    13,404,000    Indefinite     20,668,000 


Tuberculosis  eliminatio 
PBSA  Section  317E(a) 
Prevention  Activities 


gran 


5.  Chronic  Disease  i   Disability 

Performance  Partnership  Grant 

6.  Chronic  and  environmental 

disease  prevention: 
PBSA  Sections  301,  307, 
310,  311,  327,  352, 
1102  &  1706(e) 
Birth  Defects  317C(d) 
Prostate  Cancer  31 7D 
Cancer  Registries  399L 

7.  Breast  fc  cervical 

cancer  prevention: 
PBSA  Section  1510 


8.  Immunization  Pi 

Partnership  Grant 

9.  iTDBunisation: 

Grants:  PBSA  Section 

317(J)(1)(A) 
Prevention  Activities:  PHSA 

Sections  301,  307,  310, 

311,  327  and  352 
Vaccine  Stockpile  -  PBSA 
Section  317(J)(l)(c)(6) 

10.  Preventive  health  and  health 
services  block  grant: 
Grants:  PBSA  Title  XIX 

Section  1902 
Prevention  Activities:  PHSA 
Sections  301,  304,  306, 
307,  308,  310,  311, 
and  327 
Omnibus  Crime  Bill:  40151 


11. 


Prevention 
PHSA  Section  1706(e) 


12.  Infectious  disease  preventio 
PBSA  Sections  301,  307, 
310,  311,  327,  352, 
and  1102 


Indefinite   114,330,000    Indefinite 
Indefinite     5,232,000    Indefinite 


Indefinite  114,994,000  Indefinite 

Indefinite  3,100,000  • 

Indefinite  4,080,000  Indefinite 

Indefinite  17,580,000  Indefinite 


Indefinite   100,000,000    Indefinite 


Indefinite   359,377,000  ♦ 

Indefinite   106,120,000    Indefinite 
Indefinite  0    Indefinite 


Indefinite     5,431,000  Indefinite 

0  35,000,000 

Indefinite     7,724,000  Indefinite 

Indefinite    54,402,000  Indefinite 


14,245,000 
118,100,000 


95,247,000 
3,100,000 
4,080,000 


176,700,000 

196,497,000 
104,621,000 


Indefinite   152,487,000    Indefinite    148,914,000 


5,424,000 
35,000,000 
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Authorizing  Legislation 

1995  1995 

Aaounc  Currant 

Authorl««d  Estiaata 


1996 
Amount         1996 
Authorized      E»tia«to 


Indafinite    36,«O9,OO0    Indaflnlta     36,391,000 


14.   Injury  control i 

PHSA  Saction  39«A 
Omnlbua  Crlaa  Bllli 

40261 

40293 


Indaflnlta    43,679,000    Indaflnlta     44,661,000 


Indeflnlta 
100,000 


4,000,000 
100,000 


Occupational  safety  and  healtht 
PBSA  Sectlona,  301,  304, 
306,  308,  310,  311,  327; 
the  Occupational  Safety 
and  Health  Act  of  1970, 
Sections  20,  21,  and  22  g 
and  the  Federal  Mine  Safety 
and  Health  Act  of  1977, 
Sections  101,  102,  103, 
201,  202  and  203 


indefinite   133,120,000    Indefinite    137,084,000 


Epidemic  services) 
PBSA  Sections  301,  307, 
310,  311,  322,  325,  327, 
332,  333,  361  thru  369 
and  1102 


Indefinite    73,325,000    Indefinite     73,318,000 


17.  Health  Data  Initiative: 
PBSA  Sections  301,  304, 
305,  306,  and  307 


0    Indefinite      6,000,000 


Health  statistics: 
PBSA  Sections  301,  304, 

306,  307,  and  308 
PHSA  Sec  306(n)(1998) 


Indefinite    52,600,000    Indefinite     52,589,000 
10,000,000       975,000    10,000,000        975,000 


Buildings  and  facilitieai 
PBSA  Section  321(a) 


Indefinite     3,575,000    Indefinite      3,575,000 


20.  Program  management: 

PHSA  Title  III,  XIX,  and 
Section  1102;  the  Federal 
Mine  Safety  and  Health 
Act  of  1977,  Sections  20, 
21,  and  22;  and  the  Occupa- 
tional Safety  and  Health 
Act  of  1970,  Sectlona  101, 
102,  103,  201,  202,  (  203 

Total  appropriation 

Total  appropriation 
against  definite 
authorisation 


Indaflnlta     3,067,000    Indefinite      3.067,000 
$2,086,831,000  $2,191,660,000 


$2,086,831,000 


$1,229,180,000 
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Appropriation  History  Table 
Disease  Control,  Research,  and  Training 
Budget  Estimate  House  Senate 

to  Congress  Allowance         Allowance 
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1987 
1988 
1989 
1990 


379,846,000  - 
552,956,000 
523,146,000  3 
573,558,000  ^ 


518,254,000 
221,977,000  3 
819,941,000 
1,080,180,000 


541,862,000 

802,987,000 

979,357,000 

1,114,338,000 


997,701,000  2    1,350,747,000 


1,390,662,000 

1,602,975,000 
1,910,182,000 
1,086,850,000 


1,540,982,000 

1,658,612,000 
2,088,781,000 
2,050,931,000 


Appropr  iat  ion 

539,067,000 

771,772,000 

993,830,000 

1,106,559,000 

30,500,000 

-1,553,000 

-14,217,000 

1,350,747,000 

-39,161,000 

1,485,733,000 

1,956,000 

1,662,545,000 

2,051,132,000 

2,088,131,000 

2,086,831,0002 


1990  Supplemental        

1990  Reduction  

1990  Sequester  ~ — 

1991  1,171,595,000 

1991  Reduction 

1992  1,396,927,000 

1992  Sequester  

1993  1,600,685,000 

1994  2,161,788,000 

1995  1,983,132,000 

1995  Rescission  

1996  2,191,660,000  

il    Funding  for  AIDS  in  1987  in  the  amount  of  $45,800,000  was  requested  under  the 
appropriation  "Priority  Disease  Control  and  Research",  Office  of  the  Assistant 
secretary  for  Health,  but  House  allowance.  Senate  allowance,  and  appropriation 
included  funding  for  AIDS  in  "Disease  Control,  Research,  and  Training". 

3    Funding  for  preventive  health  service  block  grants,  prevention  centers,  sexually 
transmitted  diseases  grants,  and  immunization  grants  was  deferred  pending 
reauthorization  legislation. 

2    Funding  for  AIDS  in  1989  in  the  amount  of  $400,719,000  was  requested  under  the 
appropriation  of  "AIDS  Research  and  Education,"  Office  of  the  Assistant 
secretary  for  Health,  but  House  allowance.  Senate  allowance,  and  appropriation 
included  funding  for  AIDS  in  "Disease  Control,  Research,  and  Training". 

a        HIV  funding  in  1990  for  $474,022,000  was  requested  under  the  appropriation  of 
-AIDS  Research  and  Education",  Office  of  the  Assistant  Secretary  for  Health. 

2    immunization,  tuberculosis,  and  health  statistics  not  considered  due  to  pending 
request  for  extension  of  authorization  which  had  expired. 

2    This  appropriated  amount  reflects  a  proposed  rescission  of  $1,300,000  within 
Injury  Control  activities. 
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JUSTIFICATION 
CENTERS  FOR  DISEASE  CONTROL  AND  PREVENTION 
(Dollara  In  Thmninda) 


HIV/STOrTB  P«rfonnanc»  Ptrtnerthip  Grant 

CDC  HIV/AIDS  Prcvantion 

CDC  SuoMlly  Trmtmittad  DitaatM  Prevention 

CDC  Tuberculoeie  Prevention 

Chronic  Diaeaee  and  Diaability 

Performence  Partnerehip  Grant 

CDC  Chronic  and  Envir.  Dia.  Prev. 

CDC  Breaat  /Cervical  Cancer  Prevention 

Immunization  Performance  Pertnerahip  Grant 

Immunization 

(a)  Granta 

(b)  Prevention  Activitiee 
Subtotal 

Preventive  Health  Block  Granta 
Granta 

Prevention  Activitiee 
Rape  Prevention  and  Education/Crime  Bill 
Subtotal 

Prevention  Centers 

Infectious  Diaeeaea 

Lead  Poisoning 


Occupational  Safety  and  Health 
Reaeerch 
Training 
Subtotal 

Epidemic  Services 

Data  Initiative 

(a)  Prevention  Activitiee 

(b)  1  %  Evaluation 
Subtotal 

Heelth  Statiatica 

(a)  Prevention  Activities 

(b)  1%  Evaluation 
Subtotal 

Buildir)ga  &  Facilitiea 

Progrem  Menagement 

Total,  budget  authority 
Toul,  oUigationa 
Total,  program  level 


FY  1995 

Current  Estimat* 

Comparable 

FY  1998 
Estimate 

FTE" 

BA 

FTE 

BA 

414 

471,000 

310 

487,700 

981 

303,382 

926 

326,718 

160 

22,642 

159 

20,888 

83 

18,882 

44 

14,245 

13 

118,100 

13 

118,100 

597 

102,754 

584 

102,427 

41 

20,000 

39 

22,971 

88 

178,700 

88 

176,700 

10 
332 
347 

182,877 
106.120 
288,797 

7 
332 
344 

196,497 
104.921 
301,118 

15 
17 

32 

152,487 
5,431 

157,918 

13 
17 

30 

148,914 

5,424 

35.000 

189,338 

0 

7,724 

0 

7,724 

463 

54,402 

459 

63,191 

36 

36,409 

35 

36,391 

77 

iBill 

43,879 

78 

48,761 
4,100 

1,005 

0 

1,005 

120,222 
12,898 
133,120 

1,098 

0 

1,098 

124,186 
12,898 
137,084 

FTE 

(104) 

(35) 

(1) 


BA 

16,700 
22,356 
(1,974) 
(2,437) 

0 
(327) 
2,971 


13,820 
(1,499) 
12,321 


35,000 
31,420 


8,789 
(18) 


5,082 
4,100 


0 
Q 
0 

0 
Q 
0 

0 
Q 
0 

20,000 

(14.000) 

6.000 

0 
0 
0 

20,000 

(14,000) 

8,000 

495 

Q 

495 

81,437 
iZLSSZ) 
53,578 

492 

e 

492 

81,426 
127.962) 
53,584 

(3) 
0 
(3) 

(11) 

0 

(11) 

0 

3,575 

0 

3,575 

0 

0 

sa 

3.007 

ee 

3.0*7 

0 

Q 

5,780 
6,560 

2,086,831 
(2,135,875) 
12,116,5641 

5,880 
6,445 

2,191,680 
(2,192,450) 
12,235,416) 

(100) 
(115) 

104,829 
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General  Statement 

The  Centers  for  Disease  Control  and  Prevention  (CDC)  Is  the  Federal  agency 
responsible  for  disease  and  Injury  prevention.   As  the  Nation's  prevention 
agency,  accomplishments  have  Included  a  major  role  in  the  worldwide 
eradication  of  smallpox,  identification  of  Legionnaires  disease  and  toxic 
shock  syndrome,  immunization  of  the  Nation's  children,  the  discovery  of  the 
AIDS  epidemic,  rapid  re8i>on8es  to  public  health  crises  in  the  United  States 
and  abroad,  and  implementation  of  nationwide  chronic  disease  prevention 
progreuns.   CDC's  vision  for  the  21st  century  is  "Healthy  People  in  a  Healthy 
World  through  Prevention,"  reflecting  the  agency's  concern  that  people's 
health  is  important  both  nationally  and  internationally  and  that  the 
environment  is  critical  to  health  in  the  future. 

CDC  solves  public  health  problems  by  applying  a  series  of  four  steps:   define 
the  problem;  identify  risk  factors;  develop  and  test  prevention  strategies; 
and  implement  nationwide  prevention  programs.   Everything  in  public  health  is 
done  in  collaboration  with  its  partners  in  State  and  local  health  departments, 
national  and  community-based  organizations,  academia,  business,  and  labor. 

Some  specific  examples  that  show  how  public  health  experts  do  their  jobs  are: 

o   Emeraino  Infectious  Diseases   Emerging  infections  is  an  example  of  where 
public  health  has  been  working  to  protect  the  health  of  the  American 
people.   Infectious  diseases  remain  the  leading  cause  of  death  worldwide 
and  among  the  most  important  cause  of  death  in  the  United  States.   As 
society,  technology,  and  the  environment  change,  pathogens  evolve  or 
spread  and  the  array  of  infectious  disease  expands.   Infections 
increasingly  threaten  public  health  and  contribute  significantly  to  the 
escalating  costs  of  health  care.   During  the  summer  of  1993,  physicians 
detected  unusual  fatal  cases  of  respiratory  disease  in  young  adults  in  the 
southwestern  United  States.   Local  and  State  health  agencies,  the  Indian 
Health  Service,  and  CDC  jointly  launched  an  intensive  investigation  of  the 
outbreak,  involving  more  than  20  investigators  in  the  field  and  dozens 
more  working  on  surveillance  and  laboratory  investigations  in  Atlanta. 
Within  26  days  of  the  outbreak,  extensive  testing  of  clinical  specimens 
using  state-of-the-art  techniques  showed  that  the  disease  was  caused  by  a 
previously  unknown  hantavirus.   Subsequently,  clinicians  diagnosed  and 
reported  42  cases  of  confirmed  hantavirus-associated  illness,  over  half  of 
which  were  fatal.   Ecologic  studies  showed  that  the  deer  mouse,  a  widely 
distributed  rodent  in  North  America,  is  a  major  natural  carrier  of  the  new 
hantavirus.   By  late  July,  public  health  experts  had  developed  guidelines 
for  preventing  the  disease.   The  speed  and  state-of-the-art  technology 
used  to  tackle  hantavirus  are  needed  to  address  the  continuing  challenges 
of  emerging  new  infections  and  antibiotic  resistance. 

Two  more  examples  are: 

o   Haemophilus  influenzae  tvoe  b.   The  Haemophilus  influenzae   type  b  (Hib) 
bacteria  used  to  be  the  most  common  cause  of  bacterial  meningitis  in 
children  in  the  United  States.   About  20,000  cases  of  Hib  disease  occurred 
each  year;  about  5%  of  these  children  die,  and  20%  of  survivors  of 
meningitis  had  permanent  neurologic  problems,  ranging  from  severe  mental 
retardation  to  mild  hearing  loss.   The  first  generation  vaccine  came  into 
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uae  In  1985.   However,  many  cases  of  disease  were  reported  in  vaccinated 
children.   The  Public  Health  Service  conducted  rigorous  studies  to  show 
that  the  vaccine  was  about  50%  effective  —  less  than  hoped  for,  but  still 
useful.   This  led  to  licensing  of  the  second  generation  of  vaccines  for 
routine  use  in  U.S.  children.   Increased  use  of  the  Hib  conjugate  vaccines 
has  reduced  the  rate  of  meningitis  caused  by  this  bacteria  by  over  90% 
since  1988.   This  collaborative  effort  by  government,  academia,  and 
industry  is  saving  the  lives  of  1,000  children  each  year  and  reducing 
serious  disability  in  countless  others. 

Childhood  lead  poisonino.   Over  the  past  two  decades,  the  public  health 
community  has  witnessed  tremendous  success  in  reducing  the  blood  lead 
level  in  the  general  population.   The  unique  Scunples  available  from  NCHS' 
national  health  examination  survey,  together  with  state-of-the-art 
laboratory  testing  at  COC,  have  provided  an  accurate  assessment  of  the 
extent  of  blood  lead  poisoning  in  this  country.   From  1976  through  1991, 
the  average  blood  lead  level  for  persons  in  the  United  States  dropped  78%. 
This  decline  can  be  directly  correlated  with  primary  prevention  efforts  to 
eliminate  lead  in  paint  and  remove  lead  from  gasoline:   from  1976  to  1990, 
99.8%  of  lead  was  removed  from  gasoline. 


Performance  Partnership  Grants 

A  high  priority  has  been  placed  on  reinventing  the  Federal  Government  by 
implementing  the  recommendations  of  the  Vice  President's  National  Performance 
Review  through  REGO  I  and  REGO  II.   CDC  is  reviewing  all  of  its  activities  to 
ensure  that  the  public  is  served  efficiently  and  effectively  by  CDC  programs. 

As  part  of  the  reinventing  government  initiative,  the  FY  1996  President's 
Budget  consolidates  32  CDC  programs  into  three  new  Performance  Partnerships 
which  will  eliminate  many  restrictions  on  how  States  may  use  existing  CDC 
grant  funds.   While  many  restrictions  will  be  removed,  there  will  be  a 
continued  emphasis  on  measures  by  which  the  Federal  Government  can  measure  the 
performance  of  the  many  innovative  programs  the  Partnerships  will  help  to 
create  and  support.   The  Partnerships  will  help  redefine  the  Federal-State- 
community  relationship  by  strengthening  the  roles  of  State  and  local  grantees 
and  creating  a  performance-driven,  results-oriented  environment. 

While  the  new  Partnerships  will  shift  decision-making  and  provide  more 
flexibility  to  grantees,  a  strong  Federal  role  in  public  health  will  be 
maintained.   The  Centers  for  Disease  Control  and  Prevention  will  work  closely 
with  States  and  other  grantees  to  develop  State  plans,  define  performance 
measures,  evaluate  programs,  and  disseminate  information  nationally  on  proven 
models  of  public  health.   In  addition,  there  are  a  number  of  critical 
national-level  activities  that  are  either  best  accomplished  at  the  national 
level,  or  have  been  performed  more  cost  effectively  at  the  national  level, 
which  have  been  excluded  from  these  proposals,  such  as:   national  surveillance 
epidemic  investigations,  including  laboratory  support;  health  statistics; 
applied  prevention  research;  demonstration  of  prevention  strategies;  infection 
and  environmental  laboratories;  and  technical  assistance  to  State  and  local 
health  agencies. 
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The  President  will  be  forwarding  legislation  to  create  three  new  performance 
partnership  grants,  HIV/STD/TB  Performance  Partnership  Grant  ($487,700,000), 
Inmunization  Performance  Partnership  Grant  ($176,700,000),  and  Chronic  Disease 
and  Disability  Performance  Partnership  Grant  ($118,100,000).   The  programs 
included  in  these  grants  highlight  the  top  public  health  priorities.   By  using 
these  groupings,  we  guarantee  that  State  and  local  health  agencies  have 
resources  to  address  these  problems. 

By  emphasizing  these  leading  causes  of  morbidity  and  mortality,  CDC  is 
demonstrating  its  leadership  as  the  Nation's  public  health  agency  and  will  be 
more  likely  to  ensure  accountability  for  funds  and  ensure  that  they  are  used 
for  public  health  priorities. 

Six  principles  have  been  used  to  shape  CDC's  proposal: 

o   Changes  must  enhance  the  ability  of  States  and  communities  to  improve  the 
health  of  their  populations  and  close  the  gaps  in  the  health  status  of 
vulnerable  populations. 

o   Changes  should  strengthen  the  public  health  infrastructure  by  building  on 
the  capacity  at  the  Federal,  State  and  local  level  to  identify  and  address 
health  problems. 

o   Flexible  funding  and  consolidation  must  be  linked  with  accountability. 

o   The  important  roles  played  by  the  private  sector,  including  profit  making 
and  non-profit  organizations,  churches,  community-based  groups,  as  well  as 
State  and  local  government,  must  be  supported. 

o   Change  must  be  incremental,  building  on  the  strengths  of  existing 
progreuns. 

o  Changes  must  maintain  the  ability  of  the  Federal  Government  to  carry  out 
the  responsibilities  that  are  most  effectively  performed  at  the  national 
level. 

The  performance  partnership  grants  will  reduce  the  administrative  burden  on 
States  and  CDC.   The  projected  savings  in  FY  1996  alone  is  $6,000,000  and  90 
FTEs. 

The  FY  1996  budget  request  is  $2,191,660,000  and  6,445  FTEs  (a  reduction  of 
130  FTEs  from  streamlining  in  addition  to  the  90  FTEs  saved  through 
consolidation).   It  is  the  assumption  that  the  States  will  follow  the  same 
purposes  within  the  new  performance  partnership  grants  for  the  following 
program  investments: 

o   HIV/STD/TB  Performance  Partnership  Grant: 

-   HIV  Prevention  ($12,400,000) 

Prevention  research  on  HIV/AIDS  interventions  to  reduce  high-risk  sex 
and  drug-use  behaviors. 

The  HIV  prevention  applied  research  initiated  under  this  investment 
will  enable  CDC  and  its  prevention  partners  to  identify  effective 


55 


430 


interventions  for  specific  populations,  better  target  future  prevention 
efforts,  and  improve  ongoing  efforts.   In  addition,  there  is  included 
within  CDC  HIV/AIOS  Prevention  Activities  a  requested  increase  of 
$23,600,000.   The  total  FY  1996  HIV/AIDS  funding  requested  within  this 
budget  is  $624,718,000  with  a  total  requested  increase  of  $36,000,000. 

Sexually  Transmitted  Diseases  ($4,000,000) 

Preventing  infertility  in  women  through  new  approaches  to  detecting  and 

treating  causative  infections 

Funds  would  expand  the  regional  infertility  prevention  program  in 
Regions  III,  VII,  and  VIII;  initiate  limited  service  delivery  to  family 
planning  and  STD  clinics  in  six  PHS  regions;  and  develop  programs  to 
provide  follow-up  activities  for  chlamydia  and  gonorrhea  in  all  ten 
regions.   The  result  of  this  investment  will  be  to  reduce  the  burden  of 
STDs  that  cause  infertility,  related  complications,  and  increased 
health  care  costs.   A  secondary  outcome  will  be  the  reduction  of  eye 
and  respiratory  infections  in  infants. 

In  addition  to  the  increases  for  the  Performance  Partnership  grants,  the 
following  increases  are  requested: 

o   Immunization   ($39,000,000) 

Additional  funding  for  State  purchase  of  vaccines 

The  request  would  provide  for  the  purchase  of  1,550,000  complete  series  of 
vaccine  for  87  States  and/or  localities  receiving  funds  to  enhance  their 
vaccine  delivery  infrastructure.   This  increase  is  requested  to  meet 
Section  317  vaccine  needs  of  children  traditionally  served  by  public 
health  departments.   For  the  Vaccine  Injury  Compensation  Program  Trust 
Fund,  current  and  projected  vaccine  tax  receipts  far  exceed  current  and 
projected  claims.   The  Administration  proposes  lowering  these  taxes  by  SO 
percent,  thus  lowering  vaccine  purchase  costs  for  public  and  private 
purchasers.   Reducing  the  tax  reduces  program  costs  in  CDC  discretionary 
vaccine  purchase  and  in  mandatory  vaccine  purchase  for  the  Vaccines  for 
Children  program.   Reducing  the  vaccine  excise  tax  will  save  CDC 
$25,000,000  from  the  level  displayed  above  for  discretionary  vaccine 
purchase.   Even  with  these  savings,  the  Administration's  funding  level 
will  support  the  purchase  of  over  25  percent  more  vaccine  than  was 
purchased  in  FY  1995.   This  savings  is  reflected  in  the  request.   The 
total  FY  1996  Immunization  funding  requested  within  this  budget  is 
$477,818,000.   There  is  also  $365,400,000  being  requested  for  FY  1996  in 
the  Vaccine  for  Children  program  bringing  the  total  to  $843,218,000. 

o   Health  Statistics   ($20,000,000) 

Departmental  Initiative  in  Health  Data 

This  Secretarial  level,  departmental  initiative  will  provide  critical 
baseline,  monitoring  and  analytical  data  to  support  health  reform-related 
data  needs.   Information  will  be  collected  to  address  data  gaps  in  the 
areas  of  health  care  use  and  expenditures,  health  insurance  coverage  and 
access  to  care,  capacity  of  the  personal  health  care  system,  public  health 
infrastructure,  health  workforce,  and  health  status  and  risk  behavior. 
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Infectious  Diseases   ($8,800,000) 

Addressing  emerging  infectious  disease  threats 

The  request  would  provide  financial  and  technical  support  to  20  state 
health  departments  for  surveillance,  epidemiologic  and  laJsoratory 
investigation,  and  educational  programs  of  infectious  diseases,  including 
rapid  identification  and  investigation  of  outbreaks.   Additional 
population -based  Emerging  Infectious  Disease  Programs  would  be 
established.   The  activities  in  this  investment  have  the  potential  to 
reduce  the  burden  of  illness  due  to  infections  cind  reduce  health  care 
costs  substcintially .  The  increase  will  help  CDC  implement  its  evolving 
priorities  to  strengthen  core  public  health  functions,  maintain  and  expeuid 
the  capacity  to  respond  to  urgent  threats  to  health,  and  start  the 
development  of  a  nationwide  prevention  network  and  program. 

HIV  Prevention  Activities   ($23,600,000) 

Prevention  research  on  HIV/AIDS  interventions  to  reduce  high-risk  sex  and 

drug -use  behaviors 

The  HIV  prevention  applied  research  initiated  under  this  investment  will 
enable  CDC  and  its  prevention  partners  to  identify  effective  interventions 
for  specific  populations,  better  target  future  prevention  efforts,  and 
improve  ongoing  efforts . 

Breast  cuid  Cervical  Cancer   ($3,000,000) 

The  National  Breast  and  Cervical  Cancer   Early  Detection  Program 

Increased  support  for  this  prograim  would  provide  CDC  with  the  resources  to 
enhance  the  public  health  cancer  control  infrastructure  by  establishing 
comprehensive  breast  and  cervical  cancer  prevention  programs  in  an 
increased  number  of  States  and  territories. 

Preventive  Health  and  Health  Services  Block  Grcuit   ($35,000,000) 
Education  amd  prevention  gramts  to  reduce  sexual  assaults  against  women, 
using  the  Crime  Bill  authorization  funding. 

Violence  against  women  is  an  urgent  public  health  problem  that  has 
devastating  physical  cuid  emotional  consequences  for  women,  children,  and 
families.   The  increase  will  augment  existing  State  education  and 
prevention  programs  funded  by  this  grant. 

Injury  Prevention  and  Control   ($1,000,000) 

The  FY  1996  increase  of  $1,000,000  will  complete  the  two-year  phase  in  the 
progreuns  funded  in  FY  1995  and  fund  the  following  programs:   prevention  of 
youth  violence  ($640,000);  national  public  awareness  for  domestic  violence 
($115,000);  injury  control  research  center  ($115,000);  and  the  prevention 
of  playground  injuries  ($130,000). 
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Crime  Bill  Authorization   ($4,100,000) 

The  $4,100,000  will  fund  two  programs: 

$4,000,000  to  establish  projects  in  local  communities  to  coordinate 
intervention  and  prevention  strategies  in  the  area  of  domestic 
violence,  and  establish  and  evaluate  local  community  projects  in  the 
area  of  family  and  intimate  violence. 

-   $100,000  to  conduct  a  study  of  the  number  and  cost  of  injuries  due  to 
domestic  violence. 

Occupational  Safety  and  Health   ($5,000,000) 

This  increase  will  support  research  programs  for  the  prevention  of  safety 
and  work-related  health  problems.   Prevention  of  occupational  disease 
ultimately  depends  on  the  recognition  of  an  association  between  workplace 
exposure  and  human  health  response.   The  willingness  of  regulators, 
employers  and  workers  to  control  the  exposure  depends  upon  how 
scientifically  credible  the  case  for  casualty  is  made. 


Rescission 

o   Injury  Prevention  and  Control 

Proposed  FY  1995  Rescission   (-$1,300,000)   Included  in  the  President's 
request  is  a  rescission  of  -$1,300,000  for  Injury  Prevention  and 
Control.   The  rescission  is  proposed  so  the  new  programs  in  the  FY  1995 
appropriation  can  be  phased  in  over  a  two-year  period  instead  of  one. 
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mV/STD/TB  Performance  Partnership  Grant 

Authorlzlno  Lealalation An  Amendment  to  the  Public  Health  Service  Act 

will  be  submitted. 


HIV/STD/TB  Performance  Partnership  Grant 


(a)  HIV/AIOS 

(b)  Sexually 
Transmitted 
Dis.  Grants 

<c)  Tuberculosis 
Grants 


FY    1994 

Actual 

Comi>arable 

^El  AMOUNT 

4       S25S,  100,000 


100.400.000 
$433,100,000 


FY    1995 

Current 

Estimate 

Comparable 


FTE' 


AMOUNT 
t28S, 500,000 


102.900.000 
$471,000,000 


FY    1996 
Estimate 


AMOUNT 
$297,900,000 


Increase  or 
Decrease 

rg  AMOUNT 

0  $12,400,000 


86,600,000         (104) 

103.200.000  0 

$487,700,000        <104) 


4,000,000 


300.000 
$16,700,000 


At  the  request  of  States  and  local  health  agencies,  CDC  employees  are  detailed  in  lieu  of  cash. 

Purpose  and  Method  of  Operation 

The  HIV/STD/TB  grant  combines  20  current  HIV  prevention,  HIV  surveillance,  STD 
prevention.  Tuberculosis  control,  and  Infertility.   All  programs  except 
Infertility  now  provide  funds  to  all  States,  territories,  and  a  few  large  city 
health  departments.   These  programs  serve  similar  at-risk  populations  and 
local  health  departments  frequently  deliver  services  in  a  consolidated 
fashion.   Grants  to  community-based  organizations  for  HIV  are  included.   These 
programs  and  services  are  very  different  from  immunization  and  chronic 
disease/disability  prevention  efforts.   Community  planning  is  now  used  as  the 
basis  for  distributing  HIV  funds  within  States. 

For  FYs  1996,  1997,  and  1998,  the  funding  streams  will  remain  separate  while 
the  STD  and  TB  progrcuns  phase  in  a  community  planning  process  already  in  place 
in  the  HIV  program.   However,  the  application  for  funding  will  be  merged 
during  this  transition  period. 


Performance  Incentive  Awards 


CDC  proposes  that  the  Secretary  be  authorized  to  reserve  a  percentage  of 
the  funds  (amounts  may  vary,  but  will  be  up  to  10%  in  this  grant 
progrcun)  to  reward  recipients  that  make  exceptional  progress  towards  the 
Healthy  People  2000  or  subsec[uently  developed  national  health 
objectives.   Performance  measures  to  make  this  determination  would  be 
developed  in  conjunction  with  the  States,  territories,  and  cities. 


434 


Outbreaks  of  Infectious  DleeaseB 

With  respect  to  the  HIV/STD/TB  performance  partnership  grants,  CDC  would 
reserve  funds  for  outbreaks  of  infectious  disease  that  require  a  rapid 
national  response  and  exceptional  resource  commitments  (e.g.,  drug 
resistant  TB  or  meningitis).   If  these  funds  are  not  utilized  by  the 
fourth  quarter,  they  will  be  distributed  to  recipients  by  formula. 


Rationale  for  Budget  Request 

The  FY  1996  estimate  of  $487,700,000  is  an  increase  of  $16,700,000  over  the  FY 
1995  current  estimate  comparable.   The  new  HIV/STD/TB  Grant  would  build  upon 
the  model  established  during  the  last  year  for  the  HIV/AIDS  program.   The  new 
HIV/AIDS  program  model  gives  eligible  applicants  broad  discretion  to  set 
priorities  and  determine  how  program  funds  will  be  spent.   Recipients  must 
submit  a  Plan  prepared  by  the  health  department  in  concert  with  community- 
based  groups.   Both  the  community-based  planning  group  and  the  appropriate 
health  department  must  sign  the  Plan. 

The  new  grant  program  would  utilize  the  same  model,  but  would  add  funds  to 
support  TB  and  STDs.   Because  well  developed  community  groups  are  not 
available  for  consultation  on  STD  and  TB,  CDC  proposes  a  3-year  phase-in  for 
full  flexibility.   During  this  phase-in  period,  separate  funding  categories 
for  HIV,  STD,  and  TB  will  be  maintained  to  assure  that  the  proportion  of  funds 
is  maintained  for  each  of  the  three  programs.   However,  the  recipients  would 
have  flexibility  in  determining  the  expenditure  of  those  funds.   At  the  end  of 
the  3-year  period,  all  program  activities  would  be  funded  utilizing  a  single 
formula  and  combined  program  allocations. 

The  three  areas  of  HIV,  STD,  and  TB  while  targeting  different  health  problems 
affect  many  similar  populations: 

o     HIV  infection  continues  to  be  one  of  the  Nation's  major  public  health 
problems  with  an  estimated  1,000,000  Americans  already  infected.   From 
1981  through  December  1994,  CDC  received  reports  of  441,528  AIDS  cases 
and  270,870  deaths.   By  the  end  of  1995,  the  cumulative  total  of  AIDS 
cases  in  the  United  States  is  projected  to  reach  630,000-680,000  and 
result  in  410,000-460,000  deaths.   Each  year,  an  estimated  40,000  or 
more  new  HIV  infections  are  occurring.   The  HIV  epidemic  is  particularly 
devastating  to  young  Americans. 

In  the  Public  Health  Service  (PHS),  the  challenge  posed  by  HIV  infection 
has  involved  all  agencies,  with  coordination  provided  by  the  National 
AIDS  Program  Office  and  the  PHS  Executive  Task  Force  on  AIDS.   Within 
this  operating  framework,  CDC  is  the  designated  lead  PHS  agency  for  HIV 
education/prevention;  disseminating  prevention  guidelines;  and  training 
laboratorians  and  other  health  workers. 

CDC's  HIV  prevention  program  represents  close  collaboration  with  other 
PHS  agencies.   Successful  implementation  of  the  program  involves 
collaborating  with  and  providing  financial  assistance  to:   State  and 
local  health  and  education  agencies;  national,  regional  and  local 
minority  organizations;  national,  regional  and  community-based 
organizations  (CBOs);  academia,  business  and  labor;  and  religious 
organizations.   Approximately  75  percent  of  CDC's  HIV  budget  is 
allocated  extramurally,  primarily  through  State  and  local  health  and 
education  agencies. 

There  is  growing  evidence  that  prevention  programs  that  are  carefully 
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deaigned  and  aysteroatically  applied  can  change  HIV-related  risk 
behaviors.   Studies  have  shown  decreased  rates  of  transmission  among 
those  who  have  been  targeted  for  intervention.   The  appropriate 
approaches  often  vary  from  community  to  community.   This  increases  the 
importance  of  locally  designed  programs  for  prevention  based  on  models 
that  have  been  demonstrated  and  evaluated.   CDC  plays  a  critical  role  in 
supporting  those  demonstrations,  along  with  other  agencies  in  the  PHS, 
and  in  transferring  the  lessons  learned  to  State  and  local  health 
departments  and  community-based  organizations. 

o     Sexually  Transmitted  Diseases  (STDs)  are  one  of  the  most  critical  health 
challenges  facing  the  United  States  today  because  of  the  high  rates  of 
STDs  in  adolescents  and  young  adults,  their  severe  consequences  for 
women  and  infants  (especially  ethnic  and  racial  minority  populations), 
and  their  facilitation  of  human  immunodeficiency  virus  (HIV) 
transmission. 

o     The  Department's  1989  "Strategic  Plan  for  the  Elimination  of 

Tuberculosis  in  the  United  States"  established  elimination  as  a 
realistic  goal.   Since  the  'Strategic  Plan"  was  published,  dramatic 
changes  in  the  incidence  and  epidemiology  of  TB  have  occurred,  and  these 
changes  seriously  jeopardize  the  goal  of  TB  elimination.   The  Federal  TB 
Task  Force  published  in  1992  a  "National  Action  Plan  to  Combat 
Hultidrug-Resistant  Tuberculosis."   Together  these  plans  outline  the 
steps  that  need  to  be  taken  quickly  to  bring  outbreaks  under  control  and 
regain  the  ability  to  look  toward  elimination  of  TB  early  next  century. 

To  encourage  States  to  identify  and  achieve  specific  performance  standards, 
and  retain  Federal  capability  to  assess  the  effectiveness  of  these  grant  funds 
to  address  public  health  problems,  a  portion  of  the  grant  would  be  reserved  as 
a  Performance  Bonus  Fund.   States  would  submit  progress  reports  on  the 
performance  standards  and  could  receive  a  share  of  the  Performance  Bonus  Fund. 

A  portion  of  the  funds  would  be  reserved  for  outbreaks,  such  as  TB.  Funds  not 
used  for  outbreaks  would  be  distributed  during  the  fourth  quarter  based  on  the 
original  formula. 

In  providing  technical  assistance  for  the  consolidated  programs,  CDC  will  use 
intramural  funds  to: 

o     support  a  collaborative  process  with  the  States  to  develop  program 

performance  measures  that  draw,  to  the  greatest  extent  practicable,  on 
relevant  measures  in  Healthy  People  2000,  and  to  negotiate  with  each 
State  specific  performance  targets  and  timeframes  for  achieving  them; 
and 

o     work  in  partnership  with  the  States  to  improve  data  collection 

strategies  and  analytic  resources  for  identifying  high  priority  health 
problems,  selecting  appropriate  performance  targets  and  timeframes,  and 
measuring  and  improving  performance. 
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ry  1996  HIV/STD/TB  Performance  Partnership  Grant 
(Dollars  in  Millions) 


Program 
o  HIV/STD/TB  Performance  Partnership  Grant 

HIV/AIDS: 

—  Surveillance  for  HIV/AIDS  reporting  timeliness 

—  IDU  -  Health  Education/Risk  Reduction 

—  Other  ongoing  surveillance  activities 

—  Other  Health  Education/Risk  Reduction 

—  IDU  -  Counseling,  testing,  &  partner  notification 

—  Other  Counseling,  testing,  &  partner  notification 

—  HIV  prevention  among  drug  users 

—  Public  information 

—  State  and  local  minority  initiative 

—  Direct  funding  of  minority  community-based 

organizations 

—  Women  and  infants  perinatal  AIDS  reporting 

—  HIV/TB 

Subtotal 


FY  1995 
Current 
Estimate 


$18.3 

1.7 

1.1 

17.1 

12.9 

177.8 

14.0 

1.2 

6.6 

15.8 
12.7 

$285.5 


FY  1996 
Request 


$297.9" 


Sexually  Transmitted  Disease: 

—  Prevention  and  Control 

—  Infertility  Prevention 

—  Surveillance/Monitoring  Disease  Trends 

—  STD  Accelerated  Prevention  Campaign 

Subtotal 

Tuberculosis: 

—  Prevention,  Control  and  Elimination 

—  Surveillance  Assessment 

—  Research  Demonstration 

—  TB  Laboratory  Capacity 

Subtotal 


$72.4 
7.0 
2.2 
1.0 

$82.6 


$82.9 

9.4 

0.8 

9.8 

$102. 9 


$86.6" 


$103.2" 


TOTAL 


$471.0 


$487.7 


In  addition  to  the  $297.9  million  awarded  through  the  HIV/STD/TB 
Performance  Partnership  for  HIV/AIDS  and  $1.1  million  awarded  through 
the  Chronic  Disease  and  Disability  Performance  Partnership  for  HIV/AIDS, 
an  additional  $325.7  million  will  remain  with  CDC  for  national  outreach 
and  education,  technical  assistance,  and  research.   Total  FY  1996 
funding  for  HIV/AIDS  is  $624.7  million. 

In  addition  to  the  $86.6  million  awarded  through  the  Performance 
Partnership  for  STDs,  an  additional  $20.7  million  will  remain  with  CDC 
for  national  direction,  education  and  research.   Total  FY  1996  funding 
for  STDs  is  $107.3  million. 

In  addition  to  the  $103.2  million  awarded  through  the  Performance 
Partnership  for  TB,  an  additional  $14.2  million  will  remain  with  CDC  for 
national  direction,  education  and  research.   Total  FY  1996  funding  for 
TB  is  $117.4  million. 
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CDC  HIV/AIDS  Prevention  Activities 

Authorizing  Leaialation  -  Section  301,  307,  310,  311,  317,  327,  352,  and  1102 
of  the  Public  Health  Service  Act 


HIV/AIDS 


FY  1994 

Actual 

Comparable 


FY  1995 

Current  Estimate 

Comparable 


FY  1996 
Estimate 


Increase  or 
Decrease 


FTE 


AMOUNT 


FTE       AMOUNT     FTE      AMOUNT     FTE      AMOUNT 
961   $303,362,000      926   $325,718,000     (35)    $22,356,000 
At  the  re<|uest  of  States,  CDC  etnployees  are  detailed  to  States  and  local  health  departments  in  lieu  of  cash. 


Prevention 

Activities        998   $287,053,000 


1996  Authorization Indefinite 

Purpose  and  Method  of  operation 

The  mission  of  CDC  is  to  prevent  HIV  infection  and  reduce  associated  morbidity 
and  mortality  in  collaboration  with  community.  State,  national,  and 
international  partners.   To  accomplish  its  mission,  CDC  has  developed  a 
"Strategic  Plan  for  Preventing  Human  Immunodeficiency  Virus  (HIV)  Infection," 
which  includes  the  following  five  Critical  Success  Factors: 

o  Monitor  the  epidemic. 

o  Improve  public  understanding  of  the  HIV  epidemic. 

o  Prevent  risk  behaviors  among  students. 

o  Prevent  or  reduce  behaviors  or  practices  which  transmit  HIV. 

o     Increase  individual  knowledge  of  HIV  serostatus  and  improve  referral  to 
appropriate  prevention  and  treatment  services. 

Funding  for  the  total  HIV/AIDS  Prevention  Progreun  for  the  last  five  fiscal 
years  has  been  as  follows: 


1991 
1992 
1993 
1994 
1995 


Funding 
$496,960,000 
$477,120,000 
$498,253,000 
$543,253,000   1,002 
$589,962,000     964 


FTE 
955 
941 
974 
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Rationale  for  Budget  Reoueat 

The  FY  1996  request  of  $325,718,000  is  an  increase  of  $22,356,000  which  will 
provide  a  funding  investment  of  $36,000,000  for  three  activities.   Of  the 
$36,000,000  program  increase,  $12,400,000  will  be  for  HIV  activities  within 
the  consolidated  formula  grants.   Within  this  HIV  prevention  activity,  the 
program  increase  is  $23,600,000  offset  by  the  absorption  of  $542,000  current 
services  and  administrative  savings  of  $702,000  from  the  consolidation  of 
project  grants  into  formula  grants.   The  increased  progrcun  activities  are: 

o     Prevention  research  on  HIV/AIDS  interventions  to  reduce  high-risk  sex 
and  drug-use  behaviors; 

o     Expansion  of  tuberculosis  (TB)  testing  of  HIV-infected  individuals; 

o     Expansion  of  HIV  prevention  community  planning  activities.   Of  the  total 
program  investment,  $18,000,000  will  provide  additional  resources  to 
complement  the  scientific  prevention  research  projects  currently  being 
conducted  by  CDC  and  its  partners.   CDC  proposes  activities  which  help 
complete  the  needed  scientific  basis  for  HIV  prevention  programs.   As 
CDC  implements  HIV  prevention  community  planning,  greater  refinements 
are  needed  in  the  knowledge  about  what  interventions  work  best  for 
particular  populations  in  certain  settings.   The  proposed  research  will 
help  refine  this  critical  knowledge  base.    In  addition,  $2,000,000  will 
increase  the  number  of  HIV-infected  individuals  who  are  tested  for  TB, 
as  well  as  expansion  of  surveillance  and  epidemiologic  activities 
related  to  HIV/TB.   Finally,  $15,458,000  will  expand  HIV  prevention 
community  planning  activities  currently  underway.   Recently  an  in- 
progress  review  of  HIV  prevention  community  planning  activities 
highlighted  several  areas  where  more  attention  should  be  focused. 

To  enhance  HIV  prevention  programs  to  reduce  the  transmission  of  HIV 
infections,  the  requested  increase  will  be  used  as  follows: 

o     Prevention  Research  on  HIV/AIDS  Interventions  to  Reduce  High-Risk  Sex 
and  Drug-Use  Behaviors  -  In  1993,  the  CDC  HIV  Prevention  Advisory 
Committee  began  an  extensive  review  of  CDC's  HIV/AIDS  programs;  they 
recognized  that  HIV-related  risk  behaviors  can  be  modified  and 
prevention  has  been  shown  to  "work."   Numerous  studies  have  empirically 
demonstrated  that  HIV  prevention  interventions  can  avert  or  change  high 
risk  sex  and  drug-use  behaviors.   The  remaining  challenge,  however,  is 
to  answer  the  following  question:   Which  interventions  work  best  for 
whom,  under  what  conditions,  why,  for  how  long,  and  quantitatively  by 
how  much?   Such  specific  information  is  needed  by,  among  others,  HIV 
prevention  community  planning  groups  as  they  prioritize  HIV  prevention 
programs. 

Two  major  types  of  interrelated  research  activities  are  planned;  both 
are  designed  to  fill  a  significant  scientific  gap  in  HIV  prevention. 
The  first  type  of  activity  is  the  testing  of  specific  HIV  prevention 
interventions  for  specific  populations  which  are  high  priorities  for 
assessment.   Of  highest  priority  is  the  testing  of  community  level 
interventions  for  gay  and  bisexual  men  of  color  and  for  injecting  drug 
users.   Second,  methods  from  behavioral  epidemiology  and  surveillance 
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will  be  refined  and  further  used  to  target  and  evaluate  HIV  prevention 
programs . 

HIV  intervention  testing  in  populations  at  high  risk  -  Men  who  have  sex 
with  men  continue  to  account  for  a  large  percentage  of  the  incident 
cases  of  HIV  infection  in  the  United  States.   Some  members  of  the  gay 
community  have  responded  to  the  HIV  epidemic  with  a  community 
mobilization  effort  which  has  helped  to  change  high  risk  behaviors. 
Formal  studies  have  been  done  of  one-on-one,  small  group  and  community 
level  risk  reduction  interventions  for  gay  men;  many  of  these  studies 
have  reported  successful  results  (especially  in  terms  of  short-term 
behavior  change).   However,  much  of  this  research  has  been  conducted 
with  white  gay  men,  to  the  relative  neglect  of  gay  and  bisexual  men  of 
color.   CDC  will  seek  to  fill  these  gaps  by  (a)  conducting  formative 
research  with  gay  and  bisexual  men  of  color,  and  (b)  designing, 
implementing  and  evaluating  community  level  HIV  prevention  progreuns 
which  are  culturally  competent,  effective  and  sustainable.   The  design 
of  these  projects  would  be  akin  to  the  successful  AIDS  Community 
Demonstration  Projects  that  CDC  has  implemented  over  the  past  several 
years.   This  project,  in  all  phases,  would  be  conducted  largely  via  a 
five-year  cooperative  agreement  with  outstanding  HIV  prevention 
researchers  at  a  cost  of  $5,000,000  each  year. 

HIV  infection  via  injecting  drug  use  continues  to  account  for  a  large 
percentage  of  incident  HIV  infections.   Sexual  risk  behaviors  done  while 
under  the  influence  of  injectable  and  non-injectable  drugs  also 
contributes  to  the  HIV  epidemic.   The  scientific  literature  includes 
studies  of  successful  HIV  prevention  efforts  for  drug  users  —  included 
are  the  study  of  one-on-one,  small  group,  street  outreach  and  drug 
treatment  related  interventions.   However,  peer-based  community  level 
interventions  for  drug  users  have  received  insufficient  attention.   This 
project  would  begin  with  important  formative  research  and  pay  special 
attention  to  the  study  of  the  social  networks  of  drug  users.   The 
outcome  evaluation  phase  of  the  project  would  be  designed  in  a  way  that 
is  similar  to  CDC's  very  successful  AIDS  Community  Demonstration 
Projects.   This  project  would  be  conducted  via  a  five-year  cooperative 
agreement  arrangement  with  an  outstanding  group  of  HIV  behavioral  and 
social  scientist  researchers  at  a  yearly  cost  of  $5,000,000. 

Certain  issues  are  relevant  to  both  of  the  intervention  assessment 
studies  described  above.   First,  such  research  must  be  done  in 
partnership  with  the  best  available  prevention  researchers.  State  and 
local  health  departments  (in  conjunction  with  community  planning 
groups),  applied  evaluation  experts,  community-based  organizations  and 
individual  community  members  and  leaders.   Second,  cost  analyses  will  be 
included  in  each  intervention  study  so  that  the  actual  financial  cost  of 
the  intervention  (as  opposed  to  the  cost  of  the  research  project)  can  be 
measured.   This  information  is  needed,  along  with  measures  of 
intervention  efficacy  or  effectiveness,  as  input  to  cost-effectiveness 
analyses.   Cost-effectiveness  analysis  is  an  important  component  of 
thorough  policy  analysis  and  program  management  decision  making. 

Behavioral  epidemiology  and  surveillance  -  Public  health  surveillance 
should  serve  a  critical  role  in  facilitating  community  efforts  to  plan. 
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direct,  and  evaluate  the  effectiveness  of  HIV/AIDS  prevention 
activities.   To  fill  this  role,  surveillance  activities  should  be  able 
to  describe  the  rate,  and  the  changes  in  the  rate  of  new  HIV  infections. 
To  anticipate  the  potential  spread  of  HIV  into  previously  unaffected  or 
less  affected  communities,  surveillance  systems  should  also  provide  data 
that  reflect  the  extent  of  high  risk  behaviors  that  result  in  HIV 
transmission.   Due  to  the  long  incubation  period  for  AIDS  and  the 
variety  of  modes  of  HIV  transmission,  a  number  of  separate  surveillance 
systems  are  required  to  provide  useful  data  to  direct  and  evaluate 
prevention  programs.  This  initiative  will  be  used  to  assist  community 
planning  by  identifying  which  surveillance  systems  are  the  most  useful 
for  directing  prevention  resources  and  which  surveillance  systems  are 
the  most  sensitive  in  identifying  changes  in  HIV  infection  rates  and 
risk  behaviors  associated  with  HIV  transmission. 

Communities  with  high  rates  of  HIV  infection  and  AIDS  and  high  risk 
behaviors  for  HIV  are  in  greatest  need  of  HIV  prevention  services. 
However,  these  data  systems  are  not  available  in  all  areas  of  the 
country  and  their  utility  in  directing  prevention  resources  has  not  been 
evaluated.   To  determine  what  data  are  most  useful  for  community 
planning  and  local  prevention  activities,  an  assessment  will  be 
conducted  of  the  types  of  HIV/AIDS  surveillance  data  (including 
behavioral  data)  that  are  available  to  community  prevention  planning 
organizations,  how  that  data  is  used  to  distribute  prevention  resources 
and  how  these  distributions  change  in  response  to  new  surveillance 
information. 

To  evaluate  the  effectiveness  of  HIV  prevention  interventions,  reliable 
markers  of  new  HIV  infections  are  necessary.   Current  HIV/AIDS 
surveillance  activities  are  less  effective  in  monitoring  the  rate  of 
current  HIV  infections  in  a  community.   Surveillance  systems  using  new 
methods  of  disease  incidence  markers  will  be  implemented  in  the  areas 
where  specific  prevention  interventions  are  tested.   The  rate  of 
reporting  of  these  incidence  markers  will  be  examined  after  conducting 
specific  interventions  to  determine  which  system  is  most  sensitive  to 
changes  in  high  HIV  risk  behaviors. 

For  both  of  these  objectives,  existing  surveillance  systems  will  be 
enhanced  to  provide  more  data  regarding  prevention  service  delivery. 
All  behavioral  epidemiology  and  surveillance  activities  described  will 
be  closely  integrated  with  intervention  testing  studies.   The  nature  of 
this  particular  activity  will  require  relatively  more  internal  staff 
involvement  than  the  intervention  testing  studies  described  above.   This 
work  will  involve  heavy  collaboration  between  the  CDC  staff  and  external 
prevention  partners.   CDC  will  project  a  budget  of  $8,000,000  in  each  of 
the  five  years. 

Expansion  of  Tuberculosis  Testing  of  HIV-infected  Individuals  -  The 
increases  in  TB  morbidity  and  the  TB  outbreaks  in  hospitals  and 
correctional  facilities  seen  over  the  past  few  years  are  in  large  part 
attributable  to  the  occurrence  of  TB  in  persons  infected  with  HIV.   HIV- 
associated  TB  has  occurred  in  virtually  all  age  groups,  in  men  and 
women,  and  in  all  HIV  transmission  categories.   Studies  indicate  that 
the  risk  of  clinically  active  TB  developing  in  persons  who  are  HIV- 
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eeroposltive  and  who  have  a  positive  TB  skin  test  is  7  to  10  percent  per 
year;  by  contrast  the  risk  of  clinical  disease  in  persons  who  have 
positive  TB  skin  tests,  but  who  are  HIV  seronegative,  is  only  10  percent 
during  their  entire  lifetime. 

The  increase  of  $2,000,000  in  TB/HIV  funds  will  support  expanded 
tuberculin  testing  of  HIV-infected  individuals  and  counseling  and 
testing  of  new  TB  cases.   These  funds  will  also  support  expanded  disease 
surveillance  and  epidemiologic  activities  to  determine  drug 
susceptibility  patterns  of  TB  isolates;  on-going  investigations  of  the 
effectiveness  of  TB  preventive  therapy  in  HIV-infected  persons; 
voluntary  on-site  HIV  counseling,  testing,  referral,  and  partner 
notification  services  to  co-infected  HIV/TB  patients  through  State  and 
local  health  departments;  and  expanded  TB/HIV  operations  research  in 
areas  with  high  HIV/TB  coinfection  to  further  elucidate  the  interaction 
between  TB  and  HIV. 

o      Expansion  of  HIV  Prevention  Community  Planning  Activities  -  HIV 

prevention  community  planning  represents  a  significant  step  forward  in 
the  planning  of  culturally  competent  and  scientifically  sound  HIV 
prevention  services  that  specifically  address  unique  community  needs. 
In  December  1993,  the  CDC  issued  a  guidance  document  on  HIV  prevention 
community  planning  to  the  65  State,  territorial,  and  local  health 
departments  that  receive  HIV  prevention  funds.   The  guidance  required 
these  health  departments  to  initiate  an  HIV  prevention  community 
planning  process  in  fiscal  year  (FY)  1994  to  tjualify  for  HIV  prevention 
funding  for  FY  1995  and  beyond. 

An  in-progress  review  was  conducted  examining  the  advances  made  during 
the  first  year  of  HIV  prevention  community  planning.   The  results  of 
this  review  determined  where  additional  resources  needed  to  be  focused. 
Included  in  these  results  were  the  need  for: 

-  Clearer  and  more  direct  communication  with  community  co-chairs; 

-  Further  training  and  technical  assistance  for  all  members  of  community 
planning  groups; 

-  More  involvement  of  behavioral  and  social  scientists  in  community 
planning  groups; 

-  More  standardized  approaches  to  developing  epidemiologic  profiles  and 
methodologies  for  priority  setting; 

-  An  improved  system  for  providing  technical  assistance; 

-  Improved  linkages  with  ongoing,  local  planning  activities; 

-  Development  of  a  long-term  national  evaluation  plan  with  wide 
dissemination  of  the  findings. 

The  increase  of  $22,356,000  will  provide  technical  assistance,  training,  and 
evaluation  to  CDC's  HIV  prevention  community  planning  efforts  to  adec|uately 
address  these  unmet  needs. 
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CENTERS  FOR  DISEASE  CONTROL  AND  PREVENTION 
HIV/AIDS  runctlons 


Basic  Science  Research 

Risk  Assessment  <>  Prevention 

A.  Surveillance 

B.  Population-based  research; 
nat.  hist., trans,  risk 
factors 

C.  Information  &  education/ 
prevention  services 

High  Risk  or  Infected 
Persons: 

o  Counseling,  testing,  and 
partner  notification 

o  HIV/IDU  prevention 
activities 

o  HIV  prevention  among 
drug  abusers 

o   HE/RR-IDUs 

o  HE/RR 

o  Women  &  Infants 

o  Tuberculosis 

o  Hemophilia 

o  HIV/AIDS  Prevention 

Research 

o  Special  Project 

Special  minority 
initiatives 

School  &  College  aged 
Youth 

General  public  &  special 
programs 

Prevention  capacity 
enhancement 

Administrative  Savings 

CDC  Total  Prevention 
Activities 

Included  in  HIV/STO/TB 
Grant 

Included  in  Chronic  Dis. 
and  Disability  Grant 


FY  1994 

Actual 

Comparable 

FY  1995 

Current  Estimate 

Comaparable 

FY  1996 
estimate 

$5,055,000 

$5,050,000 

$5,050,000 

69,812,000 

69,721,000 

69,721,000 

40,862,000 

40,821,000 

40,821,000 

171,324,000 

187,770,000 

210,828,000 

61,093,000 

62,635,000 

82,265,000 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 
25,231,000 
16,815,000 
14,652,000 

0 
25,231,000 
17,361,000 
15,652,000 

0 
25,231,000 
18,991,000 
15,652,000 

0 
4,395,000 

0 
4,391,000 

18,000,000 
4,391,000 

15,069,000 

26,473,000 

26,473,000 

48,264,000 

48,215,000 

48,215,000 

35,146,000 

38,707,000 

42,135,000 

11,752,000 

11,740,000 

11,740,000 

0 

0 

(702. 000 > 

$287,053,000 

$303,362,000 

$325,718,000 

255,100,000 

285,500,000 

297,900,000 

1.100.000 

1.100.000 

1.100.000 

$543,253,000 

$589,962,000 

$624,718,000 

NOTE:   The  HIV  prevention  cooperative  agreements  expenditures  will  be 
determined  through  community  planning  processes. 
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CDC  Sexually  Transmitted  Diaeaaea  Prevention  Activities 
Sexually  Transmitted  Diseases 
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FY  1995 

FY  1994 

Current 

Actual 

Estimate 

FY  1996 

Increase  or 

Comoarable 

Comoarable 

pstim^l^e 

pecr?ase 

PTE     AMOUNT 

FTE      AMOUNT 

FTE      AMOUNT 

FTE      AMOUNT 

Prevention 
Activities 

164    »21,971,000      160    »Z2,642,000 

159     »20,668,000 

(1)    (»1, 974, 000) 

Authori 

.  .  .  .  Indefinite. 

Purpose 

and  Method  of 

Oi>eration 

The  mission  of  CDC's  national  progreun  for  STDs  is  to  prevent  and  control  the 
tranamiaaion  of  STDs  and  eliminate  the  aasociated  complicationa  and  sequelae 
of  theae  diseasea.  National  leadership  ia  provided  in  five  integrated  areas, 
as  well  aa,  for  two  apecial  activities: 

o  Monitoring  disease  trenda  -  National  and  local  data  are  used  to  focua  and 
aaaess  current  prevention  activitiea.   CDC  provides  technical  aasistance  to 
project  areaa  including  development  of  integrated  information  ayatems; 

o  Behavioral  and  clinical  research  -  CDC  supports  research  and  evaluation 
projects  to  provide  a  scientific  base  for  enhancing  current  program  efforts 
and  providing  Innovative  approaches  to  the  prevention  and  control  of  STDs; 

o  Education  and  training  -  Support  for  prevention/training  will  be  provided. 
Clinical  guidelines,  including  STD  treatment  guidelines,  are  distributed  to 
a  broad  range  of  health  care  professionals; 

o  Building  partnerships  for  STD  prevention  -  CDC  has  developed  a  national 
communication  plan  to  educate  health  professionals,  the  public,  and 
policymakers  about  the  importance  of  STD  prevention  and  the  impact  of  STDs 
on  the  health  of  women  and  infants; 

o  STD  accelerated  prevention  ceunpaign  -  This  program  is  especially  important 
since  women  share  an  inordinate  amount  of  the  physical  and  emotional 
burdens  of  STDs.   Apart  from  AIDS  and  subsequent  death,  the  most  serious 
complications  are  pelvic  inflammatory  disease  (PID),  ectopic  pregnancy,  and 
Infertility.   More  than  750,000  cases  of  PID  are  diagnosed  and  treated  each 
year,  resulting  in  more  than  165,000  hospitalizations  for  women  aged  15-44. 
Annually,  PID,  secondary  to  either  gonococcal  or  chlamydia  infection, 
accounts  for  more  than  125,000  cases  of  tubal  infertility  and  nearly  50,000 
cases  of  potentially  fatal  ectopic  pregnancy.   Delay  in  treatment  and 
repeated  episodes  of  acute  PID  result  In  much  higher  rates  of  infertility. 
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The  goals  of  COC's  Accelerated  Prevention  Campaigns  are  to: 

Stimulate  high-quality,  interdisciplinary,  collaborative  STD 
prevention  efforts; 

—    Provide  opportunities  for  critical  reevaluation  and  innovation  in  STD 
prevention  services; 

Funding  for  the  total  Sexually  Transmitted  Diseases  Prevention  Program  for  the 
last  five  fiscal  years  has  been  as  follows: 


Funding 

FTE 

1991 

$84,968,000 

565 

1992 

$88,746,000 

619 

1993 

$89,552,000 

678 

1994 

$99,771,000 

615 

1995 

$105,242,000 

570 

Rationale  for  the  Budget  Request 

The  FY  1996  estimate  of  $20,668,000  includes  a  program  increase  of  $292,000 
over  the  FY  1995  Appropriation  to  allow  CDC  to  capitalize  upon  recent  advances 
in  our  understanding  of  the  impact  of  STDs  on  women  and  infants'  health.   This 
increase  is  offset  by  administrative  savings  of  $2,266,000,  resulting  from  the 
consolidation,  for  a  net  decrease  of  $1,974,000.   The  estimate  of  159  FTEs  is 
a  decrease  of  1  FTE  from  the  FY  1995  level  of  160  FTEs. 

With  the  collaboration  of  State  and  local  health  departments,  CDC  will 
continue  its  program  to  control  sexually  transmitted  diseases. 

These  efforts  will: 

o    Provide  technical  assistance  to  State  and  local  health  agencies  by 

expanding  access  to  care  by  using  socially  acceptable  settings  to  provide 
testing  and  treatment  to  women  who  present  for  non-STD  health  services 
regardless  of  whether  they  have  symptoms  of  STDs.   Since  approximately 
75%  of  the  women  with  chlamydia  are  asymptomatic,  this  is  a  critical 
element  to  the  effective  management  of  infertility. 

o    Encourage  community  involvement  in  the  design,  delivery,  and  sustained 
support  of  services. 

o    Provide  opportunities  for  clinical,  epidemiologic,  behavioral,  and 
operations  research  into  the  prevention  of  STD-related  infertility. 

o    Assist  CDC  in  achieving  the  Healthy  People  2000  Objectives  for  chlamydia, 
gonorrhea,  and  PID. 
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Centers  for  Diaease  Control  and  Prevention 
Sexually  Transmitted  Disease  Functions 


Prevention  S.  Control 

Infertility  Prevention 

Surveillance/Monitoring 
Disease  Trends 

Program  Relevant  Research 

Training 

Tuskegee  Health  Benefits 

Administrative  Savings 

Total  STD  Prevention 
Activities 

Included  in  HIV/STD/TB 
Grant 

Total 


FY  1994 

Actual 

Comparable 

$12,659,231 

1,135,027 

866,860 
4,238,371 
1,271,511 
1,800,000 


21,971,000 

77.800.000 
$99,771,000 


FY  1995 

Current 

Estimate 

Comparable 

$8,817,714 

5,321,887 

725,788 
4,524,361 
1,252,250 
2,000,000 


22,642,000 

82.600.000 
$105,242,000 


FY  1996 
Estimate 

$5,134,813 

9,416,147 

619,280 
4,514,296 
1,249,464 
2,000,000 

r2. 266. 000) 

20,668,000 

86.600.000 
$107,268,000 
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CDC   Tuberculosis   Prevention  Activitiee 


ftuthorizinq   Legislation   -   Section   301,    307,    310,    311,    and   327   of   the   Public 
Health  Service  Act 


Tuberculosis   Elimination 


FY    1994 

Actual 

Comparable 


FY    1995 

Current 

Estimate 

Comparable 


FY    1996 
Estimate 


Increase  or 
Decrease 


Prevent  i  on 
Activities 


65       116,369,000 


63       t16,682,000 


4A        SH, 245, 000 


(19)        ($2,437,000) 


1996  Authorization  Indefinite 

Purpose  and  Method  of  Operation 

The  program's  mission  is  to  achieve  the  elimination  of  tuberculosis  (TB)  from 
the  United  States.   The  Department's  1989,  "Strategic  Plan  for  the  Elimination 
of  Tuberculosis  in  the  United  States"  established  elimination  as  a  realistic 
goal.   Since  the  "Strategic  Plan"  was  published,  dramatic  changes  in  the 
incidence  and  epidemiology  of  TB  have  occurred,  and  these  changes  seriously 
jeopardize  the  goal  of  TB  elimination.   The  Federal  TB  Task  Force  published  in 
1992  a  "National  Action  Plan  to  Combat  Multidrug-Resistant  Tuberculosis." 
Together  these  plans  outline  the  steps  that  need  to  be  taken  quickly  to  bring 
outbreaks  under  control  and  regain  the  ability  to  look  toward  elimination  of 
TB  early  next  century. 

CDC  provides  national  leadership  for  TB  elimination.   Surveillance  allows  CDC 
and  the  grantee  to  target  resources  to  ensure  the  greatest  impact.   In 
addition,  upon  request,  CDC  helps  State  and  local  health  departments  in  the 
investigation  of  outbreaks  and  development  of  containment  strategies.  CDC  also 
works  with  the  National  Coalition  for  the  Elimination  of  Tuberculosis,  60  plus 
professional,  voluntary,  and  patient  advocacy  groups,  to  a  ensure  education  of 
health  care  providers  and  patients. 

CDC  works  to  strengthen  State  and  local  laboratory  capacity  to  ensure  that  the 
latest  in  technology  is  being  used  to  quickly  identify  TB  and  especially 
resistant  TB.   Through  collaboration  with  local  providers,  CDC  also  helps  to 
evaluate  the  risks  of  TB  for  health  care  workers  and  develop  guidelines  to 
reduce  those  risks. 


In  collaboration  with  others,  CDC  performs  research  to  find  new  and  better 
diagnostic  and  treatment  tools  and  understand  better  why  providers  sometimes 
do  not  manage  TB  correctly  and  why  patients  sometimes  are  unable  to 
successfully  complete  treatment.  In  all  of  these  efforts,  evaluation  of 
success  remains  a  high  priority. 
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Funding  for  the  total  tuberculosis  elimination  program  for  the  last  five 
fiscal  years  has  been  as  follows: 
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Fu 

ndinq 

FTE 

1991 

S14, 

,481,000 

65 

1992 

$20, 

,693,000 

67 

1993 

S78, 

,835,000 

67 

1994 

S116, 

,769,000 

65 

1995 

$119, 

,582,000 

63 

Rationale  for  Budget  Request 

The  FY  1996  estimate  of  $14,245,000  is  a  net  decrease  of  $2,437,000  from  the 
FY  1995  appropriation.   This  change  includes  administrative  savings  of 
$2,542,000  from  the  consolidation  of  projects  into  performance  partnership 
grants,  offset  by  an  increase  of  $105,000.   The  request  of  44  FTEs  is  a 
decrease  of  19  FTEs  from  the  FY  1995  level  of  63  FTEs. 

From  1953  to  1985,  the  United  States  experienced  a  decline  in  active  TB 
cases  —  from  84,304  reported  cases  in  1953  to  22,201  cases  in  1985.  In  1985, 
this  decline  ceased  and  cases  increased  to  a  high  of  26,673  in  1992;  however 
in  1993,  25,313  cases  were  reported,  which  represents  a  5%  decline.   With  the 
funding  proposed  for  fiscal  year  1996,  CDC  will  continue  to  target  rebuilding 
the  TB  public  health  infrastructure;  TB  prevention  in  foreign-born  persons, 
including  collaboration  with  international  organizations;  prevention  of 
outbreaks  in  hospitals,  correctional  facilities,  and  other  institutional 
settings;  and  TB  in  HIV-infected  persons. 


Centers  for  Disease  Control  and  Prevention 
Tuberculosis  Elimination  Functions 


Prevention  Control  and 
Elimination 

Surveillance  Assessment 

Research  Demonstration 


FY  1994 

Actual 

Comparable 

$3,115,000 

42,000 

13,212,000 


FY  1995 

Current 

Estimate 

Comparable 

$2,005,000 

70,000 

14,607,000 


FY  1996 
Estimate 

S2,280,00i0 

0 

14,507,000 


Administrative  Savings 

Total  Prevention 
Activities 

Included  in  HIV/STD/TB 
Grant 


$16,369,000 


100.400.000 
$116,769,000 


$16,682,000 


102.900.000 
$119,582,000 


(2.542.0001 
$14,245,000 


103.200.000 
$117,445,000 


91-285    0—95 15 
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Chronic  DiseaBe/Disabilitv  Performance  Partnership  Grant 


Authorizing  Legislation An  amendment  to  the  Public  Health  Service  Act 

will  be  submitted. 

Chronic  Disease/Disability  Performance  Partnership  Grant 


FY  1994 

Actual 

Comparable 

;      AMOUNT 


FY    1995 

Current 

Estimate 

Comparable 

AMOUNT 


Chronic  Disease 
and  Disability 
Performance 
Partnership 


$98,200,000    13*   $118,100,000    13* 


FY  1996 
Estimate 


$118,100,000 


Increase  or 
Decrease 


FTE   AMOUNT 


At  the  request  of  States  and  local  health  agencies,  COC  employees  are  detailed  in  lieu  of  cash. 

Purpose  and  Method  of  Operations 

Over  the  next  three  years,  CDC  will  undertake  a  transition  from  the  current 
categorical  funding  mechanism  to  a  formula  supporting  establishment  and 
maintenance  of  the  infrastructure  for  a  core  program  and  support  of  clinical 
preventive  services. 

Since  none  of  the  programs  included  in  this  grant  are  nationwide.  States  will 
need  time  to  adjust  their  programs  as  a  result  of  a  redistribution  of  funds 
which  will  based  on  a  formula;  therefore.  States  will  be  held  harmless  for 
three  years. 

Performance  Incentive  Awards 

CDC  proposes  that  the  Secretary  be  authorized  to  reserve  a  percentage  of 
the  funds  (amounts  may  vary,  but  will  be  up  to  10%  in  this  grant 
program)  to  reward  recipients  that  make  exceptional  progress  towards  the 
Healthy  People  2000  or  subsequently  developed  national  health 
objectives.   Performance  measures  to  make  this  determination  would  be 
developed  in  conjunction  with  the  States,  territories,  and  cities. 


Rationale  for  the  Budget  Request 


SO 


The  FY  1996  estimate  of  $118,100,000  is  the  same  as  the  FY  1995  current 
estimate  comparable.   Currently  few  States  and  territories  have  in  place 
infrastructure  support  for  prevention  and  control  of  chronic  diseases  and 
disabilities.   This  new  grant  will  incorporate  6  discretionary  grant  programs 
that  are  now  awarded  on  the  basis  of  competitive  plans.   Currently,  none  of 
these  six  grant  progrcuns  go  to  all  eligible  applicants  due  to  resource 
limitations.   States  and  territories  would  apply  for  the  grants  through  an 
expedited  State  Plan  showing  how  funds  would  be  used  to  establish  and  maintain 
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a  core  program  in  chronic  disease  and  disabilities  prevention  and  control. 
Additional  funds  would  support  clinical  and  preventive  services,  prevention 
programs,  and  targeted  services  provided  by  local  health  agencies.   These 
additional  funds  would  be  distributed  among  recipients  based  on  population  and 
poverty.   Program  success  would  be  monitored  on  the  basis  of  progress  towards 
performance  standards. 

To  encourage  States  to  identify  and  achieve  specific  performance  standards, 
and  to  retain  Federal  capability  to  assess  the  effectiveness  of  performance 
partnership  grant  funds  to  address  public  health  problems,  a  portion  of  the 
grant  would  be  reserved  as  a  Performance  Bonus  Fund.   States  would  submit 
progress  reports  on  the  performance  standards  and  could  receive  a  share  of  the 
Performance  Fund. 

Significant  premature  death  and  avoidable  illness  and  disability  are  caused  by 
personal  behaviors  and  exposure  to  toxic  substances  and  natural  disasters. 
Chronic  diseases,  including  those  present  at  birth,  represent  over  70  percent 
of  the  causes  of  death  in  the  United  States.   The  relationship  between 
exposure  to  toxic  substances  in  the  environment  and  environmental  diseases  is 
a  major  public  concern,  but  one  that  is  still  poorly  understood.   Prevention 
of  the  occurrence  and  progression  of  such  diseases  is  based  on  reducing  or 
eliminating  behavioral  risk  factors,  increasing  the  prevalence  of  health 
promoting  practices,  detecting  disease  early  to  avoid  complications,  assessing 
human  risks  from  environmental  exposures,  and  reducing  or  eliminating 
exposures  to  environmental  hazards. 

The  principal  means  for  achieving  these  objectives  include: 

Surveillance,  epidemiology,  and  laboratory  evaluation  of  environmental 
exposures  and  resulting  illnesses,  chronic  diseases,  behavioral  risk 
factors,  and  disabilities; 

—  Applied  research  to  develop  chronic  and  environmental  disease  control 
and  prevention  programs  and  a  scientific  knowledge  base,  with  emphasis 
on  primary  prevention  and  health  promotion  strategies  and  techniques; 

Provision  of  a  wide  range  of  epidemiologic,  laboratory,  and  program 
design  and  delivery  consultation  and  training  services  to  State,  local, 
international,  and  other  health  professionals; 

—  Development  and  application  of  laboratory  technology  and  techniques  to 
test  for  the  presence  of  hazardous  substances  in  human  tissues  and  the 
subclinical  effects  of  exposure  to  environmental  hazards  and  chronic 
diseases; 

—  Research  to  determine  whether  adverse  health  effects  occur  as  a  result 
of  exposures  to  environmental  and  other  hazards,  and  studies  to  improve 
the  precision  of  measurement  methods  associated  with  complex  behaviors, 
e.g.,  physical  activity,  and  the  determinants  or  precursors  of  such 
behavior; 

Activities  to  prevent  the  use  of  tobacco. 

About  46,000  women  will  die  from  breast  cancer  in  the  United  States  this  year, 
and  180,000  new  cases  will  be  diagnosed.   Breast  cancer  accounts  for  nearly  a 
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third  of  all  cancers  in  women.   The  world  does  not  presently  know  how  to 
prevent  the  occurrence  of  breast  cancer,  but  early  detection  greatly  improves 
a  woman's  chance  of  survival.   A  combination  of  annual  clinical  breast 
examinations  and  mammography  can  reduce  breast  cancer  mortality  by  more  than 
30%  for  women  ages  50-74.   The  cost  of  medical  care  for  a  woman  whose  breast 
cancer  is  diagnosed  early  is  about  one-third  to  one-half  the  medical  care  cost 
for  a  woman  whose  cancer  is  diagnosed  at  a  later  stage. 

Cervical  cancer  now  kills  an  estimated  4,400  woman  annually  in  the  United 
States,  and  about  13,500  new  cases  of  cervical  cancer  are  diagnosed  each  year. 
Currently,  a  third  of  all  women  with  cervical  cancer  die  within  5  years  of 
diagnosis.   Early  detection  increases  the  5-vear  survival  rate  to  nearly  90%. 

In  providing  technical  assistance  for  the  consolidated  programs,  CDC  will  use 
intramural  funds  to: 

o     support  a  collaborative  process  with  the  States  to  develop  program 

performance  measures  that  draw,  to  the  greatest  extent  practicable,  on 
relevant  measures  in  Healthy  People  2000,  and  negotiate  with  each  State 
specific  performance  targets  and  timeframes  for  achieving  them;  and 

o     work  in  partnership  with  the  States  to  improve  data  collection 

strategies  and  analytic  resources  and  for  identifying  high  priority 
health  problems,  selecting  appropriate  performance  targets  and 
timeframes,  and  measuring  and  improving  performance. 
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FY  1996  Chronic  Disease/Disability  Performance  Partnership  Grant 
(Dollars  in  Millions) 
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FY  1995 

Current 

Program  Estimate 

Chronic  DiseaBe/Disabilitv  Performance 
Partnership  Grants 

—  Behavioral  Risk  Factor  Surveillance"  $1.3 

—  Behavioral  Risk  Factor  Surveillance  (HIV)'^  1.1 

—  Tobacco"  2.7 

—  Diabetes"  11.5 

—  Disabilities"  6.3 

—  Breast  and  Cervical  Cancer"  80.0 

—  Cancer  Registries"  15.2 

TOTAL  $118. 1 


FY  1996 
Request 


$118.1 


In  addition  to  the  $37.0  million  awarded  through  the  Performance 
Partnership  for  chronic  disease,  an  additional  $102.4  million  will 
remain  with  CDC  for  national  outreach  and  education,  technical 
assistance,  and  research.   Total  FY  1996  funding  for  chronic  disease  is 
$139.4  million. 

In  addition  to  the  $1.1  million  awarded  through  the  Chronic  Disease  and 
Disability  Performance  Partnership  for  HIV/AIDS  and  the  $297.9  million 
awarded  through  the  HIV/STD/TB  Performance  Partnership  for  HIV/AIDS,  and 
additional  $325.7  million  will  remain  with  CDC  for  national  outreach  and 
education,  technical  assistance,  and  research.   Total  FY  1996  funding 
for  HIV/AIDS  is  $624.7  million. 

In  addition  to  the  $80.0  million  awarded  through  the  Performance 
Partnership,  an  additional  $23.0  million  will  remain  with  CDC  for 
national  direction,  education  and  research.   Total  FY  1996  funding  for 
breast  and  cervical  cancer  is  $103.0  million. 
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CDC  Chronic  and  Environmental  Dleeaae  Prevention  Activitiea 

Authoriting  LeolBlation  -  Section  301,  307,  310,  311,  327,  352,  394,  399L,  and 
1102  of  the  Public  Health  Service  Act 

Chronic  and  Environmental  Disease  Prevention 


Prevent  i  on 
Activities 


FY  1994 

Actual 

Comparable 


628   t87,80A,000 


FY  1995 

Current 

Estimate 

Comparable 


597      $102,754,000 


FY    1996 
Estimate 


584         $102,427,000 


Increase   or 
Decrease 


AMOUNT 
($327,000) 


(13) 


*  At  the  request  of  States  and  local  health  agencies,  COC  employees  are  detailed  in  lieu  of  cash. 


1996  Authorization: 

Birth  Defects Pending  Research 

Prostrate  Cancer  Indefinite 

Other Indefinite 


Purpose  and  Method  of  Operation 

Significant  premature  death  and  avoidable  illness  and  disability  are  caused  by 
personal  behaviors  and  exposure  to  toxic  substances  and  natural  disasters. 
Chronic  diseases,  including  those  present  at  birth,  represent  over  70  percent 
of  the  causes  of  death  in  the  United  States.   The  relationship  between 
exposure  to  toxic  substances  in  the  environment  and  environmental  diseases  is 
a  major  public  concern,  but  one  that  is  still  poorly  understood.   Prevention 
of  the  occurrence  and  progression  of  such  diseases  is  based  on  reducing  or 
eliminating  behavioral  risk  factors,  increasing  the  prevalence  of  health 
promotion  practices,  detecting  disease  early  to  avoid  complications,  assessing 
human  risks  from  environmental  exposures,  and  reducing  or  eliminating 
exposures  to  environmental  hazards. 

Funding  for  the  total  chronic  and  environmental  disease  prevention  program 
during  the  last  five  years  has  been  as  follows: 

Funding  FTE 

1991  $51,408,000  564 

1992  S67,744,000  645 

1993  $70,117,000  713 

1994  $123,004,000    628 

1995  $139,754,000    597 
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Rationale  for  Budget  Reoueet 

The  FY  1996  estimate  of  $102,427,000  is  a  decrease  of  $327,000  from  the  FY 
1995  appropriation.  The  request  of  584  FTEs  is  a  decrease  of  13  FTEs  from  the 
FY  1995  level  of  597  FTEs.   The  FY  1996  request  will  allow  continuation  of 
prevention  activities  at  essentially  the  same  level  as  in  FY  1995  and  reflects 
the  absorption  of  $46,000  of  current  services,  and  administrative  savings  of 
$281,000  from  the  consolidation  of  projects  into  performance  partnership 
grants. 

To  carry  out  these  activities,  CDC: 

o  Plans,  directs,  and  coordinates  a  national  program  for  the  prevention  of 
premature  mortality,  morbidity,  and  disability  due  to  chronic  illnesses  and 
conditions  and  promotes  the  overall  health  of  the  population.   In  carrying 
out  this  mission,  CDC: 

—  Plans,  directs  and  conducts  epidemiologic,  behavioral,  and  laboratory 
investigations,  technology  translation,  demonstrations,  and  progrcuns 
directed  toward  the  definition,  prevention,  and  control  of  chronic 
disease;  promoting  healthy  behaviors  and  practices;  and  promoting 
reproductive  health  in  conjunction  with  State  health  agencies; 

—  Provides  leadership  in  the  development,  evaluation,  and  dissemination  of 
effective  health  promotion,  school  health  education,  and  risk  reduction 
programs ; 

Plans,  develops,  and  maintains  systems  of  surveillance  for  chronic 
disease  and  conditions,  and  behavioral  and  other  risk  factors; 

—  Conducts  epidemiologic  and  behavioral  investigations  and  demonstrations 
related  to  major  personal  health  practices  and  behaviors,  including 
nutrition,  family  planning,  alcohol  use,  and  exercise  in  conjunction 
with  State  health  agencies; 

—  Plans,  directs,  and  conducts  epidemiologic  and  evaluative  investigations 
related  to  issues  of  access,  utilization,  and  cfuality  of  health  services 
aimed  at  the  prevention  and  control  of  chronic  diseases  and  conditions 
and  selected  adverse  reproductive  outcomes; 

—  Serves  as  the  primary  focus  for  assisting  States  and  localities  through 
cooperative  agreements,  and  other  mechanisms,  in  establishing  and 
maintaining  chronic  disease  prevention  and  control  and  health  promotion 
programs; 

Provides  training  and  technical  consultation  and  assistance  to  States 
and  localities  in  planning,  establishing,  maintaining,  and  evaluating 
prevention  and  control  strategies  for  selected  chronic  disease  and 
health  promotion  activities; 

—  Plans,  coordinates,  and  conducts  laboratory  activities  related  to 
selected  chronic  diseases  with  State  and  local  health  departments,  other 
organizations,  and  other  CDC  programs; 
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Provides  technical  consultation  and  assistance  to  other  nations  In  the 
development  and  Implementation  of  programs  related  to  chronic  disease 
prevention  and  control,  health  promotion,  school  health  education,  and 
selected  adverse  reproductive  outcomes. 


Centers  for  Disease  Control  and  Prevention 
Chronic  and  Environmental  Disease  Prevention  Functions 


Aging 

Autism  Training  Center 

Behavioral  Risk  Factor 
Surveillance  System 

Birth  Defects 

Cancer  Registries 

Cardiovascular  Diseases 

Chronic  Fatigue  Syndrome 

Community  Health  Promotion 

Comprehensive  School  Health 

Diabetes 

Disabilities 

Environmental  Laboratory 

Epilepsy  Prevention 

Fetal  Alcohol  Syndrome 

Gulf  War  Veterans  Study 

Hanford  Study 

Hazardous  Substances 

Inventory  &  Evaluation  of 
PH  Materials 

Mild  Mental  Retardation 

Nutrition 

Physical  Activity 

Prevention  of  Teen  Pregnancies 

Prostate  Cancer 

Skin  Cancer 


FY  1994 

Current 

Actual 

Estimate 

FY  1996 

Comparable 

Comparable 

Estimate 

$1,375,000 

$1,375,000 

$1,375,000 

0 

300,000 

300,000 

700,000 

700,000 

700,000 

2,600,000 

3,100,000 

3,100,000 

2,230,000 

2,380,000 

2,380,000 

2,125,000 

2,425,000 

2,425,000 

4,684,000 

6,042,000 

6,042,000 

4,750,000 

4,750,000 

4,750,000 

8,546,000 

10,313,000 

10,313,000 

7,610,000 

8,265,000 

8,265,000 

6,597,000 

6,597,000 

6,597,000 

1,400,000 

1,400,000 

1,400,000 

610,000 

747,000 

747,000 

2,600,000 

2,600,000 

2,600,000 

0 

2,000,000 

2,000,000 

1,800,000 

1,800,000 

1,800,000 

2,000,000 

2,000,000 

2,000,000 

0 

69,000 

0 

3,144,000 

3,672,000 

3,672,000 

1,592,000 

1,592,000 

1,592,000 

625,000 

625,000 

625,000 

0 

4,500,000 

4,500,000 

3,730,000 

4,080,000 

4,080,000 

1,370,000 

1,745,000 

1,745,000 
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FY    1994 

Actual 

Comparable 


FY  1995 

Current 

Estimate 

Comparable 


FY  1996 
Estimate 


Spina  Bifida 

Tobacco  (Smoking  &  Health) 

Women's  Health 

Other 

Administrative  Savings 


2,312,000 

17,486,000 

1,370,000 

6,548,000 


2,312,000 

19,553,000 

1,400,000 

6,412,000 


2,312,000 

19,553,000 

1,400,000 

6,435,000 

<281.000> 


Total  Prevention  Activities  $87,804,000 

Included  in  Chronic  Disease 

and  Disability  Grant  35.200.000 

Total  $123,004,000 


$102,754,000    $102,427,000 

37.000.000      37.000.000 
$139,754,000    $139,427,000 
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CDC  Breast  and  Cervical  Cancer  Mortality  Prevention  ftctivities 


Authorizing  Legislation  -  Section  301  and  Title  XV  of  the  Public  Health 
Service  Act 


Breast  and  Cervical  Cancer 


Prevention 
Activities 


FY  1994 

Actual 

Comparable 


43   $16,176,000 


FY  1995 

Current  Estimate 

Comparable 


FTE 


AMOUNT 


FY  1996 
Estimate 


Increase  or 
Decrease 


»2, 971, 000 


Purpose  and  Method  of  Operation 

Appropriate  screening  mammograms  do  prevent  breast  cancer.   For  the  first 
time,  a  reduction  of  approximately  5%  in  deaths  from  breast  cancer  has  been 
reported.   Breast  and  cervical  cancer  will  kill  more  than  one-half  million 
women  in  this  decade.   Many  of  the  women  who  develop  these  cancers  and  are  at 
highest  risk  for  premature  death  from  cancers  of  the  breast  and  cervix  are 
minorities  and/or  the  economically  disadvantaged.   These  women  often  do  not 
have  access  to  preventive  services  such  as  screening  mammograms  and  Pap 
smears.   One  of  the  primary  barriers  to  the  utilization  of  these  lifesaving 
screening  tests  is  lack  of  knowledge  among  women  and  their  physicians  about 
the  importance  of  life-saving  early  detection  services  and  appropriate  follow- 
up. 

When  fully  implemented,  the  screening  program  will  ensure  that  all  women  have 
access  to  these  preventive  services,  and  that  State  programs:  inform  women  of 
the  value  of  early  detection;  educate  physicians  about  recommended  screening 
guidelines;  ensure  the  quality  of  screening  mammography  and  Pap  tests;  and 
monitor  program  effectiveness  through  appropriate  surveillance  and  evaluation 
activities. 

The  CDC  Breast  and  Cervical  Cancer  Early  Detection  and  Control  Program 
supports  activities  at  the  national  level  in  the  areas  of  quality  assurance, 
public  and  provider  education,  and  surveillance. 

The  long-term  impact  of  this  effort  will  be  measured  in  the  numbers  of  early 
and  late-stage  cancers  diagnosed  during  this  decade  and  beyond,  consistent 
with  the  health  status  objectives  for  breast  and  cervical  cancer  described  in 
Healthv  People  2000. 
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Funding  for  the  total  breast  and  cervical  cancer  program  during  the  last  five 
years  has  been  as  follows: 

Funding  FTE 

1991  529,259,000  33 

1992  S49,961,000  49 

1993  $71,303,000  56 

1994  $78,076,000  56 

1995  $100,000,000     54 

Rationale  of  Budget  Recruest 

The  FY  1996  estimate  of  $22,971,000  is  an  increase  of  $2,971,000  over  the  FY 
1995  appropriation  and  will  provide  a  $3,000,000  investment  to  allow  CDC  to 
expand  prevention  efforts  described  in  detail  below,  offset  by  a  $29,000 
decrease  from  administrative  savings  from  the  consolidation  of  grant  programs 
into  the  performance  partnership  grant.   The  request  of  39  FTEs  is  a  decrease 
of  2  FTEs  from  the  FY  1995  level  of  39  FTEs. 

Almost  all  deaths  from  cervical  cancer  and  an  estimated  30%  of  deaths  from 
breast  cancer  in  women  over  50  are  preventable  through  widespread  use  of 
screening  mammography  and  Papanicolaou  (Pap)  testing.   Significant  economic, 
geographic,  and  knowledge  barriers  prevent  many  women,  especially  women  of 
low-income,  from  taking  advantage  of  these  lifesaving  technologies. 

Currently,  CDC  guides  the  implementation  of  the  National  Breast  and  Cervical 
Cancer  Early  Detection  Program  in  50  States — 25  of  these  States  and  9  Indian 
tribes  or  tribal  organizations  now  receive  funds  to  support  comprehensive 
programs  (which  includes  screening)  and  24  States  have  capacity  building 
activities.   This  public  health  program  creates  the  foundation  for  an 
aggressive  response  to  a  national  health  crisis.  In  FY  1996,  CDC  will  continue 
to  provide  technical  assistance  to  States  for  infrastructure  elements 
necessary  to  support  screening  services,  such  as  innovative  community-based 
outreach  efforts,  public  education  and  information  activities,  health  care 
provider  education,  quality  assurance  of  all  aspects  of  the  screening  process, 
development  and  utilization  of  surveillance  systems,  coalition  building,  and 
evaluation  of  short-term  program  impact.  In  addition,  the  Program  supports 
with  funds  from  the  Performance  Partnership  grant,  mammography  and  Pap  test 
screening  and  follow-up  services  for  women  with  no  other  access  to  these 
services. 

An  increase  of  $3.0  million  for  FY  1996  for  CDC  breast  and  cervical  cancer 
activities  would  be  utilized  to:   provide  expanded  support  to  community-based 
education  and  outreach  efforts  to  increase  the  utilization  of  breast  and 
cervical  cancer  screening  services;  and  enhance  CDC  breast  and  cervical  cancer 
screening  test  quality  assurance  and  surveillance  efforts. 
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Centers  for  Disease  Control  and  Prevention 
Breast  and  Cervical  Cancer  Mortality  Prevention  Functions 


Comprehensive  Breast  and 
Cervical  Cancer  Program 

Capacity  Breast  and 
Cervical  Cancer  Programs 

Other  Breast  and  Cervical 
Prevention  Activities 

Administrative  Savings 


FY   1994 

Current 

Actual 

Estimate 

FY    1996 

Comoarable 

Comparable 

Estimate 

111,323,000 

$14,000,000 

$17,000,000 

3,235,000 

4,000,000 

4,000,000 

1,618,000 

2,000,000 

2,000,000 

0 

0 

(29,000» 

Total  Prevention 
Activities 

Included  in  Chronic 
Disease  &  Disability 
Grant 

Total 


$16,176,000       $20,000,000      $22,971,000 

61.900.000       80.000.000       80.000.000 
$78,076,000      $100,000,000     $102,971,000 
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Imtnunizatton  Performance  Partnership  Grant 

Authorixina  LeoiBlatlon An  amendment  to  the  Public  Health  Service  Act 

will  be  submitted. 

Inxnunization  Performance  Partnership  Grant 
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FY  1995 

FY  1994 

Current 

Actual 

Estimate 

Comparable 

Comparable 

FTE       AMOUNT 

FTE 

AMOUNT 

67*   $196,800, 

000 

68* 

$176,700,000 

FY  1996 
Estimate 

FTE      AMOUNT 

68*   $176,700,000 


Increase  or 
Decrease 


FTE 
0 


AMOUNT 
$0 


At  the  request  of  States  and  local  health  agencies,  COC  employees  are  detailed  in  lieu  of  cash. 

Purixase    and   Method   of    Operation 

Rationale  for  Budget  Request 

The  FY  1996  estimate  of  $176,700,000  is  the  same  as  the  FY  1995  current 
estimate  comparable.   The  immunization  grant  program  would  streamline  6 
elements  of  the  immunization  program  which  are  now  awarded  on  a  competitive 
basis  to  all  States  and  5  cities.   Recipients  would  develop  plans  for 
expenditure  of  the  funds  based  on  Healthy  People  2000  objectives  and  report 
annually  to  CDC  on  their  progress  towards  those  objectives. 

Performance  Incentive  Awards 

CDC  proposes  that  the  Secretary  be  authorized  to  reserve  a  percentage  of 
the  funds  (amounts  may  vary,  but  will  be  approximately  20t  in  this  grant 
program)  to  reward  recipients  that  make  exceptional  progress  towards  the 
Healthy  People  2000  or  subsequently  developed  national  health 
objectives.   Performance  measures  to  make  this  determination  would  be 
developed  in  conjunction  with  the  States,  territories,  and  cities. 

To  encourage  States  to  identify  and  achieve  specific  performance 
standards,  and  to  retain  Federal  capability  to  assess  the  effectiveness 
of  performance  partnership  grant  funds  to  address  public  health 
problems,  a  portion  of  the  grant  would  be  reserved  as  a  Performance 
Bonus  Fund.   States  would  submit  progress  reports  on  the  performance 
standards  and  could  receive  a  share  of  the  Performance  Fund. 

Outbreaks  of  Infectious  Diseases 


With  respect  to  the  Immunization  performance  partnership  grants,  CDC 
would  reserve  funds  for  outbreaks  of  infectious  disease  that  require  a 
rapid  national  response  and  exceptional  resource  commitments  (e.g.,  drug 
resistant  TB  or  meningitis).   If  these  funds  are  not  utilized  by  the 
fourth  quarter,  they  will  be  distributed  to  recipients  by  formula. 

A  portion  of  the  funds  would  be  reserved  for  outbreaks,  such  as, 
measles. Funds  not  used  for  outbreaks  would  be  distributed  based  on  the 
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460 


original  formula  during  the  fourth  quarter. 


Appropriate  administration  of  safe  and  effective  vaccines  remains  the  most 
cost-effective  method  of  preventing  human  suffering  and  reducing  economic 
costs  resulting  from  vaccine-preventable  diseases.   The  goals  of  the 
immunization  program  are  to  eliminate  indigenous  wild-virus  poliomyelitis 
(polio),  measles,  rubella,  congenital  rubella  syndrome  (CRS),  Haemophilus 
influenzae  type  b  (in  children  less  than  5  years),  diphtheria,  and  tetanus  (in 
children  less  than  15  years);  to  substantially  reduce  the  health  burdens 
caused  by  mumps,  hepatitis  B,  and  pertussis  in  the  United  States;  to  reduce 
the  perinatal  transmission  of  hepatitis  B;  to  ensure  90  percent  of  2-year-olds 
are  vaccinated  with  one  dose  of  measles,  mumps,  and  rubella  vaccine,  three 
doses  of  oral  polio  vaccine,  at  least  three  doses  of  diphtheria,  tetanus,  and 
pertussis  vaccine,  at  least  three  doses  of  Haemophilus  influenzae  type  b 
vaccine,  and  three  doses  of  hepatitis  B  vaccine;  and  to  assist  the  World 
Health  organization  (WHO)  in  the  global  elimination  of  polio. 

In  FY  1994,  CDC  launched  the  President's  Childhood  Immunization  Initiative. 
CDC  is  conducting  a  number  of  activities  to  address  remaining  obstacles  to 
reaching  the  goal  of  90%  immunization  levels  in  2-year-old  children  by  1996. 
The  CDC  strategy  addresses  such  issues  as  the  availability  of  immunization 
services,  parental  and  provider  awareness  of  the  need  for  timely  immunization, 
the  ability  to  evaluate  progress  toward  the  goal,  and  the  intensification  of 
vaccine-preventable  disease  surveillance  and  investigation.   The  Vaccines  for 
Children  (VFC)  program  is  being  implemented  to  ensure  the  availability  of 
vaccines  for  children  who  are  most  likely  to  be  underimmunized.   The  increased 
Federal  support  for  the  purchase  of  vaccine  increases  access  to  immunization 
and  ensures  cost  is  not  a  barrier.   Access  to  immunization  has  also  been 
enhanced  by  the  funding  for  reinforcing  the  vaccine  delivery  infrastructure  at 
the  local  level.   The  national  outreach  campaign  addresses  the  need  for 
educating  parents  and  providers  about  the  importance  of  age-appropriate 
immunization,  and  motivating  communities  to  ensure  protection  against  vaccine- 
preventable  diseases.   Reliable  surveys  are  used  to  measure  immunization 
levels  among  targeted  populations  and  monitor  progress  toward  immunization 
goals.   Vaccine-preventable  disease  surveillance  and  investigation  remains  a 
high  priority  at  the  national,  state,  and  local  levels.   This  coordinated, 
targeted,  and  innovative  strategy,  in  conjunction  with  existing  efforts,  will 
result  in  the  attainment  of  the  1996  immunization  goals. 

In  providing  technical  assistance  for  the  consolidated  programs,  CDC  will  use 
intramural  funds  to: 

o     support  a  collaborative  process  with  the  States  to  develop  program 

performance  measures  that  draw,  to  the  greatest  extent  practicable,  on 
relevant  measures  in  Healthy  People  2000,  and  negotiate  with  each  State 
specific  performance  targets  and  timeframes  for  achieving  them;  and 

o     wor)c  in  partnership  with  the  States  to  improve  data  collection 

strategies  and  analytic  resources  and  for  identifying  high  priority 
health  problems,  selecting  appropriate  performance  targets  and 
timeframes,  and  measuring  and  improving  performance. 
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FY   1996  Immunization  Performance  Partnership  Grant 
(Dollars  in  Millions) 

FY  1995 

Current  FY  1996 

Program  Estimate  Request 

Immunization  Grants 

—  State  Operations  $23.8 

—  Parent /Patient  Notification  2.9 

—  Surveillance  and  Response  5.1 

—  Infrastructure  108.4 

—  Program-based  Incentives  33.0 

—  National  &  State  Assessment  3 ■ 5 

TOTAL      $176.7  $176.7" 


In  addition  to  the  $176.7  million  awarded  through  the  Performance 
Partnership,  an  additional  $301.1  million  will  remain  with  CDC  for 
national  and  global  outreach  and  education,  technical  assistance, 
research,  and  vaccine  purchase.   Total  FY  1996  funding  for  Immunization 
is  $477.8  million. 
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Immunization 

Authorizing  Legislation  -  Sections  301,  307,  310,  311,  317,  and  327  of  the 
Public  Health  Service  Act 


Inmunization 


Prevention 
Activities 


FY  1994 

Actual 

Comparable 

FTE'     AMOUNT 
10   (226,593,000 

288  104,750,000 

298       $331,343,000 


FY    1995 

Current 

Estimate 

Comparable 

FTE'  AMOUNT 

10       $182,677,000 

337         106,120,000 
347      $288,797,000 


FY    1996 
Estimate 

FTE'  AMOUNT 

7       $196,497,000 

337  104,621,000 

344        $301,118,000 


Increase  or 
Decrease 

FTE"  AMOUNT 

(3)        $13,820,000 

0        (1,499,000) 
(3)        $12,321,000 


At  the  request  of  States,  COC  einployees  are  detailed  to  States  and  local  health  departments  in  lieu 
of  cash. 

1996  Authorization: 

Grants  Indefinite 

Prevention  Activities Indefinite 


Purpose  and  Method  of  Operation 

CDC  provides  active  leadership  and  support  for  national  efforts  to  prevent 
and/or  control  vaccine-preventable  diseases.   Certain  activities  such  as 
maintaining  a  stockpile  of  vaccine  in  the  event  of  disruption  of  the  vaccine 
supply,  maintaining  a  contractual  mechanism  for  saving  millions  of  dollars 
annually  through  the  consolidated  purchase  of  vaccine  for  States  and  local 
agencies,  conducting  surveillance  and  investigation  of  vaccine  reactions  and 
vaccine  failures,  and  monitoring  adverse  events  are  either  best  accomplished 
at  the  national  level  or  are  performed  more  cost-effectively  at  the  national 
level.   These  activities  are  supported  by  cooperative  agreements,  contracts, 
in-house  research,  technical  assistance,  consultation,  planning,  and 
evaluation. 


Funding  for  the  total  Immunization  program  for  the  last  five  fiscal  years  has 
been  as  follows: 


Funding 

FTE 

1991 

5217,531, 

,000 

253 

1992 

$296,159, 

,000 

310 

1993 

$341,081, 

,000 

376 

1994 

$528,143, 

,000 

365 

1995 

$465,497, 

,000 

415 

463 


Rationale  for  Budget  Reoueet 

The  FY  1996  estimate  of  $301,118,000  is  a  net  increase  of  $12,321,000 
over  the  FY  1995  appropriation  for  national  child  innmunization  efforts;  this 
change  includes  a  decrease  of  $25,000,000  as  a  result  of  the  decrease  in 
excise  tax  on  vaccines,  a  $39,000,000  increase  for  the  purchase  of  vaccines, 
administrative  savings  of  $180,000  from  the  consolidation  of  project  grants 
into  Performance  Partnership  grants,  and  a  decrease  of  $1,499,000  for  the 
absorption  of  current  services.   The  FY  1996  appropriation  includes 
$163,982,000  to  purchase  vaccines  for  routine  use  in  children  not  covered  by 
OBRA  of  1993,  and  $1,518,000  to  purchase  measles-containing  vaccines  to 
control  measles  outbreaks.   The  States  estimated,  in  a  survey  conducted  by  CDC 
in  April  1994,  that  $146  million  for  Section  317  vaccine  purchase  was  needed 
to  continue  to  serve  those  children  who  currently  present  at  public  health 
departments  for  vaccination  and  are  not  covered  by  the  VFC  progreun.   An 
increase  of  $39,000,000  for  vaccine  purchase  is  requested  to  better  meet 
Section  317  vaccine  needs  for  children  traditionally  served  by  public  health 
departments.   The  total  increase  for  vaccine  purchase  is  offset  by  $25,000,000 
($23,500,000  from  budget  for  vaccine  purchase  and  $1,500,000  for  excise  tax 
set-aside  for  States  that  manufacture  vaccines)  in  savings  as  a  result  of  a 
requested  change  in  legislation  to  reduce  the  cost  of  vaccine  excise  taxes. 
Funds  in  the  Vaccine  Compensation  Fund  have  increased  to  the  point  that  a 
reduced  excise  tax  will  provide  sufficient  funds.   The  President's  budget 
requests  that  the  law  be  amended  to  reduce  the  tax  to  no  more  than  50  cents 
per  antigen. 

In  addition  to  assessment  activities  to  determine  progress  toward  the  national 
immunization  objectives,  COC  will  continue  to  emphasize  surveillance  of 
infectious  diseases  to  more  rapidly  detect  and  respond  to  disease  outbreaks. 
The  surveillance  program  identifies  areas  of  disease  morbidity  where  both 
financial  and  human  resources  need  to  be  concentrated  and  allows  monitoring  of 
vaccine  effectiveness  following  the  introduction  of  new  vaccines  into  a 
susceptible  population. 

Currently,  parental  interest  and  demand  for  immunization  are  inadequate  to 
ensure  appropriate  immunization  for  a  large  number  of  children  under  the  age 
of  two  years.   Parents  have  not  been  adequately  educated  and  motivated  about 
the  importance  of  age-appropriate  immunization.   Low-literacy,  poverty, 
competing  priorities,  and  the  scarcity  of  culturally-sensitive  and 
linguistically  appropriate  approaches  contribute  to  parental  complacency  about 
infant  immunization.   CDC  will  continue  immunization  information,  education, 
outreach,  and  community  mobilization  activities  to  ensure  that  the  demand  for 
immunization  is  great  enough  to  attain  the  Nation's  immunization  objectives. 

The  national  outreach  activity  uses  an  integrated  strategy  designed  to  create 
a  rapid  increase  in  immunization  levels,  promote  a  social  norm  concerning  the 
need  for  proper  immunization,  and  create  a  system  to  ensure  children  receive 
their  immunizations  at  the  appropriate  age.   The  immunization  promotion 
component  of  this  effort  will  use  an  information  saturation  strategy  to 
disseminate  immunization  themes/messages  developed  by  a  team  of  experts  which 
focus  on  parents,  urban  minority  populations,  the  Hispanic  community,  and 
health  care  providers.   The  community  mobilization  component  is  designed  to: 
enhance  participation  of  all  sectors  of  a  community;  educate  the  target 
audiences;  mobilize  parents  to  obtain  necessary  immunizations  for  their 
children;  and  encourage  providers  to  render  these  services.   Regional  outreach 
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coordinators  will  be  used  to  tie  the  local  efforts  to  the  national  campaign, 
facilitate  Federal  involvement  and  the  participation  of  national  organizations 
in  local  activities,  and  apply  political  campaign  techniques  to  the  local 
mobilization  effort.   This  is  the  first  time  that  such  an  aggressive  approach 
has  been  attempted  by  the  National  Immunization  Program  at  CDC  as  a  means  of 
raising  awareness  and  improving  immunization  levels.   CDC  will  also  conduct 
health  care  provider  training  to  ensure  that  contraindications  are  not  misused 
and  that  both  public  and  private  health  care  providers  follow  the  'Standards 
for  Pediatric  Immunization  Practices." 

CDC  will  continue  research  to  determine  the  occurrence  and  scientific  basis 
for  infrequent  adverse  events  following  vaccination.   Because  of  the  success 
of  immunization  programs  in  reducing  the  incidence  rates  of  vaccine- 
preventable  diseases,  and  because  vaccines  are  administered  to  otherwise 
apparently  healthy  children,  the  public  often  focuses  more  on  the  potential 
risks  of  vaccination  than  on  benefits.   Public  perception  of  the  risks  of 
vaccination  can  adversely  affect  the  ability  to  raise  immunization  levels.  The 
most  effective  way  to  address  questions  of  causation  is  through  vaccine  safety 
research. 
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Centers  for  Disease  Control  and  Prevention 
National  Immunization  Program  Functions 


Infrastructure 

Information  S  Education 

Vaccine  Purchase 
(includes  measles 
outbreak) 

Imm.  Information  Systems 
(Tracking) 

Surveillance  and 
Response 

Vaccine  R&D/ 
New  Diseases 

Vaccine  Safety 

Polio  Eradication: 

o  Vaccine 
Purchase 

o  Technical 
Assistance 


FY  1994 

Actual 

Comparable 

51,011,000 

4,116,000 


192,883,000 

9,261,000 

1,074,000 

5,415,000 
2,058,000 
8,395,000 

4,116,000 

4,279,000 


FY  1995 
Current  Estimate 
Comparable 

$994,000 

4,116,000 


149,000,000 

9,261,000 

1,074,000 

5,415,000 
2,058,000 
9,843,000 

4,116,000 

5,727,000 


FY  1996 
Estimate 

$969,000 

4,116,000 

164,500,000 

9,236,000 

1,049,000 

5,279,000 

2,007,000 

11,343,000 

4,116,000 

7,227,000 


o  National/State 
Assessment 

o  Hepatitis  B 
(excluding 
vaccine) 

o  State 

Operations 

o  Other  Grants  & 
Operations 

Administrative  Savings 

TOTAL  SECTION  317,PHSA, 
IMMUNIZATION 

Included  in  Immunization 
Partnership  Grant 

Total 

Vaccines  for  Children 

TOTAL  IMMUNIZATION 


21,200,000 

31,344,000 

0 

54,586,000 
0 

$331,343,000 

196.800.000 

$528,143,000 

81.140.000 

$609,283,000 


21,200,000 


31,328,000 


54,508,000 
0 

$288,797,000 


176.700.000 
$465,497,000 

376.800.000 
$842,297,000 


21,200,000 


31,142,000 


50,457,000 
(180.000) 

$301,118,000 


176.700.000 
$477,818,000 

365.400.000 
$843,218,000 
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Preventive  Health  and  Health  Services  Block  Gremt 

Authorizing  Legislation  -  Section  301,  304,  306,  307,  310,  311,  327,  and  Title 
XIX  of  the  Public  Health  Service  Act 

FY  1994  FY  1995  FY  1996  Increase  or 

Actual  Current  Estimate       Estimate  Decrease 

FTE*        BA        FTE*  BA   FTE*  BA   FTE  BA 

Grants       16    $151,749,000     15   $152,487,000     13   $148,914,000   (2)    ($3,573,000) 

Prevention 

Activities  IJ  5.437. OOP     17      5.431.000     17      5.424.000     0        (7.000) 

Subtotal     33    $157,186,000     32   $157,918,000     30   $154,338,000   (2)    ($3,580,000) 

Crime  Bill    0  SO      0  iO      0    $35.000. 000     0    $35. 000. OOP 

Total        33    $157,186,000     32   $157,918, OOP     3P   $189,338,PPP   (2)    $31,42P,PP0 

*  At  the  request  of  States,  CDC  employees  are  detailed  to  State  and  local  health  departments 
in  lieu  of  cash. 

1996  Authorization: 

Grants  Indefinite 

Prevention  Activities Indefinite 

Crime  Bill S35,P0P,P00 

Purpose  and  Method  of  Operation 

This  blocit  grant  provides  States  with  funds  for  preventive  health  services  not 
covered  by  categorical  grants,  to  reduce  preventeible  morbidity  cind  mortality 
and  improve  the  quality  of  life.   These  grants  give  States  greater  flexibility 
in  deciding  how  available  funding  can  be  used  to  meet  State  preventive  health 
priorities. 

Grants  made  under  section  1903,  PHS  Act,  may  be  used  for  the  following: 

o   Activities  consistent  with  making  progress  toward  achieving  the  objectives 
established  by  the  Secretary  for  the  health  status  of  the  population  of 
the  United  States  for  the  year  2000; 

o   Preventive  health  service  programs  for  the  control  of  rodents  and  fpr 
comminity-and  school -based  fluoridation  programs; 

o   Feasibility  studies  and  planning  for  emergency  medical  services  systems 
euid  the  establishment,  e^ansion,  and  improvement  of  such  systems; 

o   Providing  services  to  victims  of  sex  offenses  smd  prevention  of  sex 
offenses; 

o   With  respect  to  activities  described  above,  related  planning, 
administration,  and  educational  activities; 
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o   Monitoring  and  evaluation  of  activities  carried  out  under  any  of  these 
items; 

o   At  the  request  of  States,  detailing  CDC  employees  to  State  and  local 
health  agencies  in  lieu  of  cash. 

The  law  requires  that  States  develop  a  State  Advisory  Committee  that  is 
responsible  for  holding  public  hearings  and  making  recommendations  regarding 
development  and  implementation  of  the  State  Plan — including  conducting 
assessments  on  the  public  health  of  its  citizens,  deciding  what  activities 
will  be  carried  out,  how  payments  will  be  made,  coordinating  activities  with 
other  entities,  and  reporting  and  collecting  data.   The  State  Plan  will 
include  activities  to  achieve  the  selected  health  objectives  from  Healthy 
People  2000,  the  populations  being  targeted,  disparate  need  populations  being 
targeted,  and  the  amount  of  funding  to  be  devoted. 

Funding  for  the  Preventive  Health  and  Health  Services  Block  Grant  program  for 
the  last  five  fiscal  years  has  been  as  follows: 


Fundina 

FTE 

1991 

$92, 

,702,000 

20 

1992 

S134, 

,512,000 

33 

1993 

5148, 

,743,000 

34 

1994 

S157, 

,186,000 

33 

1995 

S157, 

,918,000 

32 

Rationale  for  Budget  Request  ^ 

The  Fy  1996  estimate  of  $154,338,000  represents  a  decrease  of  $3,580,000  from 
the  FY  1995  Appropriation  for  the  absorption  of  current  services  and  will 
allow  for  a  continuation  of  program  efforts.   An  additional  $35,000,000  has 
been  rec[uested  under  the  Crime  Bill  for  education  and  prevention  grants  to 
reduce  sexual  assaults  against  women.   With  this  increase,  the  FY  1996 
estimate  is  $189,338,000.   The  request  of  30  FTEs  is  a  decrease  of  2  FTEs  from 
the  FY  1995  level  of  32  FTEs. 

Beginning  in  FY  1982,  eight  categorical  programs  were  consolidated  into  the 
Preventive  Health  and  Health  Services  Block  Grant.   With  the  passage  of  the 
Health  Omnibus  Programs  Extension  Act  in  1988,  four  additional  preventive 
health  activities  became  eligible  for  States  to  support  with  funds  from  this 
block  grant. 

This  block  grant  is  intended  to  eliminate  duplication  of  effort,  increase 
service  delivery  efficiency,  and  reduce  federally  imposed  burdens  on  the 
States.   The  funds  are  allocated  to  the  States,  the  District  of  Columbia, 
Territories,  and  eligible  Indian  Tribes  and  Tribal  Organizations  that  apply. 
Each  area's  award  is  based  on  funds  received  in  FY  1981  for  the  categorical 
programs  consolidated  into  the  block  grant  as  a  proportion  of  the  total 
categorical  awards  to  all  States,  territories,  and  D.C.  in  FY  1981.   The  law 
requires  that  at  least  $7,000,000  be  reserved  for  services  to  victims  of  sex 
offenses  and  sex  offenses  prevention  and  allocated  on  the  basis  of  population. 
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state  and  local  health  departments  play  a  central  role  in  accomplishing  the 
Healthy  People  2000  objectives.   Assessment,  a  core  function  of  public  health, 
is  the  basic  and  nondelegatable  function  of  State  and  local  governments — 
monitoring  the  health  of  their  State  or  local  populations.   The  assessment 
plan  identifies  four  essential  strategies: 

o      Developing  new  health  data  systems  to  track  priorities; 

o     Malcing  health  data  rapidly  available  to  States; 

o      Building  State  and  local  capacity  to  use  data  to  direct  programs; 

o     Evaluating  the  impact  of  programs.   Current  services  provide  CDC  with 
the  essential  core  resources  to  create  systems,  provide  assistance  to 
health  agencies,  and  enhance  the  rapid  dissemination  of  information. 
This  activity  allows  HHS  actively  to  advance  the  establishment  of 
uniform  national  data  sets. 

In  FY  1996,  CDC  will  continue  assisting  grantees  to  improve  their  reporting, 
ensure  their  core  capacity  for  acquiring  sound  and  timely  health  data,  and 
support  more  efficient  and  targeted  direction  of  programs  to  improve  the 
health  of  individuals  through  preventive  care  and  health  promotion. 

Funding  for  the  following  program  was  authorized  bv  the  Crime  Bill: 

Education  and  Prevention  Grants  to  Reduce  Sexual  Assaults  Against  Women 
($35,000,000)  -  Violence  against  women  is  an  urgent  public  health  problem  that 
has  devastating  physical  and  emotional  consequences  for  women,  children,  and 
families.   Women  are  frequent  targets  of  sexual  assault  by  partners, 
acquaintances,  and  strangers.   For  instance: 

o     An  estimated  25%  of  all  women  in  the  United  States  will  suffer  a  violent 
sexual  attack  sometime  during  their  lives; 

o     About  one-third  of  all  girls  and  women  have  been  victims  of  violence 
while  on  a  date; 

o     Forcible  rapes  accounted  for  approximately  20  of  every  1,000  crime 

victimizations  reported  to  the  National  Crime  Victimization  Survey  in 
1990; 

Cost  estimates,  including  cost  of  lost  productivity,  emergency  medical 
treatment,  pain,  suffering,  psychological  damage  and  reduced  quality  of  life 
are  $54,100  per  attempted  or  completed  forcible  rape. 

With  the  requested  increase  of  $35,000,000  authorized  by  the  Crime  Bill  in 
FY  1996,  States  will  be  able  to  augment  existing  education  and  prevention 
efforts  to  reduce  sexual  assaults  against  women.   (The  Preventive  Health  and 
Health  Services  Block  Grant  (PHHSBG)  currently  includes  a  minimum  of  $7.0 
million  allocation  to  States  and  territories  for  services  to  victims  of  sexual 
offenses  and  the  prevention  of  sexual  offenses.) 
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These  increased  resources  will  allow  States  to  provide  services  to  an 
estimated  additional  700,000  persons.   States  will  use  these  funds  for: 

o     Rape  crisis  hotlines  operated  by  rape  crisis  centers; 

o     Victim  counseling  by  a  variety  of  governmental  and  non-governmental 
agencies; 

o     Professional  training  and  education  of  police  officers  and  investigators 
to  address  the  needs  of  the  victims; 

o     Educational  programs  in  colleges  and  secondary  schools; 

o  Offender  rehabilitation  by  prison  systems.  Twenty-five  percent  of  funds 
will  be  used  to  support  educational  programs  targeted  to  middle  schooly- ^ 
junior  high  school,  and  high  school  students. 

State  health  departments  will  work  with  the  State  justice  agency,  the  State 
education  agency,  local  agencies,  and  community-based  organizations  to  provide 
services  and  programs  that  address  the  problem  of  sexual  assaults  against 
women . 

Data  related  to  rape  prevention  are  currently  being  collected  and  will  be 
reported  to  CDC,  beginning  in  February  1996.   These  data  include: 

o  Incidence  of  rape  and  attempted  rape  of  women  aged  12  and  over; 

o  Number  of  battered  women  and  children  in  emergency  housing; 

o  Percent  of  schools  with  education  programs  in  violence  prevention; 

o  Number  of  women  provided  counseling; 

o  Number  of  people  attending  prevention  education; 

o  Number  of  law  enforcement  personnel  trained; 

o  Number  of  rape  hotline  calls  received. 


95 


470 


96 


Prevention  Centers 

Authorizing  Leoislation  -  Title  XVII  of  the  Public  Health  Service  Act 


FY  1994  FY  1995 

Actual  Current  Estimate 


FY  1996 

Increase  or 

Estimate 

Decrease 

FTE 

BA 

FTE 

BA 

0 

$7,724,000 

0 

$0 

FTE  BA   FTE  BA 

0        $6,989,000    0    $7,724,000 

1996  Authorization Indefinite 


Purpose  and  Method  of  Operation 

CDC  8  Prevention  Centers  progretm  provides  grants  to  academic  institutions — 
schools  of  medicine,  public  health,  or  osteopathy — to  fund  applied  research 
designed  to  yield  tangible  results  in  health  promotion  and  disease  prevention. 
This  network  of  collaborating  academic  research  centers  works  to  fill  the 
knowledge  gaps  that  block  achievement  of  priority  prevention  goals.   The 
Prevention  Centers  Program  works  with  State  and  local  health  departments  and 
other  agencies  to  Increase  the  implementation  of  research  findings. 

Each  center's  theme  reflects  its  area  of  expertise  or  the  needs  of  the 
population  served,  thereby  enabling  a  range  of  research  and  demonstration 
projects  for  the  development  and  evaluation  of  new  strategies  to  improve 
health.   A  particular  emphasis  is  to  address  disparities  in  access  to 
effective  health  promotion  and  disease  prevention  services.   For  example,  the 
Columbia  University/Harlem  Hospital  Prevention  Center  targets  the  causes, 
including  violence,  of  excess  mortality  in  Harlem,  and  the  University  of 
Arizona  focuses  on  preventing  breast  and  cervical  cancer  in  Hispanic  and 
Native  American  populations.   The  University  of  Washington  Prevention  Center 
demonstrated  that  older  adults  suffer  as  much  from  smoking  and  benefit  as 
dramatically  from  quitting  as  middle-aged  men  and  women.   Many  of  the  research 
projects  are  specific  areas  of  importance  to  meeting  the  Year  2000  Objectives. 


Funding  for  the  Prevention  Centers  program  for  the  last  five  years  has  been  as 
follows: 


Funding 

FTE 

1991 

$4,367,000 

0 

1992 

$5,184,000 

0 

1993 

$5,456,000 

0 

1994 

$6,989,000 

0 

1995 

$7,724,000 

0 
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Rationale  for  Budget  Request 

The  FY  1996  estimate  of  $7,724,000  is  the  same  as  the  FY  1995  appropriation 
and  will  allow  for  continuation  of  program  efforts.   The  Prevention  Centers 
Program  was  established  in  1986  to  develop  and  maintain  academic  centers  for 
applied  prevention  research. 

In  FY  1996,  CDC  will  continue  to  fund  13  academic-based  centers  for  research 
and  demonstration  In  disease  prevention  and  health  promotion.   In  FY  1994,  CDC 
provided  awards  to  13  Prevention  Centers:   University  of  Alabama  at 
Birmingham,  University  of  California  at  Berkeley,  Columbia  University/Harlem 
Hospital,  The  Johns  Hopkins  University,  University  of  Illinois  at  Chicago, 
University  of  North  Carolina  at  Chapel  Hill,  University  of  South  Carolina, 
University  of  Texas  at  Houston,  University  of  Washington,  West  Virginia 
University,  University  of  Oklahoma,  and  St.  Louis  University. 
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Infectious  DieeaeeB 

Authoriiina  LealGlation  -  Section  301,  307,  310,  311,  318,  327,  352,  and  1102 
of  the  Public  Health  Service  Act 

FY  1994  FY  1995  FY  1996  Increase  or 

Actual  Current  Eetlmate        Eatlmate  Decrease 

FTE"  BA    FTE*  M   FTE*  BA    FTE  £& 

508         $47,782,000     463    $54,402,000    459    $63,191,000    (4)    $8,789,000 

*   At  the  request  of  States  and  local  health  agencies,  CDC  employees  are  detailed  In 
lieu  of  cash. 

1996  Authorization Indefinite 

Purpose  and  Method  of  Operation 

CDC's  efforts  in  infectious  disease  prevention  focus  on: 

o  National  surveillance  of  infectious  diseases. 

o  Applied  research  to  develop  new  or  improved  diagnostic  tests  and 
prevention,  and  control  strategies  and  techniques. 

o  Work  with  State  and  local  health  departments  and  private  health  care 
providers  to  transfer  and  accelerate  the  general  application  of 
effective  infectious  disease  prevention  technologies. 

o  Strengthening  the  capability  to  respond  to  outbreaks  of  new  and 
reemerging  infectious  diseases. 

o  Developing  strategies  to  prevent  drug  resistance. 

o  Developing  a  nationwide  network  for  communicating  information  to  the 
public  health  community. 

o  Strengthening  the  capacity  of  the  public  health  system  at  the  State  and 
local  levels  to  provide  leadership  to  their  communities  in  addressing 
current  and  emerging  critical  health  problems. 

Funding  for  Infectious  Diseases  for  the  last  five  fiscal  years  has  been  as 
follows: 


Funding 

FTE 

1991 

$38,317, 

,000 

507 

1992 

$40,577, 

,000 

511 

1993 

$40,282, 

,000 

496 

1994 

$47,782, 

,000 

508 

1995 

$54,402, 

,000 

463 
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Rationale  for  Budget  Request 

The  FY  1996  estimate  of  $63,191,000  represents  an  increase  of  S8, 789, 000  over 
the  FY  1995  appropriation,  including  an  investment  of  $8,800,000  which  will 
allow  CDC  to  target  emerging  infectious  disease  threats.   The  request  of  459 
FTEb  is  a  decrease  of  4  FTEs  from  the  FY  1995  level  of  463  FTEs.   Emerging 
infectious  diseases,  including  drug  resistant  infections,  pose  an  increasing 
threat  to  the  health  and  well  being  of  the  public.   In  response  to  this 
threat,  CDC  has  developed  a  plan.  Addressing  Emerging  Infectious  Disease 
Threats:      A  Prevention  Strategy  for  the  United  States.      This  budget  initiative 
facilitates  the  implementations  of  the  high  priority  steps  called  for  in  the 
plan,  thereby  enabling  CDC  to  respond  to  urgent  threats  to  health  and  prevent 
emerging  infectious  diseases. 

The  FY  1996  funds  will  be  used  to  support  the  following  activities: 

o      Provide  financial  and  technical  support  to  20  State  health  departments 
for  surveillance,  epidemiologic,  and  laboratory  investigations,  and 
educational  programs  of  infectious  diseases,  including  rapid 
identification  and  investigation  of  outbreaks.   Resources  would  be  used 
by  recipients  to  strengthen  the  existing  surveillance  and  public  health 
investigation  infrastructure  and  implement  innovative  approaches  to 
disease  monitoring  to  detect  emerging  and  drug  resistant  diseases. 
Health  education  programs  would  be  designed  for  the  general  public  and 
health  care  professionals  to  reduce  the  incidence  of  infectious  diseases 
or  retard  the  development  of  antimicrobial  resistance.   Examples  would 
be  a  program  to  reduce  exposure  to  rodents  potentially  carrying 
hantavirus  and  activities  to  avoid  exposure  to  Lyme  disease  vectors. 

o     Establish  two  additional  population-based  Emerging  Infections  Programs. 
These  programs  will: 

Provide  population-based  estimates  of  infectious  diseases  and 
monitor  important  conditions  or  health  problems  such  as  foodborne 
disease,  drug  resistant  infections,  and  opportunistic  infections  in 
immunodef icient  persons; 

—  Monitor  infectious  disease  risks  in  special  populations  (examples 
include:   nursing  homes,  school  age  children,  minority,  and  underserved 
persons ) ; 

Perform  investigations  to  determine  preventable  risk  factors  and 
behaviors  associated  with  emerging  infectious  diseases  or  antimicrobial 
resistance; 

—  Perform  prevention  effectiveness  studies  to  evaluate  strategies  to 
prevent  and  control  emerging  infectious  diseases  and  antimicrobial 
resistant  infections; 

Evaluate  the  impact  of  prevention  activities  and  health  education 
efforts. 
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o      Implement  and  support  expanded  use  of  four  domestic  sentinel  and  global 
surveillance  networks  linking  groups  of  participating  individuals  or 
organizations  to  share  information  on  the  occurrence  and  incidence  of 
emerging  infectious  diseases.   Participants  in  the  networks  will  include 
pediatricians,  family  physicians,  infectious  disease  specialists  and 
CDC's  Field  Epidemiology  Training  Programs  who  will  be  linked 
electronically  and  use  standardized  definitions  and  methodology  to 
detect  pathogens  and  antimicrobial  resistance. 

o     Initiate  a  CDC  extramural  infectious  disease  applied  research  program 
through  three  grants  to  facilitate  collaboration  between  CDC  and 
academia,  private  industry,  and  community  groups  to  perform  applied 
epidemiologic,  laboratory,  and  prevention  effectiveness  research. 

o     Improve  laboratory  capacity  at  CDC  to  identify  and  characterize  emerging 
diseases,  and  provide  training  courses  on  emerging  diseases  for  State 
public  health  laboratorians. 

All  of  these  activities  will  enhance  applied  research  for  accurate  diagnosis 
of  infectious  diseases  and  their  patterns  of  drug  resistance  and  enable  CDC  to 
understand  the  dynamics  of  emerging  infections  and  develop  science-based 
prevention  strategies. 


Centers  for  Disease  Control  and  Prevention 
Infectious  Diseases  Activity  Functions 


FY  1994 
Actual 


FY  1995 
Current  Estimate 


FY  1996 
Estimate 


Emerging  Infections 
Hantavirus 
Lyme  Disease 
Foodborne  Diseases 
Waterborne  Diseases 


$980,000 

7,500,000 

5,292,191 

2,945,538 

300,000 


$7,698,000 

7,500,000 

5,292,191 

2,945,538 

300,000 


$16,498,000 

7,500,000 

5,292,191 

2,945,538 

300,000 


Other  Infectious 
Diseases   * 


30.764.271 
$47,782,000 


30.666.271 
$54,402,000 


30.655.271 
$63,191,000 


Includes  laboratory  support  for  epidemic  investigations  of  infectious  diseases. 
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childhood  Lead  Poisoning  Prevention 

Authorizing  Legislation  -  Section  317A  of  the  Public  Health  Service  Act 

FY  1994  FY  1995  FY  1996  Increase  or 

Actual  Current  Estimate  Estimate  Decrease 

FTE*  Bft         FTE*  BA   FTE*  BA    FTE  BA 

38  $34,683,000      36    $36,409,000     35    $36,391,000    (1)      ($18,000) 

>  At  the  retjuest  of  States  and  local  health  agencies,  CDC  employees  are  detailed  in 
lieu  of  cash. 

1996  Authorization Indefinite 

Purpose  and  Method  of  Operation 

Lead  poisoning  is  the  most  common  environmental  disease  of  young  children. 
Millions  of  children  in  the  United  States  have  high  enough  blood  lead  levels 
to  decrease  intelligence  and  slow  development.   Young,  minority  children  in 
the  inner  cities,  already  disadvantaged  by  poor  nutrition  and  other  factors, 
are  disproportionately  affected.   Lead  poisoning  affects  children  of  all  races 
and  ethnicities,  in  all  socioeconomic  groups,  in  all  geographic  areas.   Lead 
poisoning  is  particularly  tragic  because  it  is  entirely  preventable.   The  U.S. 
Public  Health  Service  Year  2000  Objectives  state  that  by  the  Year  2000,  no 
child  in  the  United  States  should  have  blood  lead  levels  above  25  ug/dL. 
The  goal  of  the  CDC  program  in  childhood  lead  poisoning  prevention  is  to 
eliminate  this  disease  as  a  public  health  problem  in  the  next  20  years.   The 
specific  components  of  this  effort  are  described  in  the  Strategic  Plan  for  the 
Elimination  of  Childhood  Lead  Poisoning,  published  in  1991.   The  majority  of 
the  requested  funding  is  for  grants  to  State  and  local  childhood  lead 
poisoning  prevention  programs  to  screen  children  for  lead  poisoning,  ensure 
timely  and  appropriate  follow-up  of  children  with  elevated  blood  lead  levels, 
and  provide  education  about  childhood  lead  poisoning  and  its  prevention.   The 
proposed  funds  will  be  used  for  the  development  of  easier-to-use,  cheaper 
instruments  for  blood  lead  measurement;  development  of  national  surveillance 
for  elevated  blood  lead  levels;  evaluation  of  critical  program  issues;  and 
conducting  evaluations  for  setting  health-based  environmental  standards. 

The  CDC  childhood  lead  poisoning  prevention  program  conducts  a  variety  of 
activities  aimed  at  eliminating  this  disease.   A  major  activity  is  technical 
assistance  to  provide  overall  program  development  guidance  to  State  and  local 
grantees  and  other  childhood  lead  poisoning  prevention  programs.   Thirty-seven 
State  and  local  agencies  will  receive  funds  for  prevention  activities. 

In  addition,  CDC  has  developed  data  and  program  management  software  in  support 
of  State  and  local  programs.   CDC  also  conducts  important  laboratory 
proficiency-testing  programs  to  ensure  accurate  blood  lead  measurement. 
Another  major  area  of  activity  is  surveillance  and  epidemiology.   CDC  is 
developing  national  surveillance  for  lead  levels  in  children  to  bring  about 
better  detection  and  monitoring  of  lead  poisoning  prevalence.   Enhanced 
surveillance  will  help  programs  target  limited  resources  and  evaluate  their 
progress.   Epidemiologic  studies  and  evaluations  conducted  by  CDC  focus  on 
critical  issues  for  cost-effective  expenditure  of  funds,  e.g.,  evaluation  of 
the  effectiveness  of  various  interventions  in  reducing  children's  blood  lead 
levels.   CDC  also  works  with  other  Federal  agencies,  coordinating  with  other 
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child  health  programs,  e.g.,  Medicaid's  EPSDT  program,  and  MCH,  participating 

in  a  Federal  Interagency  Lead-Based  Paint  Task  Force,  assisting  EPA  in 

developing  a  Federal  lead  information  center,  and  assisting  HUD  in  evaluating 
its  lead  poisoning  prevention  activities. 

Funding  for  the  lead  poisoning  prevention  program  for  the  last  five  fiscal 
years  has  been  as  follows: 


Funding 

FTE 

1991 

$7,790, 

,000 

19 

1992 

$21,180, 

,000 

35 

1993 

$29,683, 

,000 

37 

1994 

$34,683, 

,000 

38 

1995 

$36,409, 

,000 

36 

Rationale  for  Budget  Request 

The  FY  1996  request  of  $36,391,000  is  a  decrease  of  $18,000  from  the  FY  1995 
appropriation  for  the  absorption  of  current  services.   The  request  of  35  FTBs 
is  a  decrease  of  1  FTE  from  the  FY  1995  level  of  36  FTEs.   Funds  will  be  used 
to  continue  lead  poisoning  prevention  efforts,  the  most  common  environmental 
disease  of  young  children. 

CDC  will  continue  to  conduct  a  variety  of  activities  aimed  at  eliminating  this 
disease.   Program  services  will  continue  to  provide  overall  program 
development  and  technical,  epidemiological,  and  management  assistance  to  State 
and  local  grantees  and  other  childhood  lead  poisoning  prevention  programs. 
Data  and  progrcun  management  software  will  also  continue  to  support  State  and 
local  efforts  as  well  as  laboratory  proficiency-testing  programs  to  ensure 
accurate  blood  lead  measurement. 

Efforts  to  develop  national  surveillance  for  lead  levels  in  children  will 
proceed  to  bring  about  better  detection  and  monitoring  of  lead  poisoning 
prevalence.   CDC  will  also  continue  collaboration  and  coordination  with  other 
agencies  to  accomplish  the  Year  2000  Objectives  and  implement  the  Strategic 
Plan  for  the  Elimination  of  Childhood  Lead  Poisoning. 

Centers  for  Disease  Control  and  Prevention 
Childhood  Lead  Poisoning  Prevention  Functions 

FY  1994  FY  1995  FY  1996 

Actual       Current  Estimate      Estimate 

State  and  Community- 
Based  Childhood  Lead 
Poisoning  Prevention 
Program  Grants  $24,900,000        $26,009,000      $25,991,000 

Cooperative  Agreements         2,783,000  3,000,000        3,000,000 

Other  Prevention 

Activities  7.000.000  7.400.000        7.400.000 

Total  $34,683,000        $36,409,000      $36,391,000 
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Inlurv  Prevention  and  Control 

Authorizing  Legislation  -  Section  301,  307,  310,  311,  317,  327,  352,  391-394, 
and  1102  of  the  Public  Health  Service  Act 

FY  1994  FY  1995  FY  1995  FY  1996         Increase  or 

Actual  Appropriation     Current  Estimate      Estimate         Decrease 

FTE'  BA   FTE"  BA    FTE"  BA   FTE"  BA   |TE  £& 

79    $39,308,000     77   $44,979,000     77   $43,679,000     76   $44,661,000   (1)     982,000 

Crime  Bill 

0  SO      0  SO      0  SO      0    S4. 100. OOP     0   4.100.000 

Total 

79    $39,308,000     77   $44,979,000     77   $43,679,000     76   $48,761,000   (1)   5,082,000 

*   At  the  request  of  States  and  local  health  agencies,  CDC  employees  are  detailed  in  lieu 
of  cash. 

1996  Authorization Indefinite. 

Purpose  and  Method  of  Operation 

As  the  lead  Federal  agency  for  injury  prevention  and  control,  CDC's  program  ie 
designed  to  prevent  premature  death  and  disability  and  reduce  human  suffering 
and  medical  costs  caused  by:   fires  and  burns;  poisoning;  drowning;  violence, 
including  homicide  and  suicide;  lack  of  use  of  bicycle  helmets,  seat  belts, 
and  baby  seats;  and  other  injuries.   The  impact  of  injuries  on  the  life  of 
Americans  include: 

o  Each  year  over  150,000  Americans  die  from  injuries,  and  1  in  3  persons 
suffer  a  nonfatal  injury. 

o  Injury  disproportionately  impacts  on  children,  youth  and  young  adults — it 
is  the  leading  cause  of  death  for  Americans,  ages  1  to  44. 

o  Injuries  are  one  of  our  most  expensive  health  problems,  with  a  total 
lifetime  cost  of  injuries  sustained  in  any  given  year  of  $150  to  $180 
billion. 

o  Every  day  60  children  die  from  injury — this  translates  to  almost  3 
children  every  hour. 

o  Homicide  is  the  fourth  leading  cause  of  death  for  children  1-6  years  of 
age. 

o  Every  year  more  than  80,000  people  in  the  United  States  are 

unnecessarily,  but  permanently,  disabled  from  brain  or  spinal  cord 
injury. 

The  national  injury  prevention  and  control  program  encompasses  nonoccupational 
injury  and  applied  research  in  acute  care  and  rehabilitation  of  the  injured. 
CDC  accomplishes  its  mission  through  extramural  and  intrsunural  research, 
implementing  prevention  programs,  assisting  State  and  local  health 
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jurisdictions  in  their  efforts  to  reduce  injuries,  and  conducting  prevention 
activities  in  partnership  with  other  Federal  and  private-sector  agencies. 
Evaluation  of  intervention  programs  is  a  key  component  of  CDC's  overall 
strategy  to  discover  what  works  and  determine  future  direction  in  this  area. 

Some  recent  results  and  accomplishments: 

o  An  evaluation  of  a  CDC-funded  project  of  a  local  bicycle  helmet  law  in 
Howard  County,  Maryland,  showed  the  legislation  markedly  increased  helmet 
use  by  children  in  Howard  County  (from  4%  to  47%).   CDC  estimates 
universal  use  of  bicycle  helmets  could  annually  prevent  500  deaths,  over 
10,000  hospitalizations,  and  more  than  150,500  visits  to  the  ER,  and 
could  save  an  estimated  $213,000,000  annually. 

o  An  intervention  to  provide  training  in  conflict  resolution  skills  to  high 
risk  youth  and  adults  involved  in  violent  disputes  has  found  individuals 
receiving  the  training  are  significantly  less  likely  to  be  arrested  later 
for  assaultive  acts  than  those  in  the  control  group. 

o  In  a  study  of  nonfatal  assaults  among  family  members  and  other  intimates 
in  Atlanta,  CDC  researchers  found  that  almost  half  of  these  assaults 
involved  unmarried  partners  (e.g.,  boyfriends  and  girlfriends, 
cohabitating  partners,  same-sex  partners)  and  prior  or  estranged  partners 
(e.g.,  ex-boyfriend/ex-girlfriend,  separated  and  divorced  spouses).   Only 
29%  of  the  assaults  occurred  among  married  partners. 

o  A  CDC  study  showed  that  the  risk  of  death  in  disputes  involving  family 
members  or  other  intimates  was  12  times  greater  if  a  firearm  was  used. 

Funding  for  the  Injury  Prevention  and  Control  Program  for  the  last  five  fiscal 
years  has  been  as  follows: 


Fundinq 

FTE 

1991 

$24,036, 

,000 

73 

1992 

$27,334, 

,000 

75 

1993 

S31,808, 

,000 

81 

1994 

$39,308, 

,000 

79 

1995 

$43,679, 

,000 

77 

Rationale  for  Budget  Request 

The  FY  1996  estimate  of  $44,661,000  includes  a  program  increase  of  $1,000,000 
offset  by  a  $18,000  current  services  decrease  for  a  net  increase  of  $982,000. 
The  program  increase  will  complete  the  two-year  phase  in  the  programs  funded 
in  FY  1995  and  fund  the  following  programs:   prevention  of  youth  violence 
($640,000);  national  public  awareness  for  domestic  violence  ($115,000);  injury 
control  research  center  ($115,000);  and  the  prevention  of  playground  injuries 
($130,000). 

A  request  of:  $4,000,000  is  to  implement  the  Community  Programs  on  Domestic 
Violence  initiative  as  authorized  in  the  Crime  Bill;  and  $100,000  is  to 
conduct  a  study  of  the  number  and  cost  of  injuries  due  to  domestic  violence. 
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also  authorized  in  the  Crime  Bill.   This  brings  the  total  request  to 
$48,761,000.   The  request  of  ,76  FTEs  is  a  decrease  of  1  FTE  from  the  FY  1995 
level  of  77  FTEs.   CDC  has  made  important  advances  in  the  evolution  of  its 
violence  prevention  program.   However,  there  are  several  areas  in  which  the 
need  and  opportunity  for  further  activity  are  most  pressing. 

In  FY  1996,  CDC  plans  to  continue  addressing  the  Nation's  epidemic  of  violence 
by  expanding  activities  in  the  following  areas:   surveillance,  evaluation, 
community  programs,  training,  and  communications.   Efforts  to  address  violence 
and  firearm  injuries  will  place  increased  emphasis  on  collaboration  with  other 
key  organizations  working  in  this  field  including,  but  not  limited  to.  Federal 
agencies,  Historically  Black  Colleges  and  Universities  (HBCUs),  community- 
based  organizations,  religious  groups,  and  private  foundations.   Particular 
emphasis  will  be  placed  on  preventing  violence  and  firearm  injuries  among 
children,  adolescents,  and  young  adults. 

An  increase  of  $1,000,000  is  requested,  to  complete  the  two-year  phase-in  of 
the  programs  funded  in  the  FY  1995  appropriation  (a  rescission  of  $1,300,000 
is  proposed  for  FY  1995),  for  prevention  of  youth  violence  ($640,000), 
national  public  awareness  of  domestic  violence  ($115,000),  injury  control 
research  center  ($115,000),  and  prevention  of  playground  injuries  ($130,000). 

Crime  Bill: 

The  proposal  includes  two  programs  authorized  by  the  Crime  Bill: 

o  Community  Programs  on  Domestic  Violence  ($4,000,000) 

-  The  Family  Violence  Prevention  and  Services  Act  authorized  funds  in  FY 
1996  to  nonprofit  private  organizations  to  establish  projects  in  local 
communities,  involving  many  sectors  of  each  community,  to  coordinate 
intervention  and  prevention  strategies  in  the  area  of  domestic  violence. 
Entities  receiving  grants  under  this  program  must  include  representatives 
of  the  local  community,  which  may  include  health  care  providers,  the 
education  community,  the  religious  community,  the  justice  system, 
domestic  violence  program  advocates,  business  and  civic  leaders,  and 
others. 

-  Community  Programs  on  Domestic  Violence  will  provide  funding  for  profit 
and  nonprofit,  public,  and  private  organizations  to  establish  projects 
involving  multiple  sectors  of  local  communities  to:   coordinate 
intervention  and  prevention  strategies  in  the  area  of  family  and  intimate 
violence;  develop  an  integrated  community  plan  of  action  to  prevent 
family  and  intimate  violence;  implement  and  evaluate  multifaceted 
approaches  to  the  prevention  of  family  and  intimate  violence. 
Multifaceted  prevention  strategies  may  include  development  of  coordinated 
community  domestic  violence  task  forces,  expansion  of  community  education 
and  outreach,  and  interventions  that  will  more  effectively  reach  racial, 
cultural,  and  ethnic  and  language  minorities.   Organizations  receiving 
funding  under  this  program  must  include  representatives  of  the  local 
community  such  as  community-based  organizations,  health  care  providers, 
the  education  community,  the  religious  community,  the  legal  and  justice 
system,  domestic  violence  prevention  program  advocates,  business  and 
civic  leaders,  human  services  entities  such  as  State  child  services 
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divisions,  and  other  sectors  which  can  make  substantive  contributions  to 
successful  program  outcomes. 

3  Conduct  a  study  of  the  number  and  cost  of  injuries  due  to  domestic  violence 
($100,000) 

-  The  Crime  Bill  authorizes  $100,000  in  FY  1996  for  CDC  to  conduct  a  study 
to  obtain  a  national  projection  of  the  incidence  of  injuries  resulting 
from  domestic  violence,  the  cost  of  injuries  to  health  care  facilities, 
and  recommend  health  care  strategies  for  reducing  the  incidence  and  cost 
of  such  injuries.   This  authorization  is  directly  in  line  with  CDC's 
mission  to  provide  a  stronger  scientific  basis  for  preventing  violence 
against  women  by  using  the  public  health  model  of  monitoring, 
epidemiologic  analysis,  intervention  design,  implementation,  and 
evaluation.   CDC  is  in  the  process  of  developing  monitoring  systems  that 
will  show  how  often  violence  against  women  occurs,  which  women  face  the 
greatest  risk,  and  whether  the  problem  is  improving  or  worsening  over 
time  at  national  or  local  levels,  and  consequently  help  answer  some  of 
the  questions  posed  in  this  authorization.   CDC  will  take  the  following 
steps  to  provide  the  best  available  national  estimates  of  the  number  and 
cost  of  injuries  due  to  domestic  violence:   develop  appropriate 
definitions  for  counting  the  number  and  cost  of  injuries  due  to  domestic 
violence;  conduct  a  review  of  existing  scientific  literature  to  identify 
estimates  of  the  prevalence  and  magnitude  of  domestic  violence  and 
injuries  resulting  from  such  violence;  draw  on  information  on  the 
prevalence  of  domestic  violence  and  associated  injuries  from  surveys  and 
data  collection  instruments  that  CDC  is  presently  putting  into  place  as 
part  of  its  program  to  prevent  violence  against  women;  enlist  the 
expertise  of  a  health  economist  to  assist  in  combining  information  on  the 
number  and  severity  of  injuries  due  to  domestic  violence  with  treatment 
cost  data  to  estimate  the  economic  costs  of  injuries  related  to  domestic 
violence,  and  explore  the  possibility  of  estimating  the  costs  of  health- 
related  consequences  of  exposure  to  domestic  violence,  such  as,  substance 
abuse  and  suicide  attempt. 

Centers  for  Disease  Control  and  Prevention 
Injury  Prevention  and  Control 

FY  1994        FY  1995         FY  1996 

Actual         Current       Estimate 

Estimate 

Unintentional  Injury  $20,596,000     $21,492,000    $22,474,000 

Intentional  Injury 

-  Youth  Violence  8,302,000  10,677,000  10,677,000 

-  Family  and  Intimate  Violence      9,110,000  10,210,000  10,210,000 

-  Suicide  1,300,000  1,300,000  1,300,000 

Subtotal  18.712.000  22.187.000  22.187.000 

Total  Injury  539,308,000  $43,679,000  $44,661,000 

Crime  Bill                         =zz     =zz  4.100.000 

TOTAL  INJURY  PREVENTION              $39,308,000  $43,679,000  $48,761,000 
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FY  1995  Propoaed  ReBcission 

A  rescission  is  proposed  as  part  of  the  President's  reinventing  Federal 
Government  initiative.   In  FY  1995,  the  injury  prevention  and  control  activity 
received  an  increase  of  $5,671,000.   To  ensure  effective  use  of  the  increase, 
it  is  proposed  that  the  programs  ^  implemented  over  a  two-year  period, 
instead  of  one.   Therefore,  a  rescission  of  $1,300,000  is  proposed  to  adjust 
the  funds  for  the  two-year  phase-in. 

The  rescission  will  reduce  the  following  programs:  youth  violence  by  $575,000; 
national  violence  conference  by  $250,000;  national  public  awareness  campaign 
on  domestic  violence  by  $150,000;  initiative  on  playground  injuries  by 
$175,000;  and  a  new  injury  control  research  center  by  $150,000. 
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Occupational  Safety  and  Health 

Authoritino  Leolslation  -  Section  301,  304,  306,  308,  310,  311,  and  327  of  the 

Public  Health  Service  (PHS)  Act.   Sections  20,21,  and  22  of  the  Occupational 

Safety  and  Health  Act  of  1970,  and  Sections  101,  102,  103,  201,  202,  and  203 
of  the  Federal  Mine  Safety  and  Health  Act  of  1977 


FY  1994 

FY  1995 

Actual 

Current  Estimate 

PTE 

BA 

FTE             BA 

Research 

934 

$115,439, 

,000 

1005   $120,222,000 

Training 

2 

12,898, 

,000 

9     ;?,898,009 

FY  1996 

Estimate 


1098   $124,186,000 


Increase  or 
Decrease 


FTE 
93 


12.898.000 


Total      934     $128,337,000   1005   $133,120,000   1098   $137,084,000     93     $3,9( 

1996  Authorization Indefinite 

Purpose  and  Method  of  Operation 

CDC's  National  Institute  for  Occupational  Safety  and  Health  (NIOSH)  is  charged 
with  conducting  a  national  program  of  occupational  safety  and  health  research 
and  dissemination.   The  purpose  of  this  program  is  to  establish  and 
disseminate  scientific  and  public  health  information  necessary  to  ensure  safe 
and  healthful  working  conditions  for  the  124  million  American  working  men  and 
women . 

Occupational  injuries  occur  at  twice  the  rate  of  injuries  in  the  home  or  in 
public  places.   Severe  occupational  trauma  is  second  only  to  the  motor  vehicle 
incidents  as  a  cause  of  unintentional  death  in  the  United  States.   The 
National  Traumatic  Occupational  Fatality  Surveillance  system  estimates  that 
over  6,400  men  and  women  are  killed  at  work  each  year.   That  is  more  than  one 
worker  every  20  minutes  of  the  workweek.   The  highest  number  of  fatalities 
occur  in  the  mining,  construction,  transportation,  and  agriculture  industries. 
In  addition  to  these  fatal  injuries,  estimates  show  that  approximately  12 
million  non-fatal  injuries  occur  each  year  to  men  and  women  at  work.   The 
Bureau  of  Labor  Statistics  (BLS)  estimates  that  about  4  of  every  100  workers 
are  disabled  by  these  injuries.   The  majority  of  all  of  these  deaths  and 
injuries  are  caused  by  preventable  unsafe  conditions. 

Several  research  organizations  have  estimated  costs  for  occupational  injuries 
in  America.   According  to  RAND,  in  a  1991  study  of  injury  costs  entitled 
Compensation  for  Accidental  Injuries  in  the  United  States,  accidents  occurring 
on  work  time  impose  the  greatest  annual  costs  of  injury  in  America,  totalling 
$83  billion.   The  National  Safety  Council  estimated  that  the  total  cost  of 
work-related  injuries  in  1991  was  $63.3  billion,  and  the  total  number  of  days 
lost  was  75  million. 


To  prevent  work-related  hazards,  NIOSH  conducts  applied  research  with  a  corps 
of  occupational  safety  and  health  professionals  operating  in  multidisciplinary 
teams  comprised  of  engineers,  epidemiologists,  industrial  hygienists. 
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physicians,  and  toxicologists.   Intramural  efforts  are  complemented  by  grants, 
contracts,  and  cooperative  agreements  to  form  a  comprehensive  and  integrated 
program  consisting  of  four  components:  identification  of  hazards;  research  on 
causes  and  prevention  of  occupational  injuries  and  illnesses;  dissemination  of 
research  findings  and  recommendations;  and  training  of  those  involved  in 
preventing  disease  and  injury  at  work. 

Surveillance  programs  are  crucial  to  the  identification  of  the  industries  and 
occupations  in  greatest  need  for  prevention  and  intervention  efforts.   NIOSH 
surveillance  programs  include  the  Sentinel  Event  Notification  System  for 
Occupational  Risks  <SENSOR),  the  National  Traumatic  Occupational  Fatalities 
(NTOF)  database,  the  Fatal  Accident  Circumstances  and  Epidemiology  (FACE) 
program,  the  Coal  Workers"  Pneumoconiosis  program,  and  th<?  NIOSH  Health  Hazard 
Evaluation  and  Technical  Assistance  Program. 

Applied  research  is  used  to  understand  causes  and  develop  interventions  for 
occupational  illness  and  injury.  Applied  research  focuses  on  understanding 
and  preventing  the  causes  of  occupational  illnesses  and  injuries  identified 
through  surveillance. 

Extrcunural  research  is  conducted  through  individual  project  grants  conducted 
by  scientists  across  the  country.   Extramural  research  enables  NIOSH  to 
efficiently  direct  research  in  areas  which,  if  conducted  intramurally,  would 
require  extensive  resources  and  development  time. 

Funding  for  the  Occupational  Safety  and  Health  program  for  the  last  five 
fiscal  years  has  been  as  follows: 


Funding 

FTE 

1991 

$96,980, 

,000 

825 

1992 

S103,450, 

,000 

887 

1993 

5112,344, 

,000 

921 

1994 

$128,337, 

,000 

934 

1995 

$133,120, 

,000 

1005 

Rationale  for  Budget  Request 

The  FY  1996  estimate  of  $137,084,000  is  an  increase  of  $3,964,000  compared  to 
the  FY  1995  appropriation,  and  will  provide  a  $5,000,000  increase  for  the 
Morgantown  West  Virginia  laboratory.   This  budget  increase  will  enable  CDC  to: 

o     provide  new  focused  research  capabilities  in  mechanisms  of  occupational 
disease  and  identify  causative  agents  and  early  indicators  (biomarkers) 
of  response  to  chemical,  biological,  and  physical  agents  which  will  be 
directed  at  prevention  and  control  of  occupational  disease  and 
integrated  into  field  research  and  services; 

o     develop  new  state-of-the-art  research  techniques  in  the  areas  of 
physiology,  human  and  animal  cellular  and  molecular  pathology, 
biochemistry,  immunotoxicology,  pharmacology,  molecular  and  cellular 
biology,  genetic  toxicology,  and  imaging; 
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provide  new  research  to  develop  and  improve  methods  for  environmental 
measurement  of  aerosols;  develop  and  evaluate  intelligent,  real-time 
personal  and  area  direct  reading  instruments  for  chemical,  biological 
and  physical  agents; 

develop  and  improve  techniques  for  measuring  human  responses  to 
workplace  exposures;  and  develop  new  research  techniques  in  the  areas  of 
aeromicrobiology,  particle  characterization,  molecular  characterization, 
micro-sensors,  advanced  sampling  and  instrumentation,  electronic 
monitoring,  electrical  and  mechanical  engineering; 

provide  new  research  capabilities  for  developing  and  establishing 
engineering  solutions  for  the  control  of  occupational  diseases  and  for 
utilizing  engineering  techniques  to  solve  problems; 

develop  new  research  techniques  in  the  areas  of  computerized  workplace 
simulations  and  mathematical  models,  industrial  fabrication,  and 
electrical  and  mechanical  engineering; 

Develop  and  refine  new  research  programs. 


The  request  of  1,098  FTEs  is  an  increase  of  93  FTEs  over  the  FV  1995  level  of 

1,005  FTEs.   The  request  includes  a  progrcun  increase  of  100  FTEs  for  operation 

of  the  new  Morgantown  laboratories,  offset  by  the  mandatory  decrease  of  7  FTEs 
for  non-Morgantown  activities. 
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Non-compet  ing 
continuations 

TOTAL 

Number  of  Grants 


FY  1994 
Actual 

$5,570,165 


3.423.735 

$8,993,900 

70 


FY  1995 
Current  Estimate 

$4,169,622 


4.824.278 

$8,993,900 

68 


FY  1996 
Estimate 

$5,400,000 


3.593.900 

$8,993,900 

70 


TRAINING  GRANTS 


New / Compet  ing 
Continuations 

Noncompeting 
Continuations 

(Educational 

Resource 

Centers) 

TOTAL 

Number  of  Grants 


FY  1994 
Actual 

$1,880,000 

11,018,000 

(7.888.0001 

$12,898,000 

59 


FY  1995 
Current  Estimate 


$1,880,000 
11,018,000 

(7.888.0001 

$12,898,000 

59 


FY  1996 

Estimate 

$1,880,000 
11,018,000 

(7.888.0001 

$12,898,000 

59 
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Centers  for  Disease  Control  and  Prevention 
Occupational  Safety  and  Health  Functions 


FY  1994  FV  1995 

Actual*      Current  Estimate* 


FY  1996 
Estimate* 


Intramural  Research 
Identification: 
Surveillance 

Health  Hazard 

Evaluation/Technical 

Assistance 

Targeted  Research: 
Occupational  Lung 
Diseases 

Musculoskeletal 
Injuries 

Occupational  Cancers 

Severe  Occupational 
Traumatic  Injuries 

Occupationally  Related 
Cardiovascular 
-  Diseases 

Disorders  of 
Reproduction 

Neurotoxic  Disorders 

Noise-Induced  Hearing 
Loss 

Dermatologic  Conditions 

Psychologic  Disorders 

Control  &  Personal  Protective 
Equipment 

Dissemination 

Subtotal 

Extramural  Research 
Identification: 

Surveillance 

Health  Hazard 

Evaluation/Technical 

Assistance 


$11,150,000 

10,950,000 

12,100,000 

4,250,000 

6,300,000 

6,900,000 

1,300,000 
2,900,000 

2,300,000 
1,000,000 

800,000 
1,200,000 

11,777,000 

8.000.000 

$80,927,000 

8,280,000 
300,000 


$10,900,000 

10,600,000 

12,000,000 

5,700,000 

6,700,000 

8,500,000 

1,260,000 
2,800,000 

2,200,000 
1,000,000 

800,000 
1,200,000 

13,850,000 

7.800.000 

$85,310,000 

8,280,000 
300,000 


$11,400,000 

11,100,000 

12,600,000 

6,000,000 

7,000,000 

8,900,000 

1,320,000 
2,900,000 

2,300,000 
1,000,000 

800,000 
1,300,000 

14,454,000 

8.200.000 

$89,274,000 

8,280,000 
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FY  1994  FY  1995 

Actual*      Current  Estimate* 


FY  1996 
Eatimate* 


Targeted  Reeearch: 

Occupational  Lung 
Diseases 

Musculoskeletal 
Injuries 

Occupational  Cancers 

Severe  Occupational 
Traumatic  Injuries 

Occupationally  Related 
Cardiovascular  Diseases 

Disorders  of 
Reproduction 

Neurotoxic  Disorders 

Noise-Induced  Hearing 
Loss 

Dermatologic  Conditions 

Psychologic  Disorders 

Control  K  Personal  Protective 
Equipment 

Dissemination 

Subtotal 

Training 

TOTAL,  Occupational 
Safety  6  Health 


5,400,000 

2,050,000 

4,500,000 

2,512,000 

400,000 
2,000,000 

1,300,000 
800,000 

475,000 
775,000 

3,320,000 

2.400.000 

$34,512,000 

12.898.000 

$128,337,000 


5,400,000 

2,050,000 

4,500,000 

2,512,000 

400,000 
2,000,000 

1,300,000 
800,000 

475,000 
775,000 

3,320,000 

2.800.000 

$34,912,000 

12.898.000 

$133,120,000 


5,400,000 

2,050,000 

4,500,000 

2,512,000 

400,000 
2,000,000 

1,300,000 
800,000 

475,000 
775,000 

3,320,000 

2.800.000 

$34,912,000 

12.898.000 

$137,084,000 


Includes  $9,373,900  in  research  grants. 
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Epidemic  ServiccB 

Authorizing  LeaJBlation  -  Section  301,  307,  310,  311,  325,  327,  352,  353,  and 
361  of  the  Public  Health  Service  Act 

py  1994  FY  1995  FY  1996  Increase  or 

Actual  Current  Estimate        Estimate  Decrease 

FTE'  BA         FTE"  BA   FTE'  BA    FTE*  BA 

969        $73,520,000    940    $73,325,000    935    $73,318,000     (5)       ($7,000) 

*   At  the  request  of  States,  employees  are  detailed  to  State  and  local  government. 

1996  Authorization Indefinite 

Purpose  and  Method  of  Operation 

As  part  of  (n}C'8  efforts  to  implement  the  Year  2000  National  Prevention 
Objectives,  CDC  conducts  a  progrcun  of  scientific  inquiry  and  applied  research 
to  solve  public  health  problems  and  supports  selected  progreuns  to  assist 
States,  health  organizations,  and  others  in  the  health  field  to  achieve 
prevention  goals. 

Resolving  public  health  problems  rapidly  will  ensure  cost  effective  health 
care  and  enhance  health  promotion  and  disease  prevention.   Activities 
involving  rapid  solution  range  from  local  identification  of  food  poisoning  to 
national  investigations,  such  as  Legionnaires'  disease  and  Eoslnophilia 
Myalgia  Syndrome.   CDC  efforts  will  continue  to  provide  the  United  States  with 
a  trained  professional  staff  able  to  investigate  health  problems  which  affect 
the  U.S.  population. 

The  objectives  of  the  epidemic  services  activity  are  to: 

o  Provide  for  the  prevention  and  control  of  epidemics  and  protect  the  U.S. 
population  from  public  health  crises  Including  biological  and  chemical 
emergencies; 

o  Develop,  operate,  and  maintain  surveillance  systems,  analyze  data,  and 
respond  to  public  health  problems  when  indicated.   Public  health 
surveillance  data  is  used  to:  estimate  the  incidence,  prevalence,  and 
distribution  of  diseases  and  injuries;  monitor  trends  over  time; 
identify  subgroups  at  increased  risk;  set  priorities  for  intervention 
programs;  evaluate  intervention  programs;  assess  risk  factors  for 
acquiring  a  disease;  make  projections  of  future  disease  burden  on 
society;  and  detect  epidemics.   CDC's  surveillance  activities  involve 
close  cooperation  among  Federal,  State,  and  local  governments  and  the 
private  medical  community  to  provide  effective  public  health  services; 

o  Train  public  health  epidemiologists;  including  the  Epidemic  Intelligence 
Service  (EIS)  program,  a  2-year  post-doctoral  program  in  applied 
epidemiology.   The  EIS  Progrsun  enables  public  health  professionals  to 
attain  proficiency  in  the  practice  of  epidemiology  while  simultaneously 
providing  epidemiologic  service  to  the  States  and  the  U.S.  public; 

o  Carry  out  the  quarantine  program  as  required  by  regulations; 
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o  Reduce  the  importation  of  disease  from  developing  countries  through 
reduced  morbidity  and  mortality  utilizing  the  Global  Epidemic 
Intelligence  Service; 

o  Continue  the  publication  of  the  Morbidity  and  Mortality  Weekly  Report 
(MMWR) .  considered  to  be  CDC's  main  communication  mode  for  disease 
outbreaks  and  trends  in  health  and  health  behavior.   The  MMWR  is 
disseminated  to  over  700,000  people  who  work  in  the  fields  of  public 
health.  The  MMWR  is  also  available  through  a  commercial  electronic 
communications  network  to  private  physicians,  hospitals,  and  other 
appropriate  offices; 

o  Develop,  coordinate,  and  provide  efficacious,  effective,  and  economic 
prevention  strategies  to  deliver  the  best  possible  public  health 
programs  in  the  context  of  a  realistic  expenditure  of  resources; 

o  Improve  and  assist  the  development  of  State  infrastructure  by  supporting 
State  public  health  programs  and  activities. 

Funding  for  the  epidemic  sejcvices   program  for  the  last  five  fiscal  years  has 
been  as  follows: 


Fundina 

FTE 

.991 

$68,714, 

,000 

958 

992 

$72,926, 

,000 

1137 

,993 

$73,520, 

,000 

1062 

994 

$73,520, 

,000 

969 

995 

$73,325, 

,000 

940 

Rationale  for  Budget  Request 

The  FY  1996  estimate  of  $73,318,000  is  a  decrease  of  $7,000  from  the  FY  1995 
appropriation  for  the  absorption  of  current  services.   The  request  of  935  FTEs 
is  a  decrease  of  5  FTEs  from  the  FY  1995  level  of  940  FTEs.   COC  conducts  a 
progrcun  of  scientific  inquiry  and  research  to  solve  public  health  problems  and 
supports  selected  programs  to  assist  States,  health  organizations,  and  others 
in  the  health  field  to  achieve  prevention  goals. 
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Centers  for  Disease  Control  and  Prevention 
Epidemic  Services  Functions 


FY  1994  FY  1995  FY  1996 

Actual   Current  Estimate  Estimate 

Activitv 

Epi  Training,  Investigation,  6 

Communication  $12,374,000  $12,374,000  $12,374,000 

Epi  Surveillance  13,694,000  13,499,000  13,492,000 

Global  EIS  650,000  650,000  650,000 

Prevention  Effectiveness  2,131,000  2,131,000  2,131,000 

State  Capacity  Building  400,000  400,000  400,000 

Infant  Health  (Mortality)  14,345,000  14,345,000  14,345,000 

Reproductive  Health  14,256,000  14,256,000  14,256,000 

International  Health  2,100,000  2,100,000  2,100,000 

Epi  Services  Minority  Health  13.570.000  13.570.000  13.570.000 

Total  $73,520,000  $73,325,000  $73,318,000 
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Health  Data  Initiative 

Authorizing  Legislation  -  Title  III  of  the  Public  Health  Service  Act  (PHSA), 
Section  301,  304,  306,  307,  and  308,  and  the  Economy  Act  of  1932  as  amended 
(31  use  1535,  1536) 


FY  1994 

FY 

1995 

FY 

1996 

Increase  or 

Actual 

Current 

Estimate 

Estimate 

Decrease 

PTE      BA 

FTE 

BA 

FTE 

BA 

FTE 

BA 

0      $0 

0 

SO 

0 

$20,000,000 

0 

S20,000,000 

:  1» 

uation    —      0 

— 

_o 

— 

(14,000,000) 

zz.     1 

14,000,000) 

0     $0 

0 

SO 

0 

S6, 000, 000 

0 

S6, 000, 000 

1996  Authorization.  . 

Purpose  and  Method  of 

Operation 

Proqram  Description: 

The  shortcomings  of 

existi 

.ng  health  data 

systems 

1  have 

been  highlighted  by  serious  health  policy  deliberations  at  the  Federal  and 
State  level  and  consideration  of  major  changes  in  the  Nation's  public  health 
programs.   Major  problems  were  identified  in  the  ability  to:   monitor 
accurately  trends  in  economic  aspects  of  the  health  care  sector;   characterize 
fully  the  capacity  and  performance  of  both  the  personal  health  care  system  and 
the  public  health  infrastructure;  and  answer  a  variety  of  key  questions  in  the 
area  of  substance  abuse  and  mental  health. 

In  an  environment  of  rapid  change,  better  information  is  needed  to  inform  the 
policy  debate  better,  assist  States  in  implementing  their  own  reforms,  and 
provide  the  public  and  private  sector  with  information  to  guide  and  evaluate 
market  reforms. 

CDC's  budget  includes  $20,000,000  for  a  department -wide  initiative  to  improve 
information  available  to  policymakers  and  analysts  about  health  and  health 
care  in  the  U.S.   The  funds  would  be  used  to  support  immediate  improvements  in 
health  data  and  to  develop  and  implement  a  plan  for  further  coordination  and 
expansion  of  HHS  statistical  information  activities  to  provide  better  data  for 
future  discussions  of  health  policy  and  program  evaluation.   These 
improvements  will  be  obtained  by  better  coordination  of  related  surveys 
throughout  HHS,  expansion  and  update  of  several  existing  surveys,  and 
initiation  of  a  survey  of  public  health  infrastructure. 

HHS  will  continue  to  plan  for  further  integration  and  coordination  of  these 
surveys  in  order  to  achieve  the  greatest  possible  utility  and  impact. 

Rationale  for  Budget  Request 

The  FY  1996  request  of  $20,000,000  is  a  $20,000,000  program  increase  over  the 
FY  1995  Appropriation  level,  and  will  allow  HHS  to  address  a  number  of  high 
priority,  targeted  data  needs.   The  initiative  does  not  include  FTEs.   The 
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targeted  data  needs  identified  through  the  process  and  included  in  the 
Departmental  Health  Data  Initiative  are  summarized  below: 

HHS  Health  Data  Initiative 

o  Expanded  provider  surveys  of  capacity  and  utilization  ($2,000,000)  -  This 
initiative  provides  for  expansion  of  the  National  Health  Provider 
Inventory  (NHPI).   The  NHPI  is  a  comprehensive  file  of  inpatient  health 
facilities  in  the  United  States;  however,  current  funding  levels  have 
limited  the  range  of  providers  covered  as  well  as  the  frequency  of  data 
collection. 

Under  the  initiative,  the  Inventory  would  be  routinized  and  expanded  so 
that  it  would  be  conducted  more  frequently  and  include  additional 
providers,  thus  providing  more  comprehensive  data  on  the  capacity  of  the 
personal  health  care  system.   Information  on  the  characteristics  of  a 
comprehensive  range  of  health  facilities  at  the  State  and  local  levels 
could  be  obtained  using  these  survey  procedures.   Additional  providers 
would  include  forms  of  managed  care  organizations  and  essential 
community  providers,  such  as,  community  health  centers  and  rural  health 
centers.   Expanding  the  Inventory  builds  on  existing  progreuns  that  are 
cost-effective  in  obtaining  data  from  large  numbers  of  providers. 

o  Comprehensive  data  on  persons  with  disabilities  ($3,000,000)  -  The 
importance  of  obtaining  data  on  the  disabled  population  has  been 
highlighted  by  the  growing  proportion  of  health  care  costs  and  Federal 
expenditures  devoted  to  the  disabled  and  issues  related  to  the 
implementation  of  the  Americans  with  Disabilities  Act.   As  a  result,  a 
major  data  collection  effort  was  launched  in  1994  in  connection  with  the 
National  Health  Interview  Survey  (NHIS),  involving  a  two-year  NHIS 
supplement  and  subsequent  follow  up  of  disabled  persons  identified  in 
the  sample.   This  initiative  provides  funding  for  the  completion  of  the 
final  phase  of  this  study. 

o  Data  on  the  Public  Health  Infrastructure  ($4,000,000)  -  Data  is  needed  to 
characterize  the  heterogeneous  public  health  infrastructure  across  the 
United  States.   This  includes  information  on  the  specific  population- 
based  "core  public  health"  services  that  are  currently  being  provided, 
the  need  for  these  services  who  is  providing  them,  current  expenditures 
and  revenue  sources,  and  the  extent  to  which  public  health  services 
cross-subsidize  personal  care  services  and  vice-versa.   This  data  is 
needed  to  develop  models  for  assessing  the  impact  of  Federal  and  State 
reforms  on  core  public  health  functions  at  the  State  and  local  levels 
and  develop  a  system  for  monitoring  the  performance  of  public  health 
agencies. 

This  initiative  will  support  a  series  of  periodic  surveys  of  public 
health  and  health  related  agencies  and  other  providers  of  core  public 
health  services  in  the  United  States.  The  survey  would  include  the 
Federal,  State  and  community  level. 

o  Data  for  improving  National  Health  Accounts  ($5,000,000)  -  Data  is  needed 
to  improve  components  of  the  Department's  national  health  accounts  and 
extend  the  accounts  to  State  level  accounts.   Two  priority  areas  are  to 
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up>grade  the  Census  Bureau  Services  Annual  Survey  to  provide  State-level 
estimates  for  health  accounts  and  upgrade  the  Current  Population  Survey 
to  acquire  county  level  population  data  and  more  frequent  information  on 
insurance  coverage  and  uninsurance. 

Integrated  community  public  health  data  systems  ($2,000,000)  -  Data  is 

needed  at  the  community  level  to  assess  health  status,  disease  patterns, 
the  capacity  and  performance  of  the  personal  health  care  system,  the 
capacity  and  functioning  of  the  public  health  system,  the  relationships 
between  each  of  these  elements,  and  outcomes.   Most  data  that  currently 
exists  at  the  community  level  are  collected  through  compartmentalized, 
fragmented  systems  that  parallel  categorical  programs,  do  not  provide 
for  cross-reference  or  linkage,  and  leave  significant  data  gaps.   Data 
collected  in  larger  national  surveys  almost  never  provide  data  at  the 
community  level. 

While  it  will  ultimately  be  important  for  information  to  be  available 
for  each  community,  this  initiative  provides  for  important  first  steps 
by  supporting  the  development  of  a  model  for  how: 

Data  already  available  at  the  community  level  (e.g.,  vital 
statistics,  private  sector  hospital  records,  public  health 
surveillance  data,  data  from  Federal  grantees)  can  be  accessed, 
linked  and  integrated; 

Targeted  data  collection  at  the  community  level  can  fill  essential 
data  gaps  identified  through  a  critical  appraisal  of  existing  data 
sources; 

The  proposed  Health  Information  Network  under  reform  can  be  integrated 
into  this  model  and  solve  critical  data  needs  at  the  community  level; 

Data  from  this  wide  range  of  sources  can  be  effectively  analyzed  and 
applied  to  practical,  real-world  public  health  problems. 

These  projects  would  demonstrate  how  a  model  integrated  health 
information  system  at  the  community  level  could  be  developed.   These 
communities  would  also  serve  as  "laboratories"  for  assessing  the 
relationship  between  and  integration  of  the  personal  health  care  and 
public  health  systems,  and  the  impact  on  health  status  and  outcomes. 

Initiate  a  survey  of  abuse/mental  health  treatment  providers  (52,000,000)  - 
The  request  includes  an  alcohol,  drug  abuse  and  mental  health  (ADM) 
provider  survey  on  capacity  to  treat  persons  with  ADM  problems.   This 
survey  will  be  conducted  by  the  Office  of  Applied  Statistics,  Substance 
Abuse  and  Mental  Health  Services  Administration  (SAMHSA) .   A  review  of 
PHS ■ s  current  data  systems  reveals  several  gaps  in  the  monitoring 
systems  where  baseline  and  ongoing  data  are  needed  to  describe  the 
supply,  characteristics,  and  distribution  of  ADM  providers.   This  survey 
will  be  used  to  assess  whether  the  supply  of  service  providers  will  be 
sufficient  to  meet  future  demands  for  treatment. 

Enhance  199G  inventory  of  specialty  mental  health  providers  (S500,000)  - 
This  inventory  will  also  be  conducted  by  SAMHSA.   The  increase  will 
enhance  the  planned  1996  biennial  inventory  of  specialty  mental  health 
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organization,  allowing  it  to  cover  mental  health  services  in  health 
maintenance  organizations,  investigate  other  forms  of  managed  care  that 
incorporate  mental  health  services,  such  as  the  member  organizations  of 
managed  care  firms,  and  develop  appropriated  geo-coding  for  all  mental 
health  organizations.   Enhancing  this  survey  will  ensure  that  issues  of 
availeibility  and  accessibility  of  appropriate  services  within  different 
geographic  areas  are  assessed  and  that  complete  information  is  available 
concerning  the  changing  structure  and  capacity  of  the  mental  health 
system. 

Expand  Area  Resource  File  ($1,500,000)  -  Included  is  the  maintenance  and 
expansion  of  the  Area  Resource  File  within  the  Health  Resources  and 
Services  Administration  (HRSA).   The  Area  Resource  File  is  a  composite 
database  of  county-level  information  on  health,  personnel,  health 
facilities,  health  expenditures,  and  socioeconomic  and  demographic 
population  characteristics.   This  database  will  provide  information 
essential  to  assessing  the  adequacy  of  health  care  system  capacity.   To 
maximize  its  utility,  the  Area  Resource  File  requires  three 
enhancements : 

Addition  of  new  data  elements  including  federally  qualified  community 
health  centers,  substance  abuse  and  mental  health  treatment  facilities, 
hospices,  ambulatory  surgery  centers,  essential  community  providers, 
ethnic  subcategories  for  population  characteristics,  and  providers  under 
contract  with  managed  care  organization; 

Exploration  of  the  validity  of  incorporating  sub-county  level  data  for 
selected  variables  beginning  with  physicians,  hospitals,  and  vital 
statistics  information;  and 

Updating  of  key  variables  every  year  and  other  variables  every  three 
years  if  new  data  are  available. 
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Health  StatlBticB 

Authortglnq  Leolalation  -  Title  III  of  the  of  the  Public  Health  Service  (PHS) 
Act,  section  301,  304,  306,  307,  and  308. 

FY  1994 
Actual 

FTE  BA 

509   $83,405,0000 

Less:  1%  Evaluation 

^^   (28.873.0001      z=.      (27.862.0001    z^         (27.862.0001 


FY  1995 

FY  1996 

Increase  or 

Current  Estimate 

Estimate 

Decrease 

FTE            lA 

FTE 

gA 

FTE             BA 

495    $81,437,000 

492 

$81,426,000 

(3)       ($11,000) 

509    $54,532,000     495    $53,575,000   492     $53,564,000    (3)       ($11,000) 

1996  Authorization Indefinite. 

Purpose  and  Method  of  Operation 

Program  Description;   CDC's  National  Center  for  Health  Statistics  (NCHS)  is 
the  Nation's  principal  health  statistics  agency,  whose  mission  is  to  provide 
statistical  information  that  will  guide  actions  and  policies  to  improve  the 
health  of  the  American  people. 

From  a  broad  base  of  surveys  and  data  systems,  NCHS  provides  data  essential  to 
understanding  the  dynamics  of  health  and  health  care.   These  data  systems 
increase  in  importance  in  an  era  of  fundamental  change  in  the  health  system. 
Monitoring  changes  in  the  health  care  system,  including  steps  already  underway 
in  the  States,  is  causing  significant  changes  in  the  way  individuals  receive 
health  care,  including  the  nature  and  extent  of  insurance  coverage,  access  to 
care,  and  utilization  of  health  services.   Changes  are  also  occurring  in  the 
organization  and  delivery  of  health  services  as  providers  adapt  to  maximize 
their  position  under  a  changed  payment  system.   The  nature  and  role  of  public 
health  agencies  are  also  under  serious  re-evaluation. 

Surveys  and  data  systems  conducted  by  NCHS  provide  important  information  to 
monitor  these  changes.   Examples  of  data  from  NCHS  include: 

o     Fundamental  measures  of  the  health  status  of  the  Nation,  including  the 
impact  of  disease  and  disability  on  the  Nation's  people,  economy,  and 
health  care  system. 

o     The  use  of  hospitals,  nursing  homes,  physician  services,  and  other 

health  services,  and  financial  and  non-financial  barriers  to  access  such 
care . 

o     The  health  of  population  groups  of  special  concern  to  the  government, 

e.g.,  racial  and  ethnic  minorities,  the  poor,  the  elderly,  and  children, 
that  are  particularly  vulnerable  as  the  system  changes. 

o     Infant  mortality,  low  birth  weight,  access  to  prenatal  care,  and  risk 
factors  associated  with  pregnancy. 
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o      Death  from  cancer,  heart  disease,  HIV/AIDS,  and  other  causes,  and  trends 
in  mortality  and  life  expectancy,  used  to  guide  research  and  public 
health  program  priorities. 

o      Personal  health  habits  such  as  smoking,  alcohol  abuse,  and  nutrition,  as 
well  as,  public  awareness  of  health  risks,  such  as  transmission  of  HIV, 
and  the  success  of  public  health  programs  in  influencing  these  habits. 

NCHS  conducts  a  broad-based  program  of  ongoing  and  special  studies  to  meet  the 
Nation's  needs  for  high-quality  health  information,  supported  by  programs  to 
analyze,  interpret  and  disseminate  data,  and  to  advance  statistical  and  survey 
methods. 

Funding  for  the  health  statistics  program  for  the  last  five  years  has  been  as 
follows: 


1991 
1992 
1993 
1994 
1995 

Rationale  for  Budget  Reoruest 

The  FY  1996  request  of  $81,426,000  is  a  $11,000  decrease  from  the  FY  1995 
appropriation  for  the  absorption  of  current  services.   The  request  for  492  FTEs 
is  a  decrease  of  3  FTEs  from  the  FY  1995  level  of  495  FTEs. 

The  request  provides  for  continued  operation  of  NCHS'  major  surveys  and  data 
systems,  and  specifically  to  conduct  the  following  programs  in  FY  1996: 

o    National  Vital  Statistics  System:   Through  this  program  NCHS  obtains 

detailed  data  on  births,  deaths,  and  other  vital  events  from  certificates 
registered  in  each  State.   A  related  followback  survey  based  on  a  sample 
of  20,000  death  certificates  will  learn  more  about  socioeconomic 
differentials  in  mortality,  the  role  of  smoking  and  alcohol  in  mortality, 
and  risk  factors  associated  with  death. 

o     Personal  Interview  Surveys:   The  National  Health  Interview  Survey  will 
obtain  data  that  characterizes  the  overall  health  of  the  population, 
their  health-related  behaviors,  and  their  experience  in  dealing  with  the 
health  care  system.   In  1996,  a  major  redesign  of  the  NHIS  questionnaire 
will  re-focus  the  survey  on  issue  of  high  priority  public  health 
importance  and  update  the  way  in  which  the  survey  is  conducted.  The 
National  Survey  of  Family  Growth  Cycle  V.  a  periodic  survey  of  women  of 
childbearing  age,  will  be  completed  and  subsequent  analysis  and  follow  up 
activities  will  continue. 


Funding 

1%  Eval 

FTE 

$51,406 

000 

$19,000 

000 

490 

$50,308 

000 

$29,400 

000 

538 

$51,532 

000 

$28,873 

000 

542 

$54,532 

000 

$28,873 

000 

509 

$53,575 

000 

$27,862 

000 

495 
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National  Health  and  Nutrition  Examination  Survey  (NHANES) :   Data  are 
obtained  through  physical  examinations,  clinical  and  laboratory  tests, 
and  interviews.   Data  collection  from  NHANES  III  has  been  completed  and 
planning  for  follow  up  and  subsequent  NHANES  will  continue. 

Surveys  of  Health  Care  Providers:   Collection  of  data  from:  hospitals, 
emergency  rooms,  outpatient  clinics,  home  health  agencies,  hospices, 
nursing  homes,  and  physicians  practicing  in  private  offices  and  free- 
standing surgicentera  will  continue  under  the  National  Health  Care 
Survey. 

Minority  and  Socioeconomic  Differences  in  Health:   A  program  designed  to 
determine  minority  and  socioeconomic  differences  in  health  and  includes 
the  support  of  investigator-initiated  grantees,  as  well  as  research  and 
implementation  of  improvements  in  national  data  systems. 

In  collaboration  with  other  PHS  agencies,  continued  follow  up  will  be 
conducted  on  individuals  identified  in  the  first  National  Health  and 
Nutrition  Examination  Survey,  the  NHANES  I  Epidemiologic  Followup  Study, 
and  several  components  of  the  National  Health  Interview  Survey.   Plans 
for  follow  up  of  NHANES  III  are  being  developed. 

Activities  in  analysis,  dissemination  of  data,  and  research  and 
methodology  will  continue. 

Automation  and  technology  development  activities  targeted  to  improve  the 
timeliness  and  quality  of  health  data  and  improve  access  to  that  data 
will  continue. 
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Health  Statietics  Functions 


National  Vital  Statistics: 
Budget  Authority 
Evaluation  Funds 
Sub-Total 

Personal  Interview  Surveys: 
Budget  Authority 
Evaluation  Funds 
Sub-Total 

Health  Examination  Surveys: 
Budget  Authority 
Evaluation  Funds 
Sub-Total 

Surveys  of  Health  Providers: 
Budget  Authority 
Evaluation  Funds 
Sub-Total 

Minority  fi  Socioeconomic 
Differences: 

Budget  Authority 

Evaluation  Funds 

Sub-Total 

Subtotal,  Survey  Operations 
Budget  Authority 
1%  Evaluation  Funds 
Sub-Total,  Survey  Ops. 

Bane  Costs  Belated  to 
Surveys : 

Budget  Authority 

Evaluation  Funds 

Sub-Total 


NCHS  TOTALS: 

Budget  Authority 
Evaluation  Funds 
Totals 


FY  1994 
Actual 

$5,018,000 

9.383.000 

$14,401,000 

$4,916,000 

6.366.000 

$11,282,000 

$1,927,000 

S. 442. 000 

$7,369,000 

$2,634,000 

7.320 .000 

$4,954,000 


$886,000 

0 

$886,000 


$15,381,000 

23.511.000 

$38,892,000 


$39,151,000 

5.362.000 

$44,513,000 


$54,532,000 

?B.873.000 

$83,405,000 


FY  1995 

Current 

FY  1996 

Estimate 

Estimate 

$5,018,000 

$5,665,000 

9.383.000 

9.383.000 

$14,401,000 

$15,048,000 

$4,916,000 

$4,269,000 

6, 366.000 

6.366.000 

$11,282,000 

$10,635,000 

$973,000 

$327,000 

4,431.000 

4,431.000 

$5,404,000 

$4,758,000 

$2,634,000 

$3,280,000 

2.320.000 

2.320.000 

$4,954,000 

$5,600,000 

$886,000 

$886,000 

0 

0 

$886,000 

$886,000 

$14,427,000 

$14,427,000 

92,500.000 

22.500.000 

$36,927,000 

$36,927,000 

$39,148,000 

$39,137,000 

5  362.000 

5,362,000 

$44,510,000 

$44,499,000 

$53,675,000 

$53,564,000 

57,862.000 

27,862.000 

$81,437,000 

$81,426,000 
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Buildings  and  FacilitieB 

Authorizing  Legislation  -  Section  321  (a)  of  the  of  the  Public  Health  Service 
Act 


Increase 

FY  1994 

FY  1995 

FY  1996 

or 

Actual 

Current  Estimate 

Estimate 

Decrease 

FTE 

Sh 

FTE            BA 

FTE            BA 

FTE 

0              $16,648, 

,000 

0    53,575,000 

0    53,575,000 

0 

1996  Authorization. 

Indefinite 

Purpose  and  Method  of  Operation 

CDC'B  management  has  the  responsibility  to:  ensure  that  the  CDC  has  adequate 
facilities  and  equipment  to  do  its  job;   ensure  that  all  facilities, 
particularly  laboratories,  are  safe  for  both  workers  and  the  community; 
protect  the  facility  investment  by  preventing  deterioration  and  by  upgrading, 
where  necessary;  ensure  that  buildings  and  facilities  meet  current  required 
standards;  and  meet  the  Centers'  responsibility  to  reduce  or  conserve  the 
energy  necessary  to  operate  the  Centers'  facilities  and  equipment. 

To  meet  these  goals,  the  Centers'  management  continuously  monitors  the  need 
for  repairs  and  improvement  of  the  facilities.  Priority  rankings  are  assigned 
to  each  required  project  to  ensure  the  accomplishment  of  those  projects  which 
are  mandatory  to  protect  the  facility  investment  of  the  Centers.   Management 
also  determines  the  need  for  and  schedules  major  renovations,  construction, 
and  other  facility  and  equipment  projects. 

Funding  for  the  Buildings  and  Facilities  Program  for  the  last  five  fiscal 
years  has  been  as  follows: 


Funding 

FTE 

1991 

531,951,000 

0 

1992 

525,560,000 

0 

1993 

516,648,000 

0 

1994 

516,648,000 

0 

1995 

53,575,000 

0 

Rationale  for  the  Budget  Reguest 

The  FY  1996  estimate  of  53,575,000  is  the  same  as  the  FY  1995  appropriation 
and  includes  an  estimated  51,952,000  to  reimburse  GSA  for  the  lease-purchase 
payment  for  the  new  office  buildings  in  Atlanta  and  Chamblee,  Georgia. 

One  result  of  the  aging  of  CDC's  facilities  has  been  the  increasing  number  of 
repairs  and  improvements  that  are  required  each  year.   Delays  in  repairs 
increases  the  possibility  that  major  repairs  and  replacements  will  be 
required.   With  the  requested  ongoing  maintenance  funding  level  of  $1,623,000, 
CDC  can  partially  fund  some  of  the  actual  cost  of  ongoing  repairs  necessary  to 
maintain  the  CDC  facilities. 
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Prooram  Management 

Authorigina  Legislation  -  Titles  III,  Section  794  of  Title  VII,  XV,  XVII,  XIX, 
XXVI,  XXVII,  and  section  1102  of  the  Public  Health  Service  Act,  sections  101, 
102,  103,  201,  202,  and  203  of  the  Federal  mine  Safety  and  Health  Act  of  1977, 
[Public  Law  101-354]  and  sections  20,  21,  and  22  of  the  Occupational  Safety 
and  Health  Act  of  1970. 

Increase 


FY  1994 

FY  1995 

FY  1996 

or 

Actual 

Current  Estimate 

Estimate 

Decrease 

£!£                   BA 

FTE             BA 

FTE             BA 

FTE 

M 

70            $3,131,000 

68     $3,067,000 

68     $3,067,000 

0 

$0 

1996  Authorization  .  , 

In 

definite 

Purpose  and  Method  of 

Operation 

Effective  and  efficient  administrative  management  is  provided  to  all  the 
Centers,  Offices,  Institute,  and  staff  elements  of  CDC. 

Other  goals  are  to: 

o    Ensure  there  is  an  effective  and  coordinated  prevention  approach 
throughout  the  country  and  to  plan  for  meeting  the  Year  2000 
Objectives  for  the  Nation. 

o    Maintain  liaison  within  and  outside  the  Federal  Government  in  matters 
relating  to  prevention  and  occupational  safety  and  health. 

o    Maintain  a  focal  point  to  provide  national  leadership  in  prevention  and 
occupational  safety  and  health. 

o    Ensure  that  the  programs  of  the  agency  are  efficiently  managed  and 
internally  and  externally  coordinated. 

o    Continue  safety  management  and  other  activities  to  ensure  the  safest 
and  most  effective  use  of  the  Centers'  laboratories. 

o    Provide  safe  and  adequate  facilities  for  the  operations  of  CDC. 

Funding  for  the  Program  Management  for  the  last  five  fiscal  years  has  been  as 
follows: 


Funding 

FTE 

1991 

$3,016,000 

69 

1992 

$2,843,000 

71 

1993 

$3,388,000 

70 

1994 

$3,131,000 

70 

1995 

$3,067,000 

68 
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Rationale  for  the  Budget  Request 

The  FY  1996  estimate  of  $3,067,000  represents  no  change  from  the  FY  1995 
appropriation.   The  request  of  68  FTEs  is  the  same  as  the  FY  1995  level.   This 
activity  supports  the  overall  direction  and  management  to  the  Centers  for 
Disease  Control  and  Prevention,  which  includes  management  policy,  program 
planning  and  evaluation,  science  policy  and  review,  equal  opportunity,  public 
affairs,  biosafety,  legislative  programs,  international  cooperation,  and 
planning  for  the  domestic  reactions  in  the  event  of  chemical  and/or  biological 
emergencies  or  threats.   In  addition  to  this  overall  administrative  direction, 
the  Office  of  the  Director  provides  leadership  activities  for  the  agency  so  as 
to  ensure  the  delivery  of  excellent  preventive  health  services  to  the  Nation. 

The  FY  1996  request  will  support  skills  of  many  differing  disciplines  and  the 
valuable  resources  required  to  carry  out  the  missions  assigned  the  Centers  for 
Disease  Control  and  Prevention.   The  specific  objective  of  this  activity  is  to 
coordinate  these  disciplines  and  resources  in  a  manner  that  focuses  on  both 
the  missions  of  the  CDC  and  responsible  stewardship  of  the  resources 
appropriated  for  those  missions. 
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Reimbursement  and  Trust  Fund 

Increase 
FY  1994  FY  1995  FY  1996  or 

Actual  Current  Estiinate        Estimate  Decrease 

FTE  BA      FTE  BA   FTE  BA    FTE  BA 

881         $156,660,000    780   $156,660,000   765   $156,660,000   (15)  $0 


Purpose  and  Method  of  Operation 

CDC's  reimbursable  activities  provide  technical  assistance  and  consultation  to 
other  agencies  and  organizations.   For  example,  agreements  in  the  areas  of 
nutrition,  global  immunization,  family  planning  evaluation,  and  other 
preventable  disease  control  programs  with  the  World  Health  Organization  (WHO) 
allow  wider  distribution  of  vital  public  health  information  and  provides 
protection  to  Americans  overseas  and  at  home.   Also,  research  consultation 
exists  with  WHO  and  the  Pan  American  Health  Organization  (PAHO)  in  the  areas 
of  genetic  diseases,  diabetes,  and  biological  reagents. 

Public  health  data  needs  are  addressed  through  agreements  with  other  agencies 
of  the  Public  Health  Service,  the  Department  of  Health  and  Human  Services,  and 
others  associated  with  NCHS  studies.   An  arrangement  with  the  National  Par)c 
Service  ensures  safe  drin)cing  water  and  sanitation  in  the  national  parks. 
Other  areas  of  CDC  consultation  include  research  on  occupational  carcinogens, 
laboratory  tests,  investigations  and  diagnostic  reagents,  development  of 
worlcer  safety  guidance,  and  training  and  model  screening  programs. 

The  Clinical  Laboratory  Improvement  Amendments  of  1967  transferred 
responsibility  for  the  laboratory  licensure  programs  from  CDC  to  HCFA  which 
resulted  in  the  disbanding  of  CDC's  regulatory  staff.   Under  the  Clinical 
Laboratory  Improvement  Amendments  of  1988,  the  Secretary  directed  that  the 
CLIA  program  be  jointly  implemented  by  HCFA  and  CDC.   CDC  will  provide 
scientific/technical  support  related  to  patient  test  management,  QA/QC, 
personnel  requirements,  and  test  categorization;  develop  information  materials 
including  brochures,  a  slide  tal)c,  and  a  users  guide;  develop  and  facilitate 
information  education  for  newly  regulated  public  health  laboratories  and 
clinics;  and  work  with  HCFA  to  initiate  a  process  for  accrediting  programs 
developed  by  non-profit  organizations  and  States  to  apply  the  CLIA  standards. 

The  CDC  program  to  implement  the  Federal  Technology  Transfer  ACT  (FTTA)  has 
three  components:   sharing  research  and  materials,  patenting  inventions,  and 
licensing  inventions. 

CDC  scientists  have  a  long  history  of  successful  collaboration  with  scientist 
in  private  industry  and  other  government  agencies.   The  FTTA  allows  government 
scientists  to  enter  into  formal  agreements  with  scientists  outside  the 
government  and  in  other  government  agencies.   Two  types  of  formal  agreements 
are  used  for  this  purpose.   cooperative  Research  and  Development  Agreements 
(CRADA)  and  Biologic  Materials  Licensing  Agreements,  the  FTTA  gives  preference 
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to  small  business  and  to  businesses  producing  products  in  the  United  States 
for  the  CRADA. 

Federal  participants-individuals,  as  well  as  organizations,  can  share  patent 
rights  and  license  fees  for  inventions  made  jointly  under  CRAOAs. 

Agency  for  Toxic  Substances  and  Disease  Registry's  (ATSDR)  objectives  under 
this  activity  will  be  to  prepare  the  health  assessments  at  National  Priorities 
List  sites,  conduct  epidemiologic  studies  and  surveillance  programs,  establish 
registries  of  exposed  persons,  develop  toxicological  profiles,  and  initiate 
the  appropriate  accompanying  research  to  fill  the  significant  gaps  in 
knowledge. 

Rationale  for  the  Budget  Request 

The  FY  1996  estimate  of  $156,660,000  represents  CDC's  estimates  of  services  it 
will  provide  to  others.   The  765  FTEs  request  is  a  decrease  of  15  FTEs  from 
the  FY  1995  level  of  780  FTEs.   CDC/ATSDR  prevention  efforts  will  continue 
through  the  reimbursable  activity  which  is  directed  toward  improving  the 
health  of  individuals  though  prevention  programs. 


Centers  for  Disease  Control  and  Prevention 
Sources  of  Reimbursable  Funds  and  Services  Provided 

FY  1994  FY  1995  FY  1996 

Agency  Actual       Current  Estimate     Estimate 

Department  of  Defense  $10,500,000        $10,500,000    $10,500,000 

Health  assessment  and  other 

related  activities  at  various 

DOD  facilities;  perform 

laboratory  tests  and 

investigations. 

National  Library  of  Medicine  243,600  243,600        243,600 

ACTIS  database  service  through 
CDC  NAC. 

Occupational  Safety  and  Health  54,600  54,600         54,600 

Administration 

Evaluation  of  OSH  training 

programs . 
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FY  1994  FY  1995  FY  1996 

Agency  Actual       Current  Estimate     Estimate 

Intergovernmental  Personnel  489,300  489,300         489,300 

Act  and  User  Fees 

Respirator  certification. 

Vessel  Sanitation  Program, 

training  courses.  Reference 

Reagents;  various  travel  in 

support  of  the  CDC  mission; 

IPA  assistance  to  Arkansas, 

Connecticut,  Delaware, 

Georgia,  Indiana,  Kansas, 

Louisiana,  Missouri,  New  York, 

Puerto  Rico,  and  Texas. 

Department  of  Health  and  Human       87,638,250  87,638,250      87,638,250 

Services 

To  provide  technical  and 

consultation  advice  in  areas 

of  Genetic  Diseases;  conduct 

various  epidemiological 

studies  designed  to  aid 

research  projects,  conduct 

overseas  screenings  for 

refugee  resettlement;  includes 

$28,873,152  for  evaluation 

transferred  from  OASH  to  CDC 

for  the  National  Center  for 

Health  Statistics;  Clinical 

Laboratory  Improvement 

Amendments  of  1988  (CLIA). 

Department  of  State  25,200,000  25,200,000      25,200,000 

Child  survival  program  for 

combating  childhood  diseases; 

African  regional  programs  for 

strengthening  of  health  and 

delivery  systems;  Malaria 

control  and  Malaria  vaccine 

network;  development  of 

monoclonal  antibodies  to 

filaria  specific  antigens. 

Department  of  Veterans'  132,300  132,300        132,300 

Affairs 

Conduct  various  laboratory 

tests. 

Department  of  the  Interior  1,155,000  1,155,000      1,155,000 

Support  the  National  Park 
Service's  environmental 
sanitation  program. 
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FY  1994  FY  1995  FY  1996 

ftqepcy  Actual       Current  Estimate     Eatimate 

Department  of  Energy  21,000,000         21,000,000     21,000,000 

Management  of  energy  related 

research — includes  authority, 

resources,  and 

responsibilities  for  the 

design,  implementation, 

analysis  and  scientific 

interpretation  of  analytic  epi 

studies;  coal-fueled  diesel 

engine  exhaust  products; 

health  assessment  studies  at 

DLA  facilities. 

Department  of  Transportation  157,500  157,500         157,500 

Testing  scunple  collections  of 
gasoline  and  diesel  oil 
vapors. 

Department  of  Agriculture  10,500  10,500         10,500 

Provide  home  study  materials 
for  training  purposes. 

Federal  Emergency  Management         2,100,000  2,100,000      2,100,000 

Agency 

Health  assessments  and 

emergency  technical  assistance 

to  States  affected  by  the 

midwestern  floods.   Activities 

covered  by  the  Robert  T. 

Stafford  Relief  and  Emergency 

Assistance  Act,  Public  Law  93- 

288,  as  amended. 

Environmental  Protection  7,978,950  7,978,950      7,978,950 

Agency 

Superfund  activities  and 

technical  assistance  in 

estimating  chemical  releases 

and  workplace  exposures. 

Total,  CDC  S156.660.000        S156. 660.000    S1S6.660.000 

CDC  FTEs  403  374  361 
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Reimbursable  FTE  Distribution 


FY  1994 

FY 

1995 

FY 

1996 

Actual 

Current 

Estimate 

Estimate 

ATSDR 

433 

406 

404 

CLIA 

54 

69 

69 

National  Park 

Service 

5 

5 

5 

Health  and 

Human  Services 

241 

167 

154 

Trust  Fund 

1 

1 

1 

Department 

of 

Defense 

10 

10 

10 

Department 

of 

Energy 

44 

44 

44 

Department 

of 

State 

75 

60 

60 

Department 

of 

Transportat  ion 

18 

18 

18 

Total 

881 

780 

765 
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Aoencv  for  Toxic  Subatances  and  Diseaae  Reaiatrv 


Ff  1994  FY  1995  FY  1996  Increase  or 

ft°tua;  Current  Eatiniate        Estimate  Decrease 

ECE  B&  EJS.  aa  £11  gA   EiE  B^ 

433         $67,036,000    406    $69,000,000   404    $68,000,000    (2)   ($1,000,000) 

Summary  of  Agency  for  Toxic  Subatances  and  Diaeaae  Registry  (ATSDR) 

FY  1996  Projected  Budget  Submission  to  the  Environmental  Protection  Agency 

(EPA) 

The  following  information  is  based  upon  ATSDR 's  FY  1996  budget  requeat  of 
$68,000,000. 

ATSDR  haa  major  program  activitiea  mandated  by  the  Comprehenaive  Environmental 
Reaponae,  Compenaation,  and  Liability  Act  of  1980  (CERCLA)  and  conaiderably 
expanded  by  the  Superfund  Amendments  and  Reauthorization  Act  of  1986  (SARA). 
Program  activities  are  conducted  under  the  following  budget  categories: 
health  assessments,  toxicological  profiles,  surveillance,  epidemiology/health 
studies  and  registries,  and  health  education. 

FY  1996  activities  and  expected  accomplishments  at  the  requested  $68.0  million 
level  are  summarized  below: 

o     Public  Health  Assessments,  Health  Consultations,  and  Site  Activities  - 
Public  health  assessments  evaluate  data  and  information  on  releases  of 
hazardous  substances  to  assess  current  or  future  impact  on  public 
health.   Health  consultations  provide  advice  on  specific  public  health 
issues  that  occur  as  a  result  of  actual  or  potential  human  exposure  to  a 
hazardous  material.  In  1996  ATSDR  will  prepare: 

—  94  initial  full  public  health  assessment  release  documents 

—  125  full  public  comment  release  documents 

—  137  full  final  release  documents 

2  petitioned  public  health  assessment  initial  release  documents,  5 
public  comment  release  documents,  and  5  final  release  documents. 

ATSDR  will  also  fund  15  States  participating  in  the  public  health  assessment 
cooperative  agreement  program,  continue  development  of  Geographic  Information 
Systems  to  augment  public  health  activities,  and  establish  two  important 
initiatives  in  the  areas  of  minority  environmental  health  and  lead  exposure 
assessment. 

In  addition  ATSDR  will  conduct: 

—  1,025  health  consultations/technical  assistance  requests; 

84  site  reviews  and  updates; 

32  Superfund  Accelerated  Cleanup  Model  reviews; 
6  Exposure  site  investigations. 
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In  FY  1996  ATSDR  will  continue  the  Exposure-Dose  Reconstruction  which  is  a 
multi  year,  multl  phase  effort  to  assess  adverse  effects  on  human  health  from 
environmental  contaminants  by  developing  conceptual,  analytical,  and 
computational  tools  capable  of  estimating  actual  or  potential  exposure  (and 
dose)  to  contaminated  environmental  media.   Six  sites  are  scheduled  for 
completion  during  FY  1996. 

o     Surveillance,  Epidemiology/Health  Studies,  and  Registries  -  Surveillance 
provides  follow-up  to  people  at  risk  of  adverse  health  effects. 
Epidemiologic  and  other  health  studies  further  define  the  association 
between  exposure  and  adverse  health  events.   Registries  of  persons 
exposed  to  select  hazardous  substances  offer  the  best  resource  for 
elucidating  health  effects  of  long-term  exposure  to  low  concentrations 
of  toxicants.   They  also  provide  information  to  the  registrants  and 
create  data  bases  to  facilitate  epidemiology  research  or  meet  other 
needs  of  the  general  public.   In  1996  ATSDR  will: 

Continue/initiate  three  site-specific  surveillance  projects; 

Continue/initiate  one  hazardous  waste  worker  and  one  State-based 

surveillance  projects; 

Support  14  States  participating  in  the  Hazardous  Substance  Emergency 

Event  Surveillance  project; 

Have  operational  nine  epidemiologic  studies  and  eight  health  outcome 

studies; 

Continue/initiate  five  studies  of  priority  health  conditions; 

—  Continue/initiate  11  new  community  health  studies; 

—  Maintain  and  update  the  National  Exposure  Registry  and  subregistries 
consisting  of  20  sites. 

o     Toxicological  Profiles  and  Information  -  Toxicological  profiles  are  the 
first  step  in  determining  what  information  is  known  and  what  information 
remains  to  be  learned  about  health  effects  resulting  from  exposure  to 
hazardous  substances.   They  provide  a  compilation  of  current 
authoritative  scientific  information  that  assists  health  professionals 
throughout  the  United  States  and  the  world  in  hazard  identification, 
dose  response,  exposure  assessment,  and  risk  characterization.   In  1996 
ATSDR  will: 

—  Complete  nine  ninth  set  toxicological  profiles  in  final  form; 

—  Complete  12  draft  profiles  of  the  tenth  set; 

Support  programs  evaluating  and  interpreting  existing  data  on 
substances  not  currently  listed  but  associated  with  Superfund; 

—  Provide  140  site-specific  emergency  health  consultations  and 
emergency  technical  assistance; 

Address  priority  data  needs  for  high  ranking  substances  in 
toxicological  profiles  research; 

—  Continue  to  support  the  development  and  dissemination  of  critical 
public  health  information  from  the  Great  Lakes  Basin. 
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Health  Education; 

Dissemination  of  health  information  is  an  important  mission  of  ATSDR.   In 
addition  to  health  education  efforts,  ATSDR  has  a  Board  of  Scientific 
Counselors  who  provide  advice  and  guidance  to  the  Administrator  on  ATSDR 
programs  to  ensure  scientific  quality,  timeliness,  usefulness,  and 
dissemination  of  results.  In  1996  ATSDR  will: 

--   Distribute  approximately  50,000  copies  of  the  environmental  case 
studies; 

—  Train  5,000  health  professionals; 

—  Fund  one  tribal-based  and  20  State-based  cooperative  agreements  with 
States  to  develop  State-based  environmental  education  programs; 

—  Continue  the  Historically  Black  Colleges  and  Universities  Site 
-Specific  Training/Outreach  program; 

—  Support  projects  that  relate  to  establishment  and  maintenance  of 
inventories  of  literature,  research,  and  studies  on  the  health 
effects  of  toxic  substances; 

Publish  the  Fifth  Biennial  Report  focusing  on  the  areas  of  public 
health  assessments  and  health  effects  studies,  epidemiological 
studies,  hazardous  substances,  toxicological  profiles,  and 
toxicological  testing,  registries,  and  releases  of  hazardous  waste 
from  sites  covered  by  CERCLA,  SARA,  and  the  Solid  Waste  Disposal 
Act; 

—  Update  the  listing  of  areas  closed  or  restricted  to  the  public  on  a 
regular  basis  through  continued  use  of  the  cooperative  agreement 
with  the  National  Governors'  Association; 

--   Hold  two  meetings  of  the  Board  of  Scientific  Counselors; 

~  Continue  the  National  Association  of  City  and  County  Health 
Officers,  MHPF,  Association  of  State  and  Territorial  Health 
Officials,  and  site-specific  activities.   These  Include 
participation  in  site  visits,  dissemination  of  case  studies,  public 
health  statements  and  fact  sheets,  and  conducting  meetings  with 
State  health  departments,  citizens  and  health  professionals; 

—  Provide  site-specific  community  health  education  at  80  sites. 
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Pr«T*ntlv*  Haalth  and  Baalth  S«rvic«s  Block  Grant 


Alabeuna 
Alaska 

American  Samoa 
Arizona 
Arkansas 


FY  1994 

Actual 

2,559,178 

558,331 

85,860 

1,876,653 

1,435,901 


FY  1995 

Appropr iat  ion 

S   2,571,655 

561,100 

86,291 

1,885,704 

1,442,890 


FY  1996 

Estimate 

3,077,358 

634,900 

93,479 

2,333,832 

1,735,845 


California 

Colorado 

Connecticut 

Delaware 

Dist.  of  Columbia 


10,914,936 

1,968,961 

2,346,391 

296,491 

1,259,712 


10,966,382 

1,978,535 

2,357,890 

297,908 

1,266,049 


14,502,840 

2,587,982 

2,775,502 

378,287 

1,362,733 


Florida 

Georgia 

Guam 

Hawaii 

Idaho 


4,716,774 
4,938,170 

357,401 
1,265,119 

590,157 


4,738,995 
4,962,432 

359,205 
1,271,413 

593,024 


6,275,778 
5,792,892 

382,338 
1,423,190 

717,917 


Illinois 
Indiana 
Iowa 
Kansas 
Kansas  H.D. 


3,762,742 
2,697,463 
1,775,240 
1,515,139 
(1,466,797) 


3,780,312 
2,710,433 
1,783,899 
1,522,514 
(1,473,833) 


5,128,513 
3,384,964 
2,131,813 
1,831,335 
(1,781,508) 


Kickapoo  (KS) 

Kentucky 

Louisiana 

Maine 

Marshall  Islands 


(48,342) 

2,158,822 

4,714,113 

1,450,216 

41,991 


(48,681) 

2,169,308 

4,737,552 

1,457,436 

42,199 


(49,827) 

2,626,319 

5,313,991 

1,627,034 

48,282 


Maryland 

Massachusetts 

Michigan 

Micronesia 

Minnesota 


3,033,067 
4,390,808 
6,381,031 
103,690 
4,085,401 


3,047,856 
4,412,345 
6,412,252 
104,204 
4,105,612 


3,646,289 
5,178,957 
7,587,164 
117,740 
4,684,239 


Mississippi 
Missouri 
Montana 
Nebraska 
Nebraska  H.D. 


2,352,216 
4,024,131 
1,072,101 
2,703,288 
(2,654,946) 


2,363,845 
4,043,925 
1,077,455 
2,716,848 
(2,668,167) 


2,702,950 
4,702,832 
1, 190,847 
2,954,665 
(2,904,838) 


Santee  Tribe 

Nevada 

New  Hampshire 

New  Jersey 

New  Mexico 


(48,342) 

603,007 

2,319,061 

4,656,137 

2,271,319 


(48,681) 

605,911 

2,330,728 

4,678,784 

2,282,685 


(49,827) 

752,588 

2,507,789 

5,640,474 

2,503,336 
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New  York 
North  Carolina 
North  Dakota 
North  Mariannas 
Ohio 


FY  1994 
Actual 

11,119,579 

4,390,390 

413,467 

64,775 

7,321,869 


FY  1995 
Appropriation 

11,173,731 

4,411,838 

415,485 

65,099 

7,357,667 


FY  1996 
Estimate 

13,418,573 

5,245,962 

495,660 

71,402 

8,725,804 


Oklahoma 
Oregon 
Palau 

Pennsylvania 
Puerto  Rico 


1,506,375 
1,144,325 
34,285 
7,715,308 
2,528,860 


1,513,611 
1,149,758 
34,458 
7,752,966 
2,541,256 


1,895,805 
1,489,895 
36,933 
9,244,423 
2,989,073 


Rhode  Island 
South  Carolina 
South  Dakota 
Tennessee 
Texas 


768,381 
1,970,515 

374,396 
2,600,199 
6,421,210 


772,157 
1,980,069 

376,207 
2,612,767 
6,451,552 


900,829 
2,410,813 

461,734 
3,211,526 
8,472,479 


Utah 

Vermont 

Virginia 

Virgin  Islands 

Washington 


1,542,308 
441,204 

3,263,599 
282,583 

1,588,908 


1,549,928 
443,374 

3,279,365 
284,009 

1,596,322 


1,776,230 
515,834 

4,038,126 
301,913 

2,170,036 


West  Virginia 

Wisconsin 

Wyoming 


1,454,691 

3,153,678 

367.077 


1,461,855 

3,169,066 

368.884 


1,693,793 

3,782,580 

427.583 


GRAND  TOTAL 


$151,749,000 


$152,487,000 


$183,914,000 
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Detail  of  Full-Time  Equivalent  Employment  (FTE) 

1994  1995          1996 
Actual   Appropriation   Estimate 

Office  of  the  Director 114  112          112 

Office  of  the  Director/HIV...         82  80           78 

Office  of  Program  Support....        740  711          699 

l" 

Office  of  Health  and  Safe/ty..         26  26          26 

CDC  Washington  Office. .  Y 10  10          10 

Office  of  Program  Planning 

and  Evaluation , 18  18          18 

Office  of  Public  Affairs 18  18          18 

Epidemiology  Program  Office...        120  117          115 

International  Health  Program 

Office 105  59           57 

Public  Health  Practice 

Program  Office 218  213          209 

National  Immunization  Program        310  318          309 

National  Center  for  Chronic 
Disease  Prevention  and  Health 

Promotion 598  584          563 

National  Center  for  Environmental 

Health  372  363          356 

National  Center  for  Injury 

Prevention  and  Control 112  109          107 

National  Center  for  Health 

Statistics 565  552          541 

National  Center  for  Infectious 

Diseases 1,071  1,051        1,029 

National  Center  for  Prevention 

Services 977  954          855 

National  Institute  for  Occupational 

Safety  and  Health 927  905          989 

ATSDR 369  360          354 

TOTAL 6,752  6,560        6,445 

Average  GS/GM  Grade              1990:  10.2  1991:  10.4      1992:  10.1 

1993:  10.5  1994:  10.8      1995:  10.8 
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Program  Administration 
Detail  of  Positions 
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1994  1995  1996 

Actual  Estimate  Estimate 


Executive  level  I 
Executive  level  II 
Executive  level  III 
Executive  level  IV 
Executive  level  V 


Subtotal 

- 

- 

- 

Total  -  Exec.  Lev.  Sal. 

- 

- 

- 

ES-6 

1 

1 

1 

ES-S 

3 

3 

3 

ES-4 

10 

10 

10 

ES-3 

5 

5 

5 

ES-2 

0 

0 

0 

ES-1 

4 

4 

4 

Subtotal  ES 

23 

23 

23 

Total  -  ES  Salary 

2.500.372 

2,520.125 

2.540.034 

GS-15 

253 

242 

233 

GS-14 

541 

518 

498 

68-13 

1.175 

1,124 

1.108 

GS-12 

963 

922 

890 

GS-11 

661 

633 

628 

GS-10 

5 

5 

5 

GS-9 

522 

500 

511 

GS-8 

96 

96 

92 

GS-7 

425 

425 

412 

GS-6 

392 

392 

381 

GS-5 

252 

252 

245 

GS-4 

41 

41 

46 

GS-3 

9 

9 

9 

GS-2 

3 

3 

3 

GS-1 

1 

1 

1 

Subtotal  GS 

5.339 

5.163 

5.062 

Commissioned  Corps 

Subtotal 

777 

777 

763 

Wage  Grade 

Subtotal 

232 

232 

227 

Total  lull-time  eaulvalent 

emolovment.  end  of  year: 

6.371 

6,195 

6.075 

Full-time  equivalent  (Hb) 

Vsane: 

6.752 

6.560 

6.445 

Average  ES  level 

Average  ES  salary 

Average  GS  grade 

Average  GS  salary 

Average  Special  Pay 
categories: 
Average  Com.  Corps  Salary 
Average  Wage  Grade  Salary 


3.48 

108.711 

10.84 

45.489 


48.893 
30.445 


3.48 

109.570 

10.77 

46.217 


49.675 
30.932 


3.48 

110.435 

10.76 

47.326 


50.867 
31.674 
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NEW  POSITIONS  REQUESTED 


EXHIBIT  Q 


1996 


Grade 


Intramural  Research 

Safety  Engineer 
Industrial  Designer 
Psychologist 
Lab  Technician 
General  Engineer 
Industrial  Engineer 
Electrical  Engineer 
Industrial  Hygienist 
Industrial  Hygienist 
Computer  Engineer 
Chemistry  Technician 
Engineering  Technician 
Physical  Science  Technician 
Medical  Officer 
Aerosol  Physicist 
Biostatisticians 
Mechanical  Engineer 
Biomedical  Engineer 
Electronics  Technician 
Research  Toxicologist 
Research  Microbiologist 
Medical  Technologist 
Medical  Technician 
Research  Pathologist 
Research  Physiologist 
Research  Veterinarian 
Histologist 


6S 

11 

CS 

11 

CS 

13 

GS 

CS 

GS 

CS 

11 

GS 

13 

GS 

11 

GS 

11 

GS 

9 

GS 

9 

GS 

9 

GS 

13 

GS 

11 

GS 

12 

GS 

13 

GS 

13 

GS 

9 

GS 

13 

GS 

13 

GS 

9 

GS 

7 

GS 

13 

GS 

13 

GS 

13 

GS 

9 

Number 


Annual  Salary 


$35,578 
$35,578 
$50,706 
$19,407 
$29,405 
$29,405 
$35,578 
$50,706 
$35,578 
$35,578 
$29,405 
$29,405 
$29,405 
$50,706 
$35,578 
$42,641 
$50,706 
$50,706 
$29,405 
$50,706 
$50,706 
$29,405 
$24,038 
$50,706 
$50,706 
$50,706 
$29,405 


Program  Support 

Secretary  GS 

Writer-Editor  GS 

Writer-Editor  GS 

Health  Education  Specialist  GS 

Visual  Information  Specialist  CS 

Staff  Assistant  GS 

Staff  Specialist  GS 

Budget  Analyst  CS 

Animal  Care  Technician  CS 

Office  Automation  Assistants  CS 

Computer  Specialist  CS 


6 

2 

$21,632 

9 

$29,405 

7 

$24,038 

11 

$35,578 

7 

$24,038 

6 

$21,632 

9 

$29,405 

9 

$29,405 

7 

$24,038 

4 

6 

$17,346 

9 

1 

$29,405 

Total  New  Positions 


100 
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14A 


EXHIBIT  O 


FOR  DISEASB  CONTROL  AMD  PREVOrtlOH 
FOHDINO  BT  MBCBAMISN 


(Dollars  in  thouaanda) 


1994 

1995 

1996 

Change 
96/95 

Intraimiral  Programs 

335,861 

346,226 

365,146 

15,249 

Extraaniral  Programs  s                                                       | 

♦  Cooporativa  Agroonsnts 

542,288 

551,033 

561,787 

6,026 

144.748 

162,959 

169,095 

6,534 

936,242 

934,620 

1,003,639 

40,271 

*  Bvaluations 

8,653 

8,653 

8,653 

0 

♦  Other 

- 

- 

- 

- 

Subtotal ,  Extramural 

1,631,931 

1,657,265 

1,743,174 

52,831 

83,340 

83,340 

83,340 

0 

TOTAL,  CDC 

2,051,132 

2,086,831 

2,191,660 

104. B29 

519 


EPIDEMIOLOOT  PROORAN  OFFICE 
FDNDIMO  BX  MECBANISN 


(Dollars  in  thousands) 


145 
EXHIBIT  O 


1994 

1995 

1996 

Change 
96/95 

Intramural  Programs 

11,863 

12,272 

12,272 

0 

Extramural  Programs:                                                     | 

♦  Cooperative  Agreements 

4,149 

4,145 

4,145 

0 

♦  Contracts 

207 

202 

202 

0 

- 

- 

- 

- 

- 

- 

♦  Other 

- 

- 

- 

Subtotal,  Extramural 

4,356 

4,347 

4,347 

0 

Program  Management 

1,190 

1,190 

1,190 

0 

TOTAL,  EPO 

17,409 

17,809 

17,809 

0 

520 


POBLZC  HEALTH  PRACTICB  PROORAM  OFFICE 
PONDINO  BT  MECHANISM 


(DoXlara  in  thouaanda) 


EXHIBIT  O 


1994 

1995 

1996 

Change 
96/95 

Intramural  Programs 

6,188 

6,188 

6,188 

0 

Extramural  Programs:                                                           | 

4  Cooparative  Agreements 

2,039 

2,039 

2,039 

0 

8,018 

8,018 

8,018 

0 

- 

- 

♦  other 

- 

Subtotal ,  Extramural 

10,057 

10,057 

10,057 

0 

2,551 

2,551 

2,551 

0 

TOTAL,  PHPPO 

18,796 

18,796 

18,796 

0 

521 


HAIIONAL  CENTER  FOR  INJURY  PREVENTION  AND  CONTROL 
rUNDINO  BT  MECHANISM 


147 
EXHIBIT  O 


(Dollars   in  thousands) 


1994 

1995 

1996 

Change 
96/95 

Intramural  Programs 

5,516 

5,516 

6,485 

969 

Extramural  Programs:                                                   | 

f  Cooperative  Agreements 

5,873 

5,873 

8,665 

2,792 

25,300 

29,671 

30,992 

1.321 

- 

*   Evaluations 

- 

- 

- 

♦  Other 

- 

- 

- 

Subtotal ,  Extramural 

31,173 

35,544 

39,657 

4,113 

353 

353 

353 

- 

TOTAL,  NCIPC 

37,042 

41,413 

46,495 

5,082 

522 


■ftXZOmL  CBMTER  FOR   XKFBCTZOOS  DISEASES 
FDHDZIIO  BX  MECEAIfXSN 

(Dollara  in  thouaanda) 


BZHZBIT  O 


1994 

1995 

1996 

Change 
96/95 

Intramural  Programa 

73,653 

73,653 

80,135 

6,482 

Extramural  Programai 

♦  Cooperative  Agreemanta 

112,922 

119,902 

118,778 

(924) 

♦  Contracts 

11,26B 

11,268 

14,699 

3,431 

«  Crante 

298 

298 

298 

0 

*  Evaluations 

- 

- 

- 

- 

*  Other 

- 

- 

- 

- 

Subtotal ,  Extramural 

124,488 

131,468 

133,775 

2,507 

Program  Management 

368 

368 

368 

0 

TOTAL,  HCID 

198,509 

205,489 

214,278 

8,989 

523 


KAZZOHAL  CENTER  FOR  EEALTH  SZATISTZCS 
PlINDINO  BY  MECHANISM 


(Oollars  In  thousands) 


149 
EXHIBIT  O 


1994 

1995 

1996 

Change 
96/95 

Intramural  Programs 

23,665 

23,685 

26.000 

2,315 

Extramural  Programs:                                                      | 

*  Cooperative  Agreements 

4,178 

2,945 

5,578 

2,633 

23,22B 

23,504 

24,545 

1,041 

- 

- 

- 

_ 

- 

- 

- 

- 

♦  Other 

- 

- 

- 

_ 

Subtotal ,  Extramural 

27,406 

26,449 

30,123 

3,674 

2,927 

2,927 

2,927 

TOTAL,  NCHS 

54,018 

53,061 

59,050 

524 


EXHIBIT  O 


mXZONAL  CBNTBX 


FOR  CBRCmiC  DISEASE  PKKVENTIOM  AMD  HEALXB  PRONOTIOM 
POIiDINO  BT  MECHANISM 


(Dollara  in  thousand*) 


1994 

1995 

1996 

Change 
96/95 

Intramural  Programs 

31,026 

31,028 

32,147 

1,119 

Extramural  Programs:                                                   | 

«  Cooperative  Agreements 

89,290 

89,290 

89,557 

267 

26,298 

26,298 

26,298 

0 

231,300 

271,441 

303,419 

31,778 

- 

- 

- 

_ 

♦  Other 

- 

- 

- 

_ 

Subtotal ,  Extramural 

346,888 

387,029 

419,274 

32,045 

1,815 

1,815 

1,815 

_ 

TOTAL,  NCCDPHP 

379,731 

419,872 

453,236 

33,164 

525 


151 
EXHIBIT  O 


IHTEKNAIIONAI.  HEALTH  PROORAM  OPTICE 
FDNDINO  BT  NECBMIXSM 


(Dollars  In  thousands) 


1994 

1995 

1996 

Change 
96/95 

Intramural  Programs 

1,243 

1,243 

1,243 

0 

Extramural  Programs: 

4  Cooperative  Agreements 

447 

547 

547 

0 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

♦  other 

- 

- 

- 

- 

*   Subtotal ,  Extramural 

447 

547 

547 

0 

237 

237 

237 

0 

TOTAL,  IHPO 

1,927 

2,027 

2,027 

0 

526 


152 


EXHIBIT  O 


CBMXBE  FOK  BNVIitOIOIEaXlUi  BBUAH 
FOHDIIIO  BT  MBCBAIIZSli 


(Dollara  In  thousand* ) 


1994 

1995 

1996 

Chang* 
96/95 

Intramural  Program* 

11,510 

11,510 

11,946 

436 

Extramural  Program*!                                                      | 

♦  Cooparatlv*  Agr**m*nt* 

15,909 

15,318 

14,615 

(703) 

♦  Contract* 

6,043 

5,438 

5,438 

0 

35,776 

38,698 

37,647 

(1,051) 

- 

- 

- 

- 

•  Othar 

- 

- 

- 

- 

«  Subtotal,  Extramural 

57,726 

59,454 

57,700 

(1,754) 

Program  Management 

356 

356 

356 

0 

TOTAL,  NCEH 

69,594 

71,320 

70,002 

(1,318) 

527 


HKXIOntL  CBMTBR   FOR  PKEVBNTION   BEKVZCBS 
PIIKDXHO  BT  MBCBAHZSM 


153 
EXHIBIT  O 


(Dollars  In  thouaanda) 


1994 

1995 

1996 

Change 
96/95 

28,850 

32,850 

32,850 

0 

Extraorural  Programa:                                                     | 

♦  Cooperative  Agreenenta 

244,390 

244,390 

244,390 

0 

14,361 

14,361 

14,361 

0 

193,800 

198,084 

197,973 

(111) 

- 

- 

- 

_ 

♦  Other 

- 

- 

- 

- 

♦  Subtotal,  Extramural 

452,551 

456,835 

456,724 

(Ill) 

1,270 

1,270 

1,270 

- 

TOTAL,  HCPS 

482,671 

490,955 

490,844 

(Ill) 

528 


154 


EXHIBIT  O 


OFFICE  OF  THE  DIRECTOR 
PUNDINO  BY  MECHANISM 

(Dollars  In  thouaands) 


Intramural  Programs. 


37,057 


38,S37 


42,506 


Change 
96/95 


3,671 


Extramural  Programs: 

♦  Cooperative  Agreements 

17,924 

17,924 

22,652 

4,728 

♦  Contracts 

17,205 

29,931 

29,533 

(398) 

♦  Grants 

20,192 

37,563 

66,311 

28,748 

♦  Evaluations 

8,653 

8,653 

8,653 

0 

♦  Other 

- 

- 

- 

- 

«  Subtotal ,  Extramural 

63,974 

94,071 

127,149 

33,078 

Program  Management 

71,622 

71,622 

71,622 

0 

TOTAL,  OD 

172,653 

204,530 

241,279 

36,749 

529 


155 
EXHIBIT  O 


riB  FOR  OCCDPAXIONU.  SAFETT  AMD  HEALTH 
FtnmZNO  BT  MECBAHISM 


(Dollars  in  thoueands) 


1994 

1995 

1996 

Change 
96/95 

Intramural  Programs ............ 

59,720 

64,720 

67,018 

2,298 

Extramural  Programs:                                                     | 

•  Cooperative  Agreements 

42,167 

45,660 

47,621 

1,961 

5,320 

5,320 

5,061 

(259) 

22,142 

18,432 

18,396 

(36) 

*  Evaluations 

- 

- 

- 

- 

♦  Other 

- 

- 

. 

_ 

«  Subtotal,  Extramural 

69,629 

69,412 

71,078 

1,666 

360 

360 

360 

- 

TOTAL,  NIOSH 

129,709 

134,492 

134,456 

3,964 

530 


156 


EXHIBIT  O 


MATIOmL  INMUNISATIOM  PROGRAM 
FUMDINO  BY  MECBANISN 


(Dollars  in  thouaande) 


1994 

1995 

1996 

Change 
96/95 

Intramural  Programs 

45,548 

44,724 

46,354 

1,630 

Extramural  Programs: 

•  Cooperative  Agreements 

3,000 

3,000 

3,000 

0 

7,500 

8,948 

9,948 

1,000 

432,734 

370,104 

379,795 

9,691 

♦  Evaluations 

- 

_ 

_ 

_ 

♦  Other 

- 

- 

_ 

_ 

•  Subtotal ,  Extramural 

443,234 

382,052 

392,743 

10,691 

291 

291 

291 

0 

TOTAL,  KIP 

489,073 

427,067 

439,388 

12,321 

531 
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Vaccines  for  Children 

Authorizing  Legislation  -  Social  Security  Act,  Title  XIX,  Section  1928 

Outlays: 

FY  1994  FY  1995  FY  1995  FY  1996 

Actual         Appropriation"       Current  Estimate"      Estimate  Change 

[E       Bfi       FTE  BA   FTE  BA   FTE  BA   FTE  BA 

$1,300,000     0   $457,298,000     0   $376,800,000     0   $365,400,000     0   ($11,400,000) 

/I    Section  1928  of  the  Social  Security  Act  requires  CDC  to  get  estimates  of 
vaccine  requirements  from  all  States.   The  1995  appropriation  was  based 
on  full  program  implementation  (100%  coverage)  based  on  States 
estimates.   The  current  estimate  reflects  actual  experience  to  date  in 
FY  1995  including  delayed  contracts  for  vaccine  shipments  and  the 
registration  of  physicians  to  administer  vaccines. 

1996  Authorization Indefinite 

RATIONALE  FOR  THE  BUDGET  REQUEST 

Tba  FY  1996  request  of  $365,400,000  is  based  on  FY  1995  actual  progran 
iaplaaentation.   This  is  the  second  year  of  iBpleaentation  of  the  Vaccine  for 
Children  program. 

Vaccine  Purchase: 

In  accordance  with  the  President's  Childhood  Immunization  Initiative,  CDC 
coordinates  the  Vaccines  for  Children  (VFC)  program  as  authorized  by  Public 
Law  103-66,  the  Omnibus  Budget  Reconciliation  Act  of  1993.   Under  the  VFC 
program,  federally  purchased  vaccines  will-  be  distributed  to  public  health 
clinics  and  private  providers,  enabling  vaccination  of  all  eligible  children. 
Current  estimates  are  that  sixty  percent  of  the  Nation's  children  will  be 
eligible  for  immunization  under  VFC.   Approximately  70,000  to  80,000  private 
physicians  are  expected  to  participate  in  VFC,  thereby,  reducing  barriers  to 
immunization  of  children  in  public  settings,  such  as  long  waits  for 
appointments,  difficult  to  reach  clinic  locations,  and  inconvenient  hours. 
Funds  for  this  program  are  transferred  from  the  Medicaid  appropriation  of  the 
Health  Care  Financing  Administration.   In  FY  1996,  the  VFC  program  request  of 
$365,400,000  reflects  savings  of  $47  million  as  a  result  of  legislation 
proposed  by  the  Administration  which  will  reduce  the  cost  of  vaccine  excise 
taxes  by  50%.   As  an  entitlement  program,  additional  funds  may  be  required  to 
meet  needs  realized  as  the  program  progresses.   This  program  provides  for  the 
purchase  of  vaccines  for  all  children  without  insurance,  those  eligible  for 
Medicaid,  Native  American  children,  and  those  children  who  are  underinsured 
and  receive  care  through  Federally  Qualified  Health  Clinics. 

State  Operations: 

The  request  includes  $37,800,000  to:   operate  distribution  systems;  process 
orders  from  the  States  and  from  an  estimated  70-80,000  doctors  in  the  private 
sector  who  will  be  participating  in  the  VFC  program;  conduct  provider 
recruitment  and  enrollment  activities;  and  develop  and  implement 
accountability  plane.   CDC  projects  that  90%  of  children  will  receive  the 
major  vaccines  prior  to  age  two  by  the  year  2000. 
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VFC  PROGRAM  OUTLAY  ESTIMATES 
(Dollars  in  Milllone) 


FY  1994 

FY 

1995 

Current 

FY  1996 

Percent 

Actual 

Appropriation 

Estimate 

Chanae 

Vrc  VACCINE: 

Total  Vaccine  Purchase 

S1.2 

S412.0 

S339.5 

$374.4 

10.28% 

Vaccine  Purchase 

0.9 

309.0 

254.6 

280.8 

10.29% 

Excise  Tax 

0.3 

103.0 

84.9 

93.6 

10.25% 

VFC  VACCINE  DISTRIBUTION 

0.1 

24.5 

20.2 

20.5 

1.49% 

VFC  VACCINE  ORDERING 

0.0 

9.2 

7.6 

7.7 

1.32% 

VFC  OPERATIONS 

-ffixfl 

11,6 

9.5 

9^ 

;.05% 

SUBTOTAL  OUTLAYS 

1.3 

457.3 

376.8 

412.2 

9.39% 

EXCISE  TAX  SAVINGS 

o,g 

0^ 

0.0 

46.8 

TOTAL  OUTLAYS 

•1.3 

$457.3 

$376.8 

$365.4 

(3.03%) 

Percent  of  Children  Immunized  by  Antigen 
1995       1996 


Under  2 

DTP 

3  + 

OPV 

3+ 

HMR 

Hib 

3+ 

Hep 

B3 

School 

Entrv 

DTP 

OPV 

MMR 

Thursday,  March  9,  1995. 
HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 

WITNESSES 

CmO  V.  SUMAYA,  M.D.,  M.P.H.T.M.,  ADMINISTRATOR 

JAMES  PURVIS,  ACTING  ASSOCIATE  ADMINISTRATOR  FOR  OPER- 
ATIONS AND  MANAGEMENT 

MARILYN  H.  GASTON,  M.D.,  DIRECTOR,  BUREAU  OF  PRIMARY  HEALTH 
CARE 

FITZHUGH  S.M.  MULLAN,  M.D.,  DIRECTOR,  BUREAU  OF  HEALTH  PRO- 
FESSIONS 

AUDREY  H.  NORA,  M.D.,  DIRECTOR,  MATERNAL  AND  CHILD  HEALTH 
BUREAU 

G.  STEPHEN  BOWEN,  DIRECTOR,  BUREAU  OF  HEALTH  RESOURCES  DE- 
VELOPMENT 

JEFFREY  HUMAN,  DIRECTOR,  OFFICE  OF  RURAL  HEALTH  POLICY 

WILLIAM  R.  BELDON,  DIRECTOR,  DIVISION  OF  PUBLIC  HEALTH  AND 
SOCIAL  SERVICE  BUDGET  ANALYSIS,  DEPARTMENT  OF  HEALTH  AND 
HUMAN  SERVICES 

Mr.  Porter.  The  subcommittee  will  come  to  order. 

This  afternoon  we  continue  with  our  hearings  on  the  budget  of 
the  Department  of  Health  and  Human  Services  with  the  Health 
Resources  and  Services  Administration.  We  are  pleased  to  welcome 
Dr.  Sumaya  here  this  afternoon. 

Dr.  Sumaya,  why  don't  you  introduce  the  people  at  the  table  with 
you  and  then  proceed  in  any  way  you  see  fit. 

Dr.  Sumaya.  Fine,  Mr.  Chairman. 

At  my  far  right  is  Mr.  Bill  Beldon,  who  is  representing  the  Office 
of  the  Secretary.  Then  Dr.  Steve  Bowen,  who  is  Director  of  Health 
Resources  Development  Bureau.  Next,  Dr.  Mariljni  Gaston,  Direc- 
tor of  the  Bureau  of  Primary  Health  Care. 

To  my  left,  immediate  left,  is  Mr.  James  Purvis,  Acting  Associate 
Administrator  for  Operations  and  Management;  Dr.  Audrey  Nora, 
Director  of  the  Maternal  and  Child  Health  Bureau;  Dr.  Fitzhugh 
Mullan,  Director  of  the  Bureau  of  Health  Professions;  and  Mr.  Jef- 
frey Human,  Director  of  the  Office  of  Rural  Health  Policy. 

I  am  very  pleased  to  appear  today  to  discuss  the  fiscsJ  year  1996 
budget  for  the  Health  Resources  and  Services  Administration.  Our 
budget  request  of  over  $3  billion  continues  the  agency's  critical  role 
in  providing  primary  health  care  and  health  workforce  develop- 
ment to  better  serve  the  Nation's  vulnerable  populations. 

The  highlight  of  the  budget  for  HRSA  includes  a  proposal  to  con- 
solidate separate  categorical  activities  into  nine  cluster  programs, 
four  health  service  clusters  and  five  health  professions  clusters. 
This  proposal  decreases  administrative  costs  for  the  government 
and  grantees  by  $6  million  and  fosters  more  effective  integration 
of  HRSA  program  operations  with  State  and  community  needs. 
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The  health  services  clusters  are  designed  to  provide  a  flexible  ap- 
proach for  grantees  to  respond  to  changing  local  health  needs  and/ 
or  priorities  while  maintaining  a  level  of  commitment  to  vulnerable 
populations.  These  partnerships,  which  will  also  foster  the  develop- 
ment of  more  effective  systemic  approaches  for  improving  the 
health  status  of  these  populations  to  the  delivery  of  primary  and 
preventive  health  care  services  and  will  improve  and  integrate 
emergency  care  for  children  into  the  overall  emergency  and  trauma 
care  system.  In  addition,  the  rural  health  cluster  addresses  the  dis- 
tinctive needs  of  rural  America. 

The  health  professions  clusters  consolidate  separate  categorical 
programs  into  five  clusters,  creating  new  performance  partner- 
ships, which  will  strengthen  and  provide  flexibility  in  the  Nation's 
capacity  to  address  health  professions  shortages  and  retool  the  Na- 
tion's health  care  personnel  resources  to  meet  the  challenges  of 
ever-changing  health  care  delivery  systems.  The  clusters  will  en- 
hance our  ability  to  assist  students  financially,  encourage  expan- 
sion of  multi-disciplinary  outcome-oriented  primary  care  training 
as  well  as  bring  simplicity  to  the  administrative  processes  of  appli- 
cations submission  and  grant  issuance. 

We  are  requesting  $91  million,  a  14  percent  increase  above  the 
1995  appropriation  for  the  Ryan  White  AIDS  programs.  The  ele- 
ments of  this  proposal  are. 

One,  $51  million  increase  for  HIV  emergency  relief  grants  provid- 
ing funds  to  an  estimated  52  to  56  cities; 

Two,  $24  million  increase  providing  funds  to  States  and  terri- 
tories for  the  operation  of  HIV  service  delivery  consortia  from  the 
localities  most  affected  by  the  epidemic  for  the  provision  of  home- 
and  community-based  care,  for  continuation  of  insurance  coverage 
for  infected  people,  and  for  HIV  treatments  that  prolong  life  and 
prevent  serious  deterioration  of  health; 

Three,  $10  million  increase  for  early  intervention  services  provid- 
ing grants  to  federally  qualified  health  centers  and  nonprofit  pri- 
vate entities  that  provide  comprehensive  primary  care  services  to 
populations  at  risk  of  HIV;  and 

Lastly,  a  $6  million  increase  to  expand  support  of  AZT  therapy 
to  reduce  perinatal  transmission  and  to  develop,  publish  and  dis- 
seminate educational  materials  and  guidelines  for  use  in  a  broad 
range  of  practice  settings. 

Our  HRSA  programs  that  will  be  continued  include  the  maternal 
and  child  health  block  grant.  Healthy  Start,  organ  transplantation, 
rural  health  research,  AIDS  education  and  training  centers  and 
AIDS  dental  services.  While  these  programs  have  not  been  pro- 
posed for  budget  expansion,  they  are  critical  to  the  continued  avail- 
ability of  services  to  vulnerable  populations. 
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In  fiscal  year  1996,  the  Health  Resources  and  Services  Adminis- 
tration will  encounter  many  opportunities  and  numerous  chal- 
lenges, and  I  believe  the  budget  we  are  presenting  to  you  will  en- 
able us  to  take  advantage  of  those  opportunities  and  meet  those 
challenges. 

At  this  time,  Mr.  Chairman,  Members  of  the  committee,  I  will  be 
pleased  to  answer  any  questions  you  may  have. 

[The  prepared  statement  and  biography  of  Dr.  Giro  Sumaya  fol- 
low:] 
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STATEMENT  OF  THE  ADMINISTRATOR  OF  THE 

HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 

Mr.  Chairman  and  Members  of  the  Committee: 

I  am  pleased  to  appear  before  you  today  to  discuss  the  fiscal  year 
(FY)  1996  budget  request  for  the  Health  Resources  and  Services 
Administration  (HRSA) . 

The  highlight  of  the  FY  1996  budget  for  HRSA  includes  a  proposal  to 
consolidate  separate  categorical  activities  into  9  clusters,  four 
health  services  clusters  and  five  for  health  professions.   These 
clusters  are  designed  to  improve  the  ability  of  States  and  communities 
to  coordinate  and  target  resources  to  best  meet  the  needs  of  the  people 
they  serve,  while  ensuring  that  broad  Federal  priorities  are  being 
addressed.   The  net  effect  of  consolidation  is  to  provide  for 
integration  of  common  programs  to  yield  more  impactful  results  and 
system  development.   At  the  same  time,  these  new  programs  will 
eliminate  the  burden  of  submitting  multiple  applications.   In  total,  we 
are  requesting  over  $3  billion  and  1,666  direct  full-time-equivalent 
positions. 

Our  partners  in  this  effort  are  State  and  local  health  departments, 
private  nonprofit  organizations,  universities,  other  Federal  agencies, 
community  and  migrant  health  centers,  hospitals  and  other  health 
facilities,  private  insurers,  employers,  and  many  other  participants  in 
our  nation's  public  health  system.   We  work  hard  to  coordinate  and 
combine  our  efforts  with  our  partners  to  use  most  effectively  the 
resources  available  to  us. 

Health  Services 

The  four  health  services  clusters  combine  13  categorical  programs  into 
four.   The  first  cluster  is  the  Community/Migrant  Health  Centers  and 
totals  $756  million.   This  proposal  combines  the  Community  Health 
Centers,  Migrant  Health  Centers,  Health  Care  for  Residents  of  Public 
Housing,  and  the  Health  Care  for  the  Homeless  programs.   These  programs 
empower  medically  underserved  communities  to  develop  systems  of  care, 
both  in  primary  and  preventive  services,  that  effectively  address  the 
highest  priority  health  and  social  need  of  their  residents.   Under  this 
flexible  approach,  grantees  will  respond  to  changing  local  health  needs 
and/or  priorities,  while  maintaining  a  level  of  commitment/effort  to 
vulnerable  populations.   We  are  particularly  attentive  to  the 
appropriate  integration  of  health  services  for  these  vulnerable 
populations  into  the  managed  care  systems  that  are  developing 
throughout  the  country. 

The  second  health  services  cluster  is  Programs  for  Special  Populations. 
The  request  is  $17  million  for  this  program  that  combines  five  separate 
programs.   The  programs  include  Black  Lung  Clinics,  State  Alzheimers's 
Disease  Grants,  Payment  to  Hawaii,  Pacific  Basin  Initiative,  and  the 
Native  Hawaiian  Health  Care.   This  cluster  will  streeunline  support  and 
foster  the  development  of  more  effective  approaches  for  improving  the 
health  status  of  these  populations  through  delivery  of  primary  and 
preventive  health  care  services,  enabling  and  supportive  services,  and 
infrastructure  development. 
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The  third  health  services  cluster  is  for  Emergency  Medical  Services. 
The  request  is  $15  million  to  combine  the  Emergency  Medical  Services 
for  Children  program  and  the  Trauma  Care  program.   This  program  will 
continue  working  toward  the  goal  of  assisting  States  to  develop  trauma 
and  emergency  care  systems  for  adults  as  well  as  addressing  special 
concerns  for  children. 

The  fourth  health  services  cluster  requests  $29  million  for  rural 
health  programs.   This  cluster  combines  the  Rural  Health  Outreach 
program  and  the  State  Offices  of  Rural  Health  program.   This  approach 
would  allow  States  to  integrate  both  programs  while  maintaining  the 
efficient  application  of  required  matching  funds. 

Health  Professions 

The  President's  budget  proposes  to  consolidate  existing  multiple 
categorical  grant  and  contract  programs  under  Titles  VII  and  VIII  of 
the  PHS  Act  into  five  consolidated  programs.   Currently,  HRSA's  health 
professions  progreuns  are  funded  through  categorical  programs.   The  FY 
1996  request  recommends  consolidating  and  refocusing  existing  health 
professions  education  programs  to  stimulate,  promote,  and  implement 
changes  in  the  health  care  workforce  to  better  meet  the  Nation's  needs; 
including  to  help  address  the  shortage  of  primary  health  care 
providers,  increasing  the  supply  of  health  professionals  for 
underserved  and  health  professions  shortage  areas,  and  to  increase  the 
supply  of  minority  health  professionals.   The  federal  health 
professions  program  is  admittedly  small  but  they  it  is  an  appropriate 
and  necessary  mechanism  to  promote  leadership  that  health  professions 
workforce  development  matches  community  needs.   The  Health  Professions 
Workforce  Development  Cluster  includes  the  National  Health  Service 
Corps,  National  Health  Service  Corps  Recruitment,  Grants  to  Communities 
-  Health  Professions  Scholarships,  Nursing  Loan  Repayment,  Health 
Professions  Data  System,  and  Research  on  Certain  Health  Professions 
Issues.   The  request  of  $127.2  million  represents  a  decrease  of  $2 
million  below  the  FY  1995  comparable  amount.   This  cluster  will 
establish  an  integrated  system  of  financial  assistance  for  students  in 
high  priority,  i.e.  shortage,  health  professions  and  often  associated 
with  subsequent  service  in  underserved  or  shortage  areas.   Funds  will 
also  be  used  for  activities  which  increase  knowledge  about  health 
professions  needs  and  resources,  including  support  for  research  and 
analytical  capabilities  of  non-Federal  entities.   This  knowledge  is 
intended  to  assist  developing  appropriate  policy,  monitor  programs,  and 
assist  States  in  meeting  their  health  professions  workforce  needs. 

The  Enhanced  Area  Health  Education  Centers  Cluster  incorporates  a 
request  for  $39  million,  the  same  as  the  comparable  1995  appropriation. 
The  initiative  includes  Area  Health  Education  Centers,  Health  Education 
Training  Centers,  Geriatric  Programs,  Rural  Health  Interdisciplinary 
Training,  General  Dentistry  Training,  Allied  Health  Special  Projects, 
Chiropractic  Demonstration  Projects,  and  Podiatric  Medicine/Primary 
Care  programs.   This  cluster  will  provide  for  a  comprehensive, 
flexible,  and  effective  authority  for  support  of  Area  Health  Education 
Centers  and  related  community-based  educational  partnerships  to  improve 
the  distribution  of  needed  health  professions,  i.e.,  underserved  urban 
and  rural  areas. 
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The  Minority/Disadvantaged  Health  Professions  Cluster  request  is  for 
$89  million,  the  same  as  the  comparable  1995  appropriation.   This 
cluster  of  progrcuns  includes  Centers  for  Excellence,  Exceptional 
Financial  Need  Scholarships,  Financial  Assistance  for  Disadvantaged 
Health  Professions  Students,  Health  Careers  Opportunity  Program,  Loan 
Repayment/Fellowship,  Loans  for  Disadvantaged  Students,  and 
Scholarships  for  Disadvantaged  Students.   This  cluster  will  provide  for 
a  comprehensive,  flexible,  and  effective  authority  for  support  of 
activities  to  increase  the  number  of  minority/disadvantaged  health 
professionals  and  strengthen  educational  institutions  that  have  a 
demonstrated  commitment  to  improving  minority  health. 

The  Primary  Care  Medicine  and  Public  Health  Cluster  request  is  for  $76 
million,  the  same  as  the  1995  appropriation.   This  cluster,  which 
includes  Family  Medicine  Programs,  General  Internal  Medicine  and 
Pediatrics,  Physician  Assistant  Training,  Pacific  Basin  Medical 
Officer's  Training,  Public  Health/Preventive  Medicine,  and  Health 
Administration  Programs,  will  provide  a  comprehensive,  flexible,  and 
effective  Federal  authority  for  increasing  the  number  and  enhancing  the 
quality  of  primary  medical  care  providers  and  public  health  workers  to 
meet  national,  state,  and  local  health  care  needs;  and  to  extend  the 
authority  for  the  Council  on  Graduate  Medical  Education. 

The  Nursing  Education/Practice  Cluster  is  proposed  for  $57  million,  the 
same  as  the  1995  appropriation,  to  provide  a  comprehensive,  flexible, 
and  effective  authority  for  Federal  support  of  nursing  workforce 
development . 

In  each  cluster,  emphasis  would  be  placed  on  supporting  an  innovative 
demonstration  projects  and  providing  for  strategic  workforce 
supplementation  activities  as  required  to  meet  performance  outcomes. 
Grantees  will  be  required  to  describe  and  provide  for  linkages  among 
relevant  educational  and  health  care  entities  in  the  community. 

Rvan  White 

Another  focus  of  this  year's  budget  is  the  continuation  of  the 
President's  Investment  Initiative  for  the  Ryan  White  AIDS  program.   For 
HRSA,  this  represents  an  increase  of  $91  million  (+14%)  above  the  FY 
1995  appropriation.   The  funds  will  be  used  to  increase  access  to  HIV- 
related  outpatient  care  and  support  services  for  increasingly  female, 
minority,  youth,  and  uninsured  populations  of  people  with  HIV.   These 
programs  have  been  successful  in  bringing  more  people  into  care, 
reducing  emergency  room  and  hospital  use  and  costs,  prolonging  life  and 
productivity,  and  increasing  the  number  of  expert,  willing  and 
accessible  HIV  care  providers.   Specific  increases  include: 

•     A  total  of  $407  million  for  HIV  Emergency  Relief  Grants,  an 
increase  of  $51  million  over  the  FY  1995  appropriation, 
providing  funds  to  an  estimated  52  to  56  metropolitan  areas 
with  very  high  numbers  and/or  rates  of  AIDS  cases.   It  is 
estimated  that  from  10-14  new  metropolitan  areas  will  be 
eligible  in  FY  1996.   These  grants  fund  coordinated 
outpatient  and  ambulatory  health  and  social  support 
services;  and  help  to  reduce  p>erinatal  HIV  transmission  and 
HIV  associated  infections  such  as  tuberculosis. 
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•  $222  million  for  HIV  Care  Grants  to  States,  an  increase  of 
$24  million  over  the  FY  1995  appropriation,  to  provide 
funds  to  States  and  territories  for  the  operation  of  HIV 
service  delivery  consortia  in  the  localities  most  affected 
by  the  epidemic,  for  the  provision  of  home  and  community- 
based  care,  for  continuation  of  insurance  coverage  for 
people  with  HIV,  and  for  HIV  related  pharmaceuticals  that 
prolong  life  and  prevent  serious  deterioration  of  health; 

•  $63  million  for  Early  Intervention  Services,  an  increase  of 
$10  million  over  the  FY  1995  appropriation,  providing 
grants  to  federally  qualified  health  centers  and  nonprofit 
private  entities  that  provide  comprehensive  primary  care 
services  and  preventive  health  services  to  people  with  HIV 
and  populations  at  risk  of  HIV  disease;  and 

•  $32  million,  an  increase  of  $6  million  over  the  FY  1995 
appropriation,  to  expand  support  of  AZT  therapy  to  reduce 
perinatal  transmission;  to  develop,  publish  and  disseminate 
educational  materials  and  guidelines  for  use  in  a  broad 
range  of  practice  settings  such  as  Maternal  and  Child 
Health,  primary  care,  and  OB\GYN  care,  to  encourage  the 
creation  of  comprehensive,  community  based  care  networks 
for  children,  pregnant  women,  and  their  families  and  to 
ensure  that  clinical  research  and  outpatient  health  care 
are  accessible  and  coordinated  for  these  targeted 
populations. 

Other  AIDS  Programs 

In  addition  to  the  programs  authorized  under  the  Ryan  White  Care  Act, 
the  request  includes  $16  million  to  continue  the  AIDS  Education  and 
Training  Centers  program  and  $7  million  for  the  AIDS  Dental 
Reimbursement  program. 

Family  Planning 

The  FY  1996  request  for  the  Family  Planning  program  of  $199  million,  an 
increase  of  $5.6  million  over  the  FY  1995  appropriation,  provides 
outreach  services  to  low-income  women;  places  more  emphasis  on 
prevention  of  teen  pregnancy  and  on  training  and  retention  of  Family 
Planning  nurse-practitioners;  increases  the  focus  of  quality  and 
completeness  of  services;  and  expands  current  clinic  sites  and 
development  of  clinics  in  high  need  areas. 

Maternal  and  Child  Health 

The  FY  1996  request  is  $679  million  for  the  Maternal  and  Child  Health 
Block  Grant  Program  (MCH),  a  decrease  of  $5  million  below  the  FY  1995 
appropriation.   The  request  will  enable  States  to  continue  to  provide  a 
wide  range  of  health  services  to  mothers,  infants  and  children; 
particularly  those  with  low  incomes  or  limited  availability  of  health 
services,  as  well  as  provide  community  health  activities  and  systems 
development  through  setaside  programs.   The  request  includes: 
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•  $569  million  for  State  grants; 

•  $100  million  for  special  projects  of  regional  and  national 
significance  (SPRANS)  which  address  such  important  MCH 
issues  as  infant  growth  and  development,  family  health 
needs,  vulnerable  children,  adolescent  health  and  children 
with  special  health  care  needs;  and 

•  $10  million  for  the  Community-Integrated  Service  Systems 
set-aside  which  supports  the  development  and  expansion  of 
primary  care  delivery  strategies  for  providing  services  to 
mothers  and  children. 

Healthy  Start  Initiative 

The  FY  1996  request  includes  $100  million,  a  reduction  of  $10  million 
below  the  FY  1995  appropriation,  which  adequately  supports  the  current 
level  and  intensity  of  program  implementation.    These  grants  assist  in 
the  development,  integration  and  provision  of  comprehensive  maternal 
and  infant  health  care  and  social  services  in  communities  with  infant 
mortality  rates  that  are  1  1/2  to  2  1/2  times  greater  than  the  national 
average.   Their  goals  are  to  reduce  the  rates  by  half.   Healthy  Start 
includes  a  national  public  education  campaign  to  publicize  simple, 
practical  information  on  pregnancy  and  infant  health,  with  special 
emphasis  on  high-risk  women  of  childbearing  age  and  prospective 
fathers. 

Since  these  demonstration  projects  reach  the  full  scope  and  intensity 
of  program  interventions  during  fiscal  year  1995,  the  FY  1996  request 
reflects  a  phasing  down  of  the  program.   The  national  evaluation  of  the 
Healthy  Start  Initiative  will  identify  effective  models  of  intervention 
which  can  then  be  replicated  in  other  areas  across  the  country, 
creating  the  prospect  for  a  significant  reduction  in  the  Nation's 
infant  mortality  rate. 

Vaccine  Iniurv  Compensation  Proorcun 

The  National  Childhood  Vaccine  Injury  Act  of  1986  est2a>lished  a  program 
to  provide  compensation  for  vaccine-related  injury  or  death.   The 
Administration  is  requesting  $110  million,  the  full  authorization 
level,  to  pay  pre-1988  claims.   The  FY  1996  request  seeks  $57  million 
for  payment  of  po8t-1988  claims  and  $3  million  for  administrative 
costs,  both  to  be  paid  from  the  National  Vaccine  Injury  Compensation 
Trust  Fund. 

Health  Education  Assistance  Loans  fHEAL> 

The  HEAL  program  insures  loans  provided  by  non-Federal  lenders  to 
students  in  health  professions  schools.   The  Administration  is 
requesting  $42  million  to  pay  claims  from  HEAL  guarantees  made  prior  to 
FY  1992.   The  FY  1996  request  also  includes  a  subsidy  of  $18  million  to 
pay  the  net  present  value  of  HEAL  claims  arising  from  loans  made  in  FY 
1996  and  $2.9  million  for  HEAL  administrative  costs.   Finally,  the 
request  reflects  a  ceiling  of  $280  million  on  HEAL  loans  to  be  insured 
in  FY  1996. 
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Conclusion 

The  HRSA  FY  1996  budget  presents  an  innovative  and  daring  proposal  to 
make  its  programs  more  effective,  flexible,  and  impactful;  and 
partnering  more  with  States  and  communities;  while  taking  advantage  of 
opportunities  to  save  administrative  costs  and  hold  the  line  of  funding 
increases.   He  at  HRSA  see  the  coming  year  as  one  with  numerous 
challenges  and  exciting  prospects.   With  your  assistance,  HRSA  will 
continue  to  fill  its  critical  role  of  providing  health  care  and 
resources  for  vulnerable  populations. 

Mr.  Chairman  and  members  of  the  Committee,  my  associates  and  I  will  be 
pleased  to  address  any  questions  or  comments  you  may  have  on  the 
specifics  of  this  budget  request. 
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Mr.  Porter.  Thank  you  for  your  statement,  Dr.  Sumaya. 

HEALTH  PROFESSIONS  RESCISSION 

I  want  to  begin  by  asking  you  about  your  recommended  rescis- 
sion in  health  professions  funding  for  the  1995  fiscal  year.  You  rec- 
ommended a  rescission  of  $27.1  million  in  health  professions  fund- 
ing. Can  you  explain  for  us  your  rationale  in  distributing  these  cuts 
across  various  programs?  For  example,  why  was  general  dentistry 
slated  for  a  50  percent  cut  when  family  medicine  would  be  reduced 
by  only  5.7  percent? 

Dr.  Sumaya.  Well,  some  of  the  factors  that  were  used,  Mr.  Chair- 
man, first,  was  to  protect  the  continuation  of  grants  that  we  had 
available.  Then  the  other  factor  was  to  try  to  distribute,  as  best  we 
could,  approaching  a  proportionate  type  of  decrease  of  the  new 
monies  that  were  available  and  looking  at  what  areas  were  consid- 
ered a  priority  and  critical  and  then,  on  the  whole,  trying  to  do  as 
little  harm  as  one  could. 

Mr.  Porter.  Is  this  $27  million  also  taken  out  of  your  1996  budg- 
et? I  didn't  look  to  see.  Do  you  propose,  in  other  words 

Dr.  Sumaya.  Yes,  the  1996  estimates  are  based  on  the  FY  1995 
rescission. 

Mr.  Porter.  Yes.  Are  you  disappointed  that  we  didn't  adopt  your 
recommendation? 

Dr.  Sumaya.  Well,  our  position  is  to  support  the  Administration's 
perspective.  We  will  work  with  the  monies  that  are  allocated. 

NATIONAL  health  SERVICE  CORPS  DEFAULTS 

Mr.  Porter.  I  love  to  ask  questions  like  that. 

According  to  the  data  from  your  agency,  7  percent  of  service- 
ready  National  Health  Service  Corps  obligors  have  defaulted  on 
their  service  commitment,  and  another  13  percent  chose  to  meet 
their  obligation  through  financial  payment  rather  than  service.  In 
addition,  the  GAO  has  raised  questions  about  the  retention  of  obli- 
gors after  their  period  of  service  ends.  How  serious  do  you  think 
these  problems  are? 

Dr.  Sumaya.  I  think  it  is  extremely  important  to  see  what  has 
happened  to  the  National  Health  Service  Corps,  which  I  think  is 
a  very  valuable  program  for  the  country.  There  was  a  near  demise 
or  total  elimination  of  the  National  Health  Service  Corps  in  the 
late  1980s.  So  I  think  we  need  to  look  particularly  at  the  statistics 
on  what  has  been  happening  since  1990  with  the  revitalization  of 
the  National  Health  Service  Corps.  If  we  look  at  that,  we  see  that 
there  has  been  tremendous  impact  in  our  country  from  these  indi- 
viduals in  the  National  Health  Service  Corps. 

Currently,  for  example,  in  1994,  we  had  approximately  1,900  Na- 
tional Health  Service  Corps  practitioners  providing  service  delivery 
for  about  3.8  million  people  that  otherwise  may  not  have  these 
services  available. 

We  have  been  working  to  try  to  increase  the  partnering  with 
States.  We  have  been  working  to  increase  our  partnerships  with 
communities,  with  academic  health  centers.  We  feel  that  the  data 
has  to  be  analyzed  by  the  trends  that  have  occurred  since  1990  and 
the  revitalization  period. 
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In  addition  to  that,  I  think  I  would  look  at  the  default  rate  again 
very,  very  critically.  And  what  we  see  is  that  the  default  rate — and, 
actually,  I  would  turn  it  the  other  way  around.  That  is,  what  is  the 
effectiveness  of  the  program? 

Approximately  97%  of  National  Health  Service  Corps  partici- 
pants finish  their  service  obligation;  so  it  is  a  percent  that  is  actu- 
ally ■  extremely  high.  The  default  rate  of  those  that  do  not  com- 
pletely fulfill  their  obligation  is  3  percent.  I  think,  again,  we  need 
to  look  at  the  trends.  There  is  a  falling  rate  for  defaulters. 

So  we  are  actually  doing  extremely  well,  I  think,  with  that  par- 
ticular program.  Nonetheless,  we  continue  to  look  at  that  program 
and  try  to  see  in  what  ways  we  can  improve  on  it. 

I  think  it  is  an  extremely  valuable  program,  and  the  data  that 
has  been  presented  on  the  outside  has  many  times  been  anecdotal 
and,  again,  corresponding  to  a  time  when  the  program  was  almost 
being  eliminated.  This  leads  to  a  distorted  view  of  what  is  the  very 
valuable  impact  that  this  program  has  had  on  the  country. 

Mr.  Porter.  I  don't  disagree  with  you  about  it  being  very  valu- 
able. Are  the  figures  I  mentioned  wrong?  It  looks  as  if,  from  the 
figures  I  have,  that  20  percent  have  either  defaulted  or  bought  out, 
and  you  just  said  97  percent  have  completed  their  obligation. 

Dr.  SUMAYA.  I  would  like  to  have  that  level  of  detail  picked  up 
by  Dr.  Marilyn  Gaston. 

REVITALIZATION  OF  THE  NHSC 

Dr.  Gaston.  Thank  you. 

If  we  look  at  the  program  over  the  prior  20  years,  that  is  where 
that  6  percent  default  rate  occurs. 

Again,  let  me  underline  what  he  said  in  terms  of  the  demise  of 
the  program  during  the  1980s.  With  revitalization  over  the  past 
five  years,  the  default  rate  has  decreased  to  3  percent. 

Mr.  Porter.  So  this  is  over  a  much  longer  period  then  what  we 
are  looking  at? 

Dr.  Gaston.  Yes.  But  revitalization  also  permitted  us  to  put  into 
place  new  approaches.  We  have  learned  some  things  in  terms  of 
how  to  really  decrease  the  default  rate. 

Number  one,  we  are  spending  a  lot  more  time  on  the  front  end 
choosing  the  candidates  for  the  scholarship,  to  select  the  ones  that 
really  are  interested  in  service  and  not  only  to  get  their  education 
paid  for. 

Also,  we  have  learned  that  what  we  need  to  do  is  really  spend 
time  with  them.  We  have  orientation  conferences  now  where  we 
are  on  site  with  them.  We  spend  a  lot  more  time  hand  holding,  so 
to  speak,  and  getting  them  into  the  community.  That  also  de- 
creases the  possibility  of  defaulting. 

So  we  are  very  encouraged  that  the  rate  has  gone  down  consist- 
ently over  these  five  years,  and  we  think  it  will  continue  to  drop. 

Mr.  Porter.  The  default  rate  is  3  percent  currently. 

Dr.  Gaston.  Yes. 

Mr.  Porter.  What  about  the  buyout  rate? 

Dr.  Gaston.  The  buyout  rate  is  around  12  to  13  percent. 

Mr.  Porter.  That  is  historically  the  number? 

Dr.  Gaston.  Yes,  over  the  life  of  the  program. 
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Mr.  Porter.  I  am  not  disputing  the  value  of  the  program.  I  won- 
der whether  that  indicates  a  problem.  And  you  are  telling  me  the 
default  rate  has  gone  down,  and  it  is  less  now,  and  so  I  would  say 
the  answer  is  it  isn't. 

REINVENTION  DOWNSIZING 

Dr.  Sumaya,  your  agency  has  a  mix  of  several  very  large  pro- 
grams— Ryan  White  AIDS,  community  health  centers,  maternal 
child  and  health,  health  professions — and  then  quite  a  few  small 
health  services  programs.  And  as  you  go  through  the  Reinventing 
Government  exercise,  have  you  done  any  consideration  of 
downsizing  by  limiting  your  role  to  larger  core  programs  and  de- 
volving the  smaller  programs? 

Dr.  Sumaya.  We  have  been  doing  I  think  a  comprehensive  look 
at  the  total  agency,  and  this  was  before  the  REGO-I  and  REGO- 
II.  We  are  scrutinizing  throughout  the  agency — what  programs  do 
we  have?  How  effective  are  they?  Are  there  ways  that  we  can  im- 
prove them?  Are  there  ways  that  we  can  link  and  coordinate  our 
activities  better?  This  has  been  going  on  since  shortly  after  I  start- 
ed at  HRSA. 

We  have  evolved  the  process  further  into  the  formation  of  a  spe- 
cific strategic  plan.  There  are  also  streamlining  plans  looking  at 
our  total  administrative  service  activities  to  determine  how  we  can 
again  reduce  any  type  of  duplication,  any  type  of  redundancies  that 
we  have. 

In  addition  to  that,  with  the  government's  REGO-II,  it  has  taken 
another  evolution  in  which  we  are  scrutinizing  all  of  our  programs 
and  seeing  those  that  are  critical,  those  that  are  priorities.  These 
are  issues  that  we  are  currently  looking  at  very  carefully. 

CONSOLIDATED  LEGISLATION 

Mr.  Porter.  Your  budget  proposes  nine  program  consolidations. 
Will  that  require  legislation? 

Dr.  Sumaya.  Yes,  sir. 

Mr.  Porter.  Has  that  legislation  been  submitted  to  the  Con- 
gress? 

Dr.  Sumaya.  We  have  had  the  specifications  for  these  consolida- 
tions submitted  to  the  authorizing  committee. 

Mr.  Porter.  Have  there  been  hearings  on  them? 

Dr.  Sumaya.  We  had  hearings  yesterday  on  health  professions. 
There  were  prior  Ryan  White  meetings.  We  have  forthcoming  com- 
munity health  center  hearings  scheduled. 

Mr.  Porter.  There  has  been  some  progress. 

Dr.  Sumaya.  Yes,  sir. 

health  centers  cluster 

Mr.  Porter.  Of  the  nine  program  consolidations  one  of  the  larg- 
est is  the  health  centers  cluster.  Could  you  give  us  an  idea  of  how 
dramatic  a  change  this  would  be? 

For  example,  will  clinics  that  do  not  presently  qualify  as  commu- 
nity health  centers  be  eligible  for  Section  330  funds,  and  could 
some  current  centers  lose  their  funding?  Could  some  localities  be 
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ranked  lower  in  the  ranking  of  underserved  areas  or  is  this  mostly 
a  simplified  application  process  for  current  grantees? 

Dr.  SUMAYA.  It  is  a  comprehensive  look  at  how  we  are  working 
with  community  health  centers  and  migrant  health  centers  and 
health  services  in  public  housing  as  well  as  the  homeless  health 
care.  There  is  a  need  to  link,  coordinate,  and  integrate  these  par- 
ticular activities  of  the  community  in  a  more  effective  and  efficient 
way.  They  have  been  linked  before  in  the  past,  and  we  are  seeing 
how  can  that  be  enhanced. 

As  you  know,  we  will  be  working  on  more  specifics  on  regula- 
tions, on  implementation  plans  and  developing  some  other  specifics 
as  to  the  particular  types  of  awarding  of  the  various  grants  that 
we  would  have.  The  cluster  will  decrease  the  administrative  time 
and  effort  considerably  from  not  only  the  Federal  Government  but 
also  from  the  grantees. 

And  I  would  like  Dr.  Gaston  to  pick  up  and  extend  some  of  these 
comments  that  I  have  had  and  to  show  you  some  of  the  administra- 
tive savings  and  time  and  effort  it  will  have  on  both  sides  not  only 
for  the  government  but  as  well  as  for  the  grantees. 

Dr.  Gaston.  At  the  current  time,  all  of  these  programs  work  very 
closely  together  throughout  the  country.  We  have  implemented 
over  the  past  couple  of  years  a  single,  consolidated  application,  be- 
cause one  grantee  might  apply  to  the  Bureau  for  four  different  cat- 
egorical funding  streams.  This  will  visually  show  you  one  particu- 
lar program  that  had  four  programs  for  which  they  applied. 

These  are  multiple  grant  submissions  for  community  health  cen- 
ter, migrant  health  center,  health  care  for  the  homeless,  HIV,  et 
cetera.  With  the  single  application  it  has  now  been  reduced  for  the 
four  programs  into  this.  So  we  expect  that  to  happen  across  the 
board. 

GEOGRAPHIC  DISTRIBUTION  OF  HEALTH  CENTERS 

Mr.  Porter.  We  like  that.  That  looks  very  good  to  us. 

There  have  been  some  discussions  of  consolidating  the  health 
service  programs  found  in  this  bill.  For  example,  some  have  ques- 
tioned whether  we  need  separate  efforts  for  family  planning,  sexu- 
ally transmitted  diseases  and  breast  cancer  screening  when  com- 
munity health  centers  could  provide  one-stop  shopping  for  many  of 
these  services. 

Could  you  describe  for  us  the  geographic  distribution  of  commu- 
nity health  centers  compared  to  the  clinics  providing  these  other 
services  and  give  us  your  assessment  of  whether  such  a  proposal 
would  actually  work? 

Dr.  SuMAYA.  I  don't  have  the  details  on  what  some  of  these  other 
clinics — the  family  planning  clinics  and  those  clinics  that  deal  or 
focus  more  on  breast  cancer,  et  cetera,  but  I  would  say  that  the 
community  health  center  and  the  migrant  health  center  enterprise, 
if  you  will,  covers  the  Nation  to  a  good  degree. 

Obviously,  we  still  need  to  cover  other  areas  in  underserved 
parts  of  the  country.  This  is  where  we  are  trying  to  focus  our  par- 
ticular efforts.  A  majority  of  the  current  clinics  are  in  rural  areas, 
but  the  rest  are  in  the  urban  areas.  But  we  do  cover  items  dealing 
with  family  planning  as  well  as  breast  cancer  types  of  screening 
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programs  through  the  general,  primary  care  services  received  by 
these  populations. 

We  are  very  interested  at  HRSA  and  through  the  primary  care 
activities  and  through  the  health  center  cluster  to  try  to  form  a 
continuum  of  care,  in  other  words,  that  deals  with  the  basic  medi- 
cal activities  in  addition  to  preventive  t3rpe  of  services,  rehabilita- 
tive services  and  enabling  services. 

CBO  RECOMMENDATIONS 

Mr.  Porter.  My  final  question,  you  may  be  familiar  with  the 
book  of  savings  options  the  Congressional  Budget  Office  produces 
each  year.  This  year's  version  presents  the  option  of  cutting  the 
maternal  and  child  health  block  grant  by  50  percent  with  the  ra- 
tionale that  Medicaid  coverage  of  its  targeted  population  had  ex- 
panded dramatically. 

In  addition,  the  early  intervention  special  education  program 
provides  medical  services  to  children  with  special  needs  who  are  a 
particular  MCH  target.  How  do  you  respond  to  the  CBO  rec- 
ommendations? 

Dr.  SUMAYA.  I  think  even  the  CBO  in  the  latter  part  of  their  dis- 
cussions on  this  mentioned  some  of  the  potential  adverse  effects.  It 
is  important  to  clarify  that  Medicaid  support  does  not  cover  all  of 
the  low  income  and  also  that  the  maternal  child  health  programs 
applies  to  individuals  across  economic  lines. 

So  if  we  were  trying  to  cut  maternal  and  child  health  care  dol- 
lars, I  think  we  could  be  producing  considerable  harm  to  popu- 
lations that  may  not  be  receiving  the  Medicaid  support.  I  think  this 
problem  has  been  affirmed  by  some  of  the  information  discussed  by 
the  CBO. 

[The  following  information  was  provided  subsequent  to  the  hear- 
ing:] 
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Medicaid  is  a  health  insurance  program  that  pays  for  a  defined  set  of 
medically  necessary  services  for  low- income  women  and  children  who  are 
entitled  to  coverage  if  they  meet  very  specific  eligibility 
requirements.   As  a  payor  rather  than  a  provider  of  services,  Medicaid 
relies  on  the  public  and  private  sectors  to  organize  and  provide  the 
services  for  which  it  reimburses.   In  this  regard,  it  relies  on  State 
Title  V  programs  for  assistance  in  enrolling  eligible  women  and 
children,  developing  procedures  and  practice  standards  that  help 
providers  and  agencies  work  effectively  together  and  with  Medicaid,  and 
organizing  and  providing  services  not  available  or  accessible  in  the 
private  sector. 

In  response  to  Medicaid  expansions  of  the  1980s,  Congress  framed  OBRA- 
89  amendments  to  Title  V  to  make  clear  its  intent  that  we  curtail  the 
use  of  scarce  public  health  dollars  to  pay  for  direct  services  covered 
by  Medicaid  or  private  insurers .   But  the  MCH  Block  Grant  continues  to 
be  called  upon  to  help  States  pay  for  critical  services  needed  by 
uninsured  children  and  pregnant  women  in  areas  where  private  and  other 
public  providers  are  not  available  and  for  necessary  services  that  are 
not  fully  covered  by  Medicaid  or  other  sources.   So  if  we  were  to  cut 
out  maternal  and  child  health  care  dollars,  we  would  be  doing 
considerable  harm  in  denying  needed  services  to  populations  that  may 
not  be  receiving  Medicaid. 

Helping  to  translate  Medicaid  dollars  into  a  system  that  is  accessible 
to  low-income  women  and  children  is  only  a  part  of  the  MCH  Block 
Grant's  mission.   The  MCH  Block  Grant  is  at  its  core  a  public  health 
program  that  reaches  across  economic  lines  to  improve  the  health  of  all 
women  and  children.   Within  broad  State  discretion.  State  Title  V 
programs  use  appropriated,  formula  grant  funds  for  such  population- 
based,  system-wide  functions  as  public  information  and  education, 
technical  assistance  to  communities  and  agencies,  provider  training, 
evaluation,  implementation  of  model  programs,  support  for  newborn 
screening,  lead    poisoning  and  injury  prevention,  and  provision  of 
health  and  safety  standards  in  child  care  settings.   To  assure  that 
health  care  is  available,  accessible  and  affordable.  Title  V  funds  are 
also  used  by  States  to  build  community  capacity  to  deliver  such 
enabling  services  as  care  coordination,  transportation,  home  visiting, 
and  nutrition  counseling. 

The  MCH  Block  Grant  and  Part  H  of  the  Individuals  with  Disabilities 
Education  Act  (IDEA)  work  together  quite  well.   Part  H  provides  for 
medical  services  onlv  for  diagnosis  or  evaluation  of  disabled  infants 
and  toddlers  from  birth  through  age  two,  and  then  only  to  determine  the 
child's  developmental  status  and  need  for  Part  H.   Part  H  is  not 
intended  to  pay  for  medical  care  or  treatment  even  for  the  infants  and 
toddlers  who  meet  State  eligibility  requirements.   Its  purpose  is  to 
facilitate  the  coordination  of  payment  for  early  intervention  services 
from  Federal,  State,  local  and  private  sources  (including  public  and 
private  insurers) ,  not  to  supplant  funds  to  which  the  child  is  entitled 
from  any  other  public  or  private  source.   Part  H  explicitly  prohibits 
States  from  reducing  medical  or  other  assistance  available  to  program 
eligibles  or  to  alter  eligibility  under  Medicaid  or  the  MCH  Block  Grant 
(Title  V  of  the  Social  Security  Act) . 
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In  contrast  to  Part  H,  Title  V  programs  for  children  with  special 
health  care  needs  target  disabled  and  chronically  ill  children  and 
youth  up  through  age  21.   Title  V  also  provides  States  with 
flexibility,  lacking  under  Part  H,  to  pay  for  "gap  filling'  services 
for  eligible  infants  and  toddlers  not  covered  by  third  parties.   The 
OBRA-89  amendments  to  the  MCH  Block  Grant,  which  redirected  Title  V 
funds  for  children  with  special  health  care  needs  away  from  their 
traditional  payment  role  for  clinical  services  and  toward  the  broader 
public  health  purpose  of  promoting  family-centered,  community-based, 
systems  of  care  for  these  children  and  their  families,  helped  spur  the 
development  of  stronger  collaborative  ties  between  State  Title  V  cind 
Part  H  programs.   In  18  States  Title  V  agencies  actually  administer 
Part  H;  in  all  others  they  are  key  collaborators. 

This  Congress  clearly  recognizes  the  importance  of  the  flexibility 
offered  to  States  by  block  grants.   The  successful  Federal-State 
partnership  created  14  years  ago  by  the  MCH  Block  Grant  is  serving  the 
States  and  the  Nation  extremely  well  in  assuring  that  duplication  of 
effort  with  related  programs  does  not  occur.   Drastic  cuts  in  funding 
for  the  MCH  Block  Grant  to  cash-strapped  States  could  seriously  disrupt 
critical  Medicaid  and  Part  H  program  coordination  functions  and  cripple 
administration  of  these  programs  that  are  so  vital  to  vulnerable 
children  and  their  families. 
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Mr.  Porter.  Dr.  Sumaya,  thank  you  very  much. 
Mr.  Bonilla. 

AHEC  PROGRAM 

Mr.  Bonilla  [presiding].  Dr.  Sumaya,  it  is  good  to  see  you.  You 
are  my  alibi  today.  I  wrote  a  letter  to  my  friends  in  Del  Rio  who 
are  in  charge  of  the  Winter  Garden  border  AHEC  Del  Rio.  As  you 
know,  Dr.  Cuellar  does  an  excellent  job,  and  he  invited  me  to  be 
there  to  celebrate  the  first  anniversary  of  the  Winter  Garden 
AHEC  center.  I  pointed  out,  unfortunately,  that  I  couldn't  be  there 
because  I  would  be  talking  to  you  today.  So  you  will  vouch  for  me. 

Dr.  Sumaya.  Certainly. 

Mr.  Bonilla.  I  would  like  to  start  out  expressing  my  apprecia- 
tion for  all  the  work  you  have  done  to  help  with  migrant  health 
care  centers,  community  health  care  centers,  area  health  centers. 

One  of  the  events  I  attended  here  in  Washington  was  just  about 
a  week  ago  when  the  community  health  centers  recognized  the 
work  I  have  done  on  this  committee  to  help  this  cause,  and  people 
were  up  not  just  from  my  district  but  all  across  the  State  to  talk 
about  this.  And  it  is  rewarding  to  see  the  expansion  into  rural 
areas  and  impoverished  areas  where  these  services  are  badly  need- 
ed and  where  we  can  intercept  problems  early. 

You  know  we  can  save  a  lot  of  money,  as  you  and  I  have  dis- 
cussed before,  as  well  as  Dr.  Howe  at  the  University  of  Texas 
Health  Science  Center. 

I  have  a  chart  here  that  I  brought  along  today  that  shows  the 
increase  in  the  number  of  Texas  rural  health  clinics  from  June  of 
1989  to  November  of  1994,  and  it  shows  rural  clinics  going  from 
50  in  1989  to  290  in  1994,  a  large  increase  again  due  to  what  you 
are  helping  to  coordinate  along  the  border. 

And  I  think  it  is  something  that  we  also  need  to  keep  in  mind 
as  programs  that  we  continue  to  support  on  this  committee.  And 
we  continue  to  do  that  and  make  tough  decisions  about  cutting  in 
so  many  different  areas,  but  this  is  certainly  one  that  I  will  con- 
tinue to  fight  for  because  it  has  produced  such  wonderful  results 
out  in  the  communities. 

I  would  like  to  talk  a  little  bit  about  the  idea  of  pooling  or  con- 
solidating programs. 

The  Administration  is  proposing  to  consolidate  50  line  item  pro- 
grams like  nursing,  the  AHECs,  the  health  education  centers,  into 
nine  megaprograms.  Thirty-two  CDC  programs  could  be  folded  into 
three.  The  Substance  Abuse  and  Mental  Health  Services  Adminis- 
tration would  shrink  56  programs  into  four.  Your  budget  justifica- 
tion states  that  clustering  of  grant  programs  will  reduce  the  num- 
ber of  grant  awards  while  still  maintaining  the  same  level  of  serv- 
ices. 

My  question  is,  does  the  reduction  in  the  AHEC  program  from 
$24  million  to  $20  million  and  the  health  education  training  pro- 
grams from  $3.7  million  to  $3.3  million  reflect  a  savings  from  con- 
solidation and  won't  it  result  in  fewer  people  being  served?  And,  if 
not,  then  why  are  you  recommending  a  cut  in  these  two  programs? 

Dr.  Sumaya.  We  believe  that  through  the  consolidation  and  the 
clustering  approach  that  we  will  be  able  to  provide  savings  in  the 
administrative  arena  and  in  the  technical  assistance  arena  to  our 
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grantees  but  not  delve  into  the  programmatic  dollars  that  we  think 
are  extremely  important  to  keep  at  their  critical  level  of  effort. 

Mr.  BONILLA.  So  then,  Doctor,  just  to  reiterate  what  you  are  say- 
ing, it  would  only  hurt  the  administrative  and  not  in  the  delivery 
portion? 

Dr.  SUMAYA.  That  is  our  intent. 

Mr.  BONILLA.  So  you  believe  that  delivery  will  be  fine  under  this 
idea  of  consolidation? 

Dr.  SUMAYA.  We  believe  we  should  be  able  to  cover  the  efforts 
that  we  propose  appropriately  with  the  dollars  that  we  have. 

ENHANCED  AHEC 

Mr.  BONILLA.  Do  you  think  we  should  combine  the  AHEC  and 
HETC  programs  similar  to  what  the  Health  Education  Training 
Centers  Alliance  of  Texas  did  last  year? 

Dr.  SUMAYA.  Through  the  cluster  concept  of  the  enhanced  AHEC 
that  we  propose  we  will  be  able  to  coordinate,  link,  perhaps  merge, 
and  consolidate  programs  that  we  have  within  that  particular  clus- 
ter so  that  they  may  be  more  effective. 

We  are  always  looking  at  ways  that  we  can  complement  the  var- 
ious categorical  programs,  and  ones  that  I  think  stands  a  nice  com- 
parison if  we  look  specifically  at  AHECs  and  HETCs,  Health  Edu- 
cation Training  Centers. 

We  realize  that  the  HETCs  bring  to  the  AHEC  some  parameters 
AHECs  do  not  have,  such  as  an  emphasis  in  public  health,  an  em- 
phasis on  community  health  workers,  an  emphasis  on  the  U.S.- 
Mexico border,  involvement  with  allied  health  programs  which  may 
have  pre-baccalaureate  types  of  certificates,  and  also  emphasis  in 
those  areas  of  the  country  where  they  may  have  a  very  poor  infra- 
structure for  health  program  development. 

So  I  think  there  would  be  some  complementation  just  in  those 
two  programs  alone.  We  want  to  look  at  all  of  those  that  are  within 
the  enhanced  AHEC  cluster  and  see  how  we  can  further  improve 
coordination. 

EFFECTS  OF  CONSOLIDATION 

Mr.  BONILLA.  Back  in  the  1980s  President  Reagan  proposed  con- 
solidating as  we  are  discussing  today,  and  critics  charged  it  was 
just  another  reason  to  cut  programs.  Since  all  States  are  not  equal 
in  their  commitment  to  public  health  programs,  what  assurances 
can  you  give  the  critics  of  this  proposal  that  public  health  won't  de- 
crease? 

Dr.  SuMAYA.  Our  intent  by  the  consolidations  and  clusters  is  to 
make  our  programs  even  stronger,  more  effective  and  more  efficient 
than  they  are  now.  We  think  that  by  the  clustering  and  consolida- 
tion approach  we  can  provide  a  greater  flexibility  in  the  way  we  de- 
velop the  particular  programs.  We  think  we  can  also  provide  sig- 
nificant administrative  simplicity  not  only  at  the  governmental  lev- 
els but  also  at  grantee  levels. 

I  think  it  gives  us  the  opportunity  to  look  at  what  we  are  doing 
with  our  categorical  programs  in  a  more  systemic  way,  how  we  can 
integrate  our  programs  not  solely  at  the  Federal  level  but  how  they 
can  be  integrated  systemically  in  the  field  and  the  communities, 
and  the  States. 
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So  part  of  the  clustering  and  the  consolidation  is  to  work  more 
with  the  States  and  work  more  with  the  communities,  assist  them 
in  capacity  building,  assist  them  in  structure  building,  work  with 
the  State  plans  that  are  present  in  the  various  States.  I  think  it 
is  a  very  positive  move  and  a  very  strong  systemic  move  to  institu- 
tionalize in  an  integrated  fashion  a  number  of  categorical  pro- 
grams. 

RURAL  HEALTH  CUTS 

Mr.  BONILLA.  As  you  know,  rural  concerns  are  something  that  I 
deal  with  all  the  time.  This  subcommittee  passed  a  rescissions  bill 
a  few  days  ago.  It  was  an  approach  to  reduce  the  deficit.  While  I 
did  not  agree  with  all  the  142  items  addressed,  I  think,  overall, 
this  subcommittee  reported  out  a  very  good  bill  and  a  very  coura- 
geous one. 

I  wonder  if  you  prioritized  the  $75  million  in  rural  health  care 
cuts  in  order  of  national  importance.  In  other  words,  if  you  could 
wave  your  magic  wand  and  restore  a  few  rural  programs,  my  ques- 
tion is  which  ones,  in  your  opinion,  are  the  most  important?  I 
would  give  you  a  little  hint.  The  correct  answer  is  not  all  of  them. 

Dr.  SUMAYA.  Okay.  First,  I  would  like  to  make  a  general  com- 
ment and  let  Mr.  Jeff  Human  respond  in  greater  detail. 

I  think  the  rural  health  arena  is  an  extremely  important  arena, 
and  it  is  one  where  we  need  to  make  much  more  headway,  and  the 
headway  is  in  all  programs  across  HRSA  that  deal  with  rural  is- 
sues. 

As  I  look  across  HRSA  I  see  where  we  do  impact  on  the  rural 
arena.  The  health  professionals  training  program  is  one.  The  Ryan 
White  AIDS  activities  tie  into  rural  health  because  of  the  rising 
number  of  AIDS  cases  that  we  have  in  rural  areas.  The  community 
and  migrant  health  centers  we  tie  into  are  serving  rural  and  urban 
underserved  parties  of  the  country.  Maternal  and  Child  Health  ac- 
tivities tie  into  reporting  in  the  rural  health  community. 

And  yet  we  have  a  number  of  problems  and  deficiencies  in  pro- 
viding support  to  rural  health  efforts.  So  although  I  cannot  answer 
all  of  the  above  I  certainly  am  a  proponent  of  trying  to  preserve 
as  much  as  we  can  of  the  support  that  we  have  for  rural  areas. 

For  more  details,  Mr.  Human,  please. 

Mr.  Human.  Within  HRSA,  the  two  programs  that  would  be  hit 
the  hardest  by  the  rescissions  are,  first,  the  State  offices  of  rural 
health  which  would  be  eliminated.  And  most  of  those  State  offices 
are  new  State  offices  that  have  started  within  the  last  few  years, 
and  the  States  have  been  kicking  in  increasing  amounts  of  support 
for  them.  So  the  States  provide  about  three  times  as  much  support 
as  we  do  from  the  Federal  level.  I  think  we  would  have  some  regret 
if  we  lose,  as  a  result  of  the  recissions,  a  number  of  those  States 
because  they  are  new  and  not  well  enough  established  yet. 

In  addition,  we  would  lose  all  of  the  rural  health  outreach  grants. 
The  rural  health  outreach  grants  program  is  a  program  that  was 
set  up  to  try  to  fill  in  the  gaps,  to  try  to  respond  to  the  diversity 
of  rural  communities  and  the  variety  of  their  needs.  So  that  while 
we  have  a  number  of  programs  which  are  designed  to  deliver  a  spe- 
cific set  of  services  such  as  community  and  migrant  health  centers, 
the  outreach  program  is  designed  to  augment  services. 
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In  one  community,  this  may  mean  mental  health  services.  In  an- 
other community,  it  may  mean  rehabilitation  services  for  children. 
In  another  community,  it  may  mean  transportation  services  to  get 
people  to  clinics.  So  this  program  has  been  very  useful  for  provid- 
ing the  additional  services  that  are  simply  not  available  from  the 
current  Federal  programs  that  we  have. 

Mr.  BONILLA.  I  appreciate  you  sticking  to  the  list  of  seven  pro- 
grams that  I  was  trying  to  get  prioritized. 

Thank  you,  Mr.  Human  and  Dr.  Sumaya. 

I  now  yield  to  Mr.  Riggs. 

BUDGET  INCREASE 

Mr.  Riggs.  Thank  you,  Mr.  Chairman. 

I  would  first  like,  as  a  newer  Member  of  the  committee,  to  go 
back  and  look  at  the  big  picture  for  just  a  moment,  if  you  wouldn't 
mind.  Dr.  Sumaya.  In  terms  of  your  overall  $3  billion  budget  re- 
quest for  fiscal  year  1996,  does  that  represent  an  increase?  If  so, 
how  much  of  an  increase  over  your  fiscal  year  1995  appropriations? 

Dr.  Sumaya.  About  $55  million. 

Mr.  Riggs.  About  $55  million.  So  percentage-wise  that  is  a  rel- 
atively modest  increase  in  your  request. 

Dr.  Sumaya.  Yes. 

Mr.  Riggs.  How  does  that  compare  to  what  we  are  doing  as  a 
country  to  address  major  health  concerns  or  health  problems 
today?  Are  we  making  significant  headway?  Are  there  areas — in- 
fant mortality  or  other  national  health  care  concerns — where  we 
can  point  to  and  say  we  really  are  making  some  headway?  Have 
we  turned  the  comer  with  respect  to  this  particular  health  concern 
as  a  country? 

Dr.  Sumaya.  I  would  say  beyond  a  shadow  of  a  doubt  we  are 
making  tremendous  strides  with  the  dollars  that  are  given  to 
HRSA,  and  I  look  at  it  in  various  ways.  We  are  the  safety  net  for 
the  vulnerable  populations,  and  if  we  don't  do  it,  there  are  not 
many  out  there  that  would  do  it. 

The  emerging  problems  in  this  country  dealing  with  the  health 
of  the  vulnerable  populations — the  poor,  the  underserved,  those 
with  special  health  care  needs — are  tremendous  and  keep  rising. 
We  are  many  times  trying  to  keep  up  with  the  unmet  needs  that 
are  there. 

In  addition,  we  look  at  this  not  just  as  a  single  $3  billion  ven- 
ture, but  we  try  to  work  with  matching  funds  from  States.  We  try 
to  work  with  matching  funds  from  institutions,  from  communities, 
with  the  private  sector.  We  deal  significantly  with  foundations, 
from  contracting  not-for-profit  organizations,  and  others  in  the  pri- 
vate sector  to  try  to  leverage  the  dollars.  I  think  we  are  getting  a 
much  bigger  bang  for  the  buck  we  have  allocated  to  us. 

MATCHING  FUNDS 

Mr.  Riggs.  Would  you  be  able  to  provide  the  subcommittee  with 
a  figure  representing  that  match  with  all  sectors,  whether  it  be 
State  government,  charitable  or  private  sector,  so  we  really  can 
know  how  good  an  investment  this  is  for  $3  billion  of  leverage? 

Dr.  Sumaya.  We  would  be  happy  to  do  that  for  the  record. 


561 

Mr.  RiGGS.   Could  you  please?  I  think  that  would  be  helpful, 
again,  to  some  of  the  newer  Members  of  the  committee. 
[The  information  follows:] 
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BPHC: 

The  estimated  FY  1996  grant  funding  for  health  centers  of  $755  million 
is  associated  with  an  additional  estimated  leveraged  funding  level  of 
$1.4  billion  for  a  total  estimated  level  of  $2.2  billion. 

BHPr: 


Under  the  FY  1996  proposed  President's  budget  and  legislative 
reauthorization,  the  Secretary  would  be  authorized  to  require  non- 
Federal  matching  of  Federal  grant  funds  as  appropriate  to  assure 
institutional  commitment  to  projects.   The  specific  dollars  that  might 
be  involved  in  this  effort  are  not  yet  available.   Specifically,  under 
the  Scholarship  for  Disadvantaged  Students  portion  of  the 
Minority/Disadvantaged  Health  Professions  Cluster,  schools  would  be 
required  to  provide  $3  in  non-Federal  matching  for  each  $7  in  Federal 
grants.   Until  this  is  implemented  a  definite  dollar  figure  is  not 
available. 

MCHB: 

The  Maternal  and  Child  Health  (MCH)  Block  grant  investment  of  about 
one-half  billion  dollars  generates  about  one  and  a  half  billion  dollars 
in  health  care  for  mothers  and  children  from  Title  V  Partnership  funds 
(based  on  State  reported  data  for  FY  1991) ,  a  financial  multiplier 
effect  of  three.   This  multiplier  represents  financial  leveraging  and 
does  not  reflect  the  economic  impact  of  the  Title  V  program.   The 
economic  multiplier  effect  would  be  much  greater  as  it  would  reflect 
the  impact  of  preventive  services  in  reducing  future  health  care  costs. 
Title  V  activities  such  as  prenatal  care,  immunization,  and  newborn 
screening  yield  cost: benefit  ratios  ranging  from  1:3.5  for  prenatal 
care  to  1:10  for  immunization.   Although  it  is  difficult  to  determine 
the  corresponding  economic  multiplier  effect  from  these  activities  it 
is  estimated  to  be  somewhere  in  the  range  of  15  to  50. 

Beside  the  federal  portion  of  the  MCH  Block  Grant,  the  partnership 
includes  State,  local  and  private  funds.   The  States  report  matching 
Federal  Title  V  funds  at  over  $800  million,  a  level  that  was  more  than 
double  their  required  match  of  $3  State  to  $4  Federal.   Based  on 
information  provided  by  the  States,  local  and  private  contributions 
totaled  over  $300  million,  or  20  percent  of  the  total  funds  generated. 
While  these  contributions  are  significant,  they  may  understate  the 
actual  local  and  private  expenditures  since  States  have  poor  collection 
systems  for  such  information. 

BHRD: 

State  and  local  funding  commitments  for  HIV/AIDS  care  vary 
substantially  and  may  be  unrelated  to  the  size  of  the  local  AIDS 
problem  or  the  tax  base.   Identifying  State  and  local  appropriations, 
which  may  vary  from  year  to  year,  in  a  consistent  and  comprehensive 
manner  is  extremely  difficult.   Title  II  requires  a  State  match  if  the 
State  AIDS  cases  make  up  one  percent  or  more  of  the  national  AIDS 
total.   In  FY  1995,  22  of  54  Title  II  grantees  are  required  to  meet 
matching  requirements.   The  FY  1995  Title  II  formula  grant  awards  to 
states  will  total  $174,766,500  and  Title  II  matching  in  FY  1995  will  be 
$73,123,040.   The  total  Title  II  formula  grant  awards  to  states  from 
1991-1995  is  $612,491,414  and  the  total  matching  for  the  same  period  is 
$200,624,466.   In  addition.  Title  I  and  Title  II  both  have  maintenance 
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of  effort  clauses  that  require  sustained  local  and  State  funding.   Both 
of  these  mechanisms  promote  leveraging  of  Federal  funds. 

RURAL  HEALTH: 

The  Federal  Office  of  Rural  Health  Policy  anticipates  that 
approximately  $3.8  million  will  be  available  for  State  Offices  of  Rural 
Health  (SORH)  grants,  all  of  which  will  be  used  to  support  the 
continuation  of  50  existing  grantees. 

The  SORH  grant  program  now  requires  a  state  match  of  $3  for  each  $1  of 
Federal  funds,  and  all  of  the  state  match  must  be  in  cash.   The 
matching  funds  provided  to  this  program  amount  to  approximately  $12 

million  dollars. 

For  an  extremely  modest  investment,  this  program  yields  the 
institutional  framework  needed  for  linking  rural  communities  with  a 
wide  range  of  Federal,  state  and  private  sector  resources  all  aimed  at 
improving  access  to  health  care  in  rural  America.   This  capacity  for 
building  infrastructure  will  become  especially  important  as  the 
Administration  and  states  begin  implementing  health  reform.   In 
particular,  this  partnership  gives  us  feedback  so  that  we  can  help 
develop  rationale  and  acceptable  rural  health  policy  and  programs  at 
the  national  level. 
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MEDICALLY  UNDERSERVED  POPULATIONS 

Mr.  RiGGS.  I  want  to  follow  up  on  Mr.  Bonilla's  question  now, 
though,  and  I  am  curious  to  know — and  perhaps  this  should  be  ad- 
dressed to  Mr.  Human,  which  is  a  wonderful  name  for  the  position 
he  holds. 

In  terms  of  where  those  medically  underserved  populations  are 
located  in  America  today,  do  they  tend  to  be  more  in  rural  areas 
as  opposed  to  urban  areas?  Or  have  you  done  any  kind  of  demo- 
graphic breakdown  that  would  help  the  subcommittee  in  making 
some  of  these  priority  budgeting  and  appropriation  decisions  that 
we  have  to  make? 

Mr.  Human.  Yes,  sir.  There  are  2,100  rural  counties.  Fourteen 
hundred  of  them  are  classified  as  health  profession  shortage  areas. 

Mr.  RiGGS.  Could  you  say  that  again? 

Mr.  Human.  Twenty-one  hundred,  approximately,  rural  counties, 
of  which  approximately  1,400  are  health  professional  shortage 
areas.  Which  means,  compared  to  the  standard  of  primary  care 
physicians  we  use  for  urban  areas,  they  are  almost  twice  as  badly 
off  per  capita. 

Mr.  RiGGS.  Which  then  begs  the  question,  does  your  overall  budg- 
et request  reflect  that  critical  need?  For  I  am  assuming  you  are 
talking  about  acute  care  and  primary  care  health  care  professionals 
in  these  medically  underserved  populations. 

Dr.  SUMAYA.  If  I  could  add  to  that,  it  depends  on  the  definitions 
one  is  looking  at.  For  the  health  professional  shortage  areas,  those 
would  almost  by  tendency  be  in  rural  areas  where  we  have  lesser 
numbers  of  health  professionals. 

If  we  look  at  medically  underserved  populations,  those  would 
more  likely  be  in  the  underserved  urban  areas  by  the  sheer  num- 
bers we  have  there.  Within  HRSA,  we  try  to  work  across  these  and 
other  types  of  definitions. 

quantitative  GOALS 

Mr.  RiGGS.  Let  me  ask  you  another  question. 

It  is  raining  very  hard  in  northern  California  right  now,  lots  of 
floods.  I  am  sure  that  is  what  the  beeper  is  about. 

I  am  curious  whether  you  attempt — obviously,  you  have  to 
crunch  numbers,  and  you  have  to  quantify  figures  when  putting  to- 
gether a  budget  proposal  and  a  request  of  this  subcommittee  and 
the  full  Congress.  But  I  am  wondering  do  you  have  quantitative 
goals  in  mind  when  I  talking  about,  for  example,  reducing  infant 
mortality? 

You  talk  about  the  area  of — I  believe  it  is  family  planning,  which 
I  am  sure  is  an  area  that  interests  many  Members  of  this  commit- 
tee, placing  more  emphasis  on  the  prevention  of  teen  pregnancies. 
Do  you  have  general  goals — actually,  quantitative  goals  in  mind 
that  we  could  perhaps  hold  you  to  in  terms  of  measuring  the  effec- 
tiveness of  your  particular  agency  when  we  review  next  year's 
budget  request? 

Dr.  SuMAYA.  I  think  there  are  multiple  ways  that  we  do  the  eval- 
uations and  see  how  eff*ective  these  programs  are. 

First,  family  planning.  Although  it  is  in  our  budget  in  HRSA,  we 
do  not  have  responsibility  for  that  particular  program.  That  is  in 
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the  Office  of  the  Assistant  Secretary  for  Health.  But  we  have  quan- 
titative goals.  We  have  qualitative  goals. 

The  Healthy  Start  program  has  a  quantitative  goal  of  a  50  per- 
cent reduction  in  infant  mortality  over  a  five-year  operational  pe- 
riod of  time.  Across  HRSA,  depending  upon  the  different  programs, 
we  may  have  qualitative  type  of  goals. 

There  is  a  strong  sense  within  the  Department  and  HRSA  of  the 
importance  of  performance  measures  and  the  outcome  that  you 
want  to  have.  The  goals  may  be  quantitative,  but  they  may  be 
qualitative  depending  on  the  type  of  program,  on  how  the  program 
lends  itself  to  that.  We  have  been  working  vigorously  in  that  area. 
We  are  looking  carefully  at  all  of  our  programs  and  seeing  if  we 
have  performance  measures  and  outcomes  attached  to  each  one  of 
these.  With  the  consolidation/cluster  program  process  we  want  to 
enhance  that  further. 

Mr.  RiGGS.  Let  me  ask  you,  if  I  could,  actually  for  that  informa- 
tion. I  am  assuming  that  that  is  something  that  you  could  share, 
that  we  should  be  privy  to  in  terms  of  analyzing  and  debating  your 
budget  proposals.  So  I  would  like  again  to  know  what  your  internal 
goals  are  and  the  performance  measures  and  qualitative  standards 
that  you  apply  for  determining  how  you  are  doing. 

Dr.  SUMAYA.  We  would  be  happy  to  do  so. 

[The  information  follows:] 
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Developing  Quantitative  Goals  and  Performance  Measures 

There  are  a  variety  of  initiatives  underway  within  HRSA  to  develop 
quantitative  goals  and  performance  measures.   One  of  the  primary  areas 
relates  to  meeting  the  requirements  of  the  Government  Performance  and 
Results  (GPRA)  Act.   Under  GPRA,  which  was  passed  in  1993,  agencies  are 
to  develop  measurable  goals  for  each  major  component  of  the  budget. 
This  will  be  followed  by  the  development  of  performcince  indicators  - 
particular  values  or  characteristics  used  to  measure  output  or  outcome 
-  to  identify  the  degree  to  which  the  goals  can  be  achieved. 

We  are  currently  conducting  a  review  of  the  extent  to  which  our 
programs  have  such  goals  and  indicators  in  place.   Some  programs  are 
further  along  than  others.   The  Bureau  of  Health  Professions,  for 
example,  has  proposed  to  participate  in  a  GPRA  pilot  project.   The 
Bureau  has  carried  out  some  initial  work  to  identify  performance 
measures.   The  following  are  examples  of  the  types  of  indicators  they 
are  proposing  to  use: 

•  Stimulating  an  increase  in  the  number  of  primary  care 
physicians  trained:   Expand  number  of  Departments  of  Family 
Medicine  (25  percent  increase  in  the  number  of  such 
Departments  since  1980) 

•  Expanding  the  number  and  percentage  of  practitioners 
practicing  in  underserved  areas  (For  the  past  two  years,  37 
percent  of  the  graduates  of  currently  funded  General 
Internal  Medicine  programs  have  established  practices  in 
medically  underserved  communities) . 

•  Expanding  the  number  of  nurse  practitioners  working  in 
underserved  areas  (Over  30  percent  of  the  graduates  of  BHPr 
funded  nurse  practitioner  and  nurse  midwifery  programs  in 
the  past  20  years  work  in  underserved  areas) . 

A  quantitiative  goal  has  also  been  set  for  the  Healthy  Start  program, 
which  provides  funding  to  15  sites  with  high  rates  of  infant  mortality 
in  an  effort  to  reduce  such  infant  mortality: 

Reduce  infant  mortality  by  50  percent  over  five  years  from 
the  local  baseline  rate 

The  Department  has  also  set  quantitative  objectives  through  the  Healthy 
People  2000  process.   Although  these  are  not  program  specific,  they  do 
provide  a  means  by  which  to  measure  whether  we  are  making  progress  in 
significant  areas  of  health.   Among  examples: 

•  Infant  Mortality:   Reduce  the  infant  mortality  rate  to  no 
more  than  7  per  1,000  live  births  by  the  year  2000  (The 
baseline  in  1987  was  10.1  deaths  per  1,000  live  births). 

•  Prenatal  Care:  Increase  to  at  least  90  percent  the 
proportion  of  all  pregnant  women  who  receive  prenatal  care 
in  the  first  trimester  of  pregnancy  by  the  year  2000  (The 
baseline  in  1987  was  76  percent) . 
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The  proposed  legislative  consolidation  of  activities  into  clusters  will 
provide  an  opportunity  for  focusing  performance  on  an  outcome  level. 
Uniform  performance  measures  which  support  national  priorities  will  be 
developed.   We  intend  to  develop  an  application  process  which  promotes 
grantee  flexibility  while  providing  for  accountability  in  the 
appropriate  stewardship  of  funds . 

BPHC  GOALS 

The  Bureau  of  Primary  Health  Care  has  many  goals  and  objectives  for  its 
various  programs.   Examples  of  such  goals,  and  related  accomplishments 
are: 

o   Increasing  the  number  of  NHSC  providers  serving  in  Health 
Professions  Shortage  Areas:   Current  field  strength  is 
approximately  1,800,  an  expansion  of  68  percent  since  1990 
thereby  providing  service  to  an  additional  1.8  million  persons. 

o   Address  the  growing  unmet  needs  of  underserved  and  uninsured 
■populations  served  by  Bureau  primary  care  programs:   The  FY 
budget  request  would  support  services  to  7.7  million  underserved 
individuals,  an  increase  of  1.5  million  since  1990. 
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HIV-RELATED  ILLNESSES 


Mr.  RiGGS.  Lastly — I  see  Mr.  Istook  has  arrived. 

We  had  some  considerable  discussion  yesterday  about  the  prob- 
lem of  AIDS  and  HIV  disease  in  America  today.  There  was,  I  think, 
some  genuine  disagreement  about  whether  or  not  the  number  of  re- 
ported cases  of  HIV-related  illnesses  has  been  rising  or  perhaps  de- 
clining, depending  upon  whose  statistics  you  were  looking  at.  And 
I  would  like  you  to  respond  to  that  if  you  could. 

I  would  also  like  you  to  tell  me  in  a  little  bit  greater  detail  what 
the  Secretary  referred  to  in  her  comments.  She  talked  about  some 
consolidation  that  is  being  done  in  this  area,  some  streamlining.  I 
think  she  mentioned  a — I  don't  know  if  she  described  it  as  a  block 
grant,  but  she  talked  about  the  consolidation  of  some  20  AIDS-re- 
lated  programs.  I  wonder  if  you  could  follow  up  on  that  and  relate 
it  to  that. 

I  am  not  clear  from  your  testimony — let  me  find  it  here  for  just 
a  moment — whether  this  request  for  $407  million  in  HIV  emer- 
gency relief  grants,  which  you  say  is  a  $50  million  increase — I  was 
wondering  what  the  justification  of  that  particular  increase  is.  You 
state  what  you  would  use  the  funds  for,  but  I  don't  know  that  you 
provide  much  of  a  budget  justification,  again,  for  that  particular  in- 
crease. 

Dr.  SUMAYA.  Well,  first,  I  am  glad  you  asked  the  question  on  HIV 
and  AIDS.  My  background  is  pediatric  infectious  diseases,  and  I 
have  dealt  with  the  education/training  of  AIDS,  research  on  AIDS, 
and  clinical  services  type  of  work  with  AIDS  patients,  primarily 
children. 

I  think,  first,  on  the — and  I  think  I  have  heard  about  the  discus- 
sion on  numbers  of  new  AIDS  cases.  It  is  not  a  simple  answer  be- 
cause there  are  definitions  and  redefinitions  of  AIDS.  Since  the 
early  1980s  to  now,  there  have  been  changes  in  the  numbers  of  re- 
ported cases  of  AIDS,  at  times  related  to  new  or  expanded  defini- 
tions. But  then  the  definitions  and  redefinitions  that  occur  do  im- 
pact on  the  programs  that  we  may  have. 

Another  thing,  in  the  AIDS  and  HIV  arena  is  that  we  are  talking 
about  AIDS  cases.  There  are  another  group,  that  are  HIV  infected, 
who  are  not  counted  and  thus  not  included  in  the  numbers  at  this 
point  in  time.  Yet  they  are  also  involved  in  and  have  an  impact  on 
a  number  of  health  service  delivery  systems,  whether  it  is  govern- 
ment supported  or  not.  I  can  see  why  there  may  be  controversial 
discussions  and  disagreements  on  numbers  because  of  some  of 
these  factors. 

Nonetheless,  again,  the  definitions  do  then  result — for  example, 
with  a  greater  number  of  reported  cases  in  the  cities  that  are  re- 
ported, we  have  to  see  about  how  they  affect,  let's  say.  Title  I  cities, 
and  we  expect  somewhere  from  eight  to  14  new  eligible  cities  that 
we  will  then  have  to  try  to  provide  support  for  these  HIV  and  AIDS 
types  of  activities.  And  for  that  part  of  the  question  you  were  ask- 
ing me,  the  consolidation  part,  I  think  those  programs  were  within 
CDC,  not  HRSA. 

Mr.  RiGGS.  That  is,  in  fact,  the  case.  And  she  made  that  clear, 
now  that  you  mention  it. 
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Again,  I  would  like  to  hear  as  clearly  and  specifically  as  possible 
from  you  the  justification  for  what  I  just  quickly  did,  the  number 
which  appears  to  be  a  $91  million  increase. 

Dr.  SUMAYA.  For  the  total  Ryan  White  Act  activities,  I  mentioned 
the  definitions  of  new  cases  and  that  impact,  in  addition  to  the 
growing  number  of  cases  there  are  in  cities,  would  increase  the 
number  of  Title  I  eligible  cities  by  8  to  14. 

Another  thing  we  have  to  consider  as  we  look  at  the  total  Ryan 
White  funding  request  for  Titles  I  through  IV  is  that  the  patients 
may  not  only  be  increasing  in  numbers,  they  also  are  living  longer 
because  of  improvements  in  clinical  management.  So  there  are  ad- 
ditional burdens  on  the  health  care  delivery  system  because  these 
patients  are  living  longer. 

Likewise,  there  are  a  number  of  new  developments  being  made 
via  NIH  and  other  research  arenas,  new  procedures  and  technology 
and  new  medication.  We  have  to  see  how  that  is  applied  to  the  HIV 
and  AIDS  community.  Here,  again,  that  revolves  back  to  HRSA 
through  our  health  services  activities  to  see  that  these  newer  treat- 
ments in  management  are  reaching  the  HIV/AIDS  population. 

Mr.  RiGGS.  Thank  you. 

Mr.  Porter  [resuming  Chair].  Thank  you,  Mr.  Riggs. 

Mr.  Stokes. 

NATIONAL  HEALTH  SERVICE  CORPS 

Mr.  Stokes.  Thank  you,  Mr.  Chairman. 

Dr.  Sumaya,  in  testimony  that  we  have  had  before  this  sub- 
committee over  the  past  few  weeks,  an  organization  called  the  Her- 
itage Foundation  testified  recommending  the  elimination  of  a  num- 
ber of  programs  and  offices  within  your  Department.  In  particular, 
the  Heritage  Foundation  emphasized  the  elimination  of  the  Na- 
tional Health  Service  Corps. 

My  question  to  you  is  this:  Is  the  Corps  and  its  mission  no  longer 
relevant?  Are  we  at  the  point  now  where  the  Health  Service  Corps 
is  no  longer  needed?  Tell  us  about  the  mission  and  your  opinion. 

Dr.  Sumaya.  Well,  I  think  the  mission  of  the  National  Health 
Service  Corps  is  relevant  now  and  maybe  even  more  relevant  than 
before.  I  think  as  you  alluded  to,  what  the  Heritage  Foundation  re- 
ports or  comments  on  many  times  are  based  on  either  anecdotal  in- 
formation or  information  that  I  would  say  is  outdated  and  mis- 
represents what  is  occurring  with  the — I  shouldn't  say  the  word 
misrepresents,  more  distorts  the  impact  that  the  National  Health 
Service  Corps  has  had  and  we  went  over  that  before  with  Chair- 
man Porter. 

I  think  that  the  access  of  health  professional  services  to  rural 
and  urban  underserved  parts  of  the  country  is  a  major  problem 
that  we  are  tr3dng  to  address  and  it  becomes  even  more  important, 
now,  particularly  in  the  face  of  new  forces.  We  see  that  managed 
care  may  be  drawing  a  number  of  health  professionals,  particularly 
those  in  primary  care,  into  managed  care  settings  away  from  not 
only  rural  areas  but  even  urban  underserved  areas.  So  we  see  even 
a  further  erosion  of  health  professionals  serving  in  these  particular 
vulnerable  types  of  populations. 

So  I  see  where  the  National  Health  Service  Corps,  since  its  revi- 
talization  in  1990,  is  providing  a  great  service.  It  is  improving  its 
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act  tremendously.  It  has  coordinated  its  activities  with  academic 
health  centers,  with  communities,  with  States.  It  has  developed  in- 
ternal programs  on  improving  its  matching  of  participants.  We 
were  looking  intently  at  how  we  can  improve  the  retention  compo- 
nent of  the  NHSC.  The  need  is  out  there  so,  I  see  where  the  NHSC 
is  an  important  program.  I  am  glad  you  asked  that. 

Mr.  Stokes.  Doctor,  is  it  possible  for  you  to  profile  for  us  the  in- 
dividuals who  receive  their  health  care  services  through  the  pro- 
grams that  are  under  the  auspices  of  your  agency.  Can  you  give  us 
a  profile  of  the  type  of  persons  whom  you  serve? 

Dr.  SUMAYA.  It  is  very  broad  and  would  cover  what  can  be  con- 
sidered as  vulnerable  populations.  We  are  the  safety  net  for  a  num- 
ber of  groups  that  would  otherwise  have  difficulties  in  receiving 
care  and  support  and  services.  These  would  be  for  the  most  part 
those  that  are  low  income,  those  that  are  poor,  those  that  are  dis- 
advantaged economically. 

They  also  include  groups  that  may  have  other  types  of  problems, 
special  health  care  needs  in  children,  adults,  special  populations 
such  as  those  that  have  chronic  diseases,  HIV/AIDS  or  who  have 
other  types  of  chronic  diseases  that  then  leads  them  to  need  organ 
transplants.  We  attend  to  the  needs  of  children  and  mothers,  cut- 
ting across  economic  lines. 

So  I  think  the  main  common  feature  is  that  there  is  a  disadvan- 
tage or  a  vulnerability  component  or  a  special  need.  I  think  that 
describes  most  of  the  population  with  which  HRSA  deals.  The  rural 
populations  may  cross  economic  lines,  but  the  rural  areas  also  con- 
tain a  vulnerable  population.  The  urban  underserved  populations 
are  covered  as  well. 

HEALTH  EFFECTS  OF  CUTS  IN  NUTRITION  PROGRAMS 

Mr.  Stokes.  Doctor,  a  proposal  to  cut  food  stamps,  school 
lunches,  and  other  nutrition  programs  is  being  intensified  here  in 
the  Congress.  Whether  the  funding  cuts  are  identified  as  caps,  or 
level  funding,  or  slowing  the  growth,  if  implemented,  what  would 
be  the  health  and  related  implications  of  such  actions  both  in  the 
short-  and  long-term? 

Dr.  SuMAYA.  I  think  we  would  all  be  of  the  consensus  that  nutri- 
tion is  extremely  important  and  correlates  with  adequate  health,  so 
anything  that  adversely  affects  nutrition,  we  watch  very  carefully 
to  see  that  what  is  happening  and  how  can  we  address  issues  that 
turn  up  like  this. 

I  would  like  Audrey  Nora  to  provide  some  additional  comments. 

Mr.  Stokes.  Sure.  Dr.  Nora. 

Dr.  Nora.  Thank  you.  I  think  the  school  lunch  programs  are  ex- 
tremely important  because  hungry  children  just  simply  can't  learn. 
So  that  is  a  very  great  concern.  Also,  the  Women  Infant  and  Chil- 
dren's program  is  perceived  by  the  health  community  as  a  health 
adjunct  program  as  opposed  to  a  food  entitlement  program  because 
the  WIC  program  is  a  referral  source  for  women  to  get  into  early 
prenatal  care  services  and  provides  good  nutrition  for  development 
of  the  baby.  So  I  think  those  are  very  critical  nutrition  food  pro- 
grams. 
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Mr.  Stokes.  Is  it  also  a  fact  that  for  many  of  these  underprivi- 
leged children  the  school  lunch  is  the  only  meal  some  of  these  chil- 
dren get  each  day? 

Dr.  Nora.  That  is  my  understanding  from  colleagues  at  the  De- 
partment of  Agriculture. 

RESCISSIONS 

Mr.  Stokes.  Doctor,  the  recently  reported  rescission  bill  that 
came  out  of  this  committee  includes  approximately  $1.7  billion  in 
cuts  and  program  terminations  within  the  Department  of  Health 
and  Human  Services.  Approximately  $82  million  of  the  rescinded 
funds  would  come  from  your  agency. 

This  rescission  level  includes  a  $10  million  funding  reduction  for 
Healthy  Start,  a  $12.5  million  reduction  in  funding  for  the  National 
Health  Service  Corps,  and  a  number  of  other  program  reductions 
are  included  as  well. 

I  think  it  is  essential  that  we  realize  that  in  the  rescission  proc- 
ess we  are  not  just  cutting  dollars.  In  fact,  in  many  instances,  we 
are  reducing  the  quality  of  life  for  America's  most  vulnerable  citi- 
zens, that  is  children,  elderly,  and  veterans. 

Would  you  just  highlight  for  us  the  people  impact  of  the  rescis- 
sions that  are  intended  for  Healthy  Start  and  National  Health 
Service  Corps? 

Dr.  SUMAYA.  Well,  I  think  by  sajdng  that  I  support  the  budget 
proposal  that  we  have  presented  via  the  Administration  is  the  one 
that  we  are  seeking  and  not  the  one  that  encumbers  the  above  re- 
scissions. We  see  that  there  may  be  a  number  of  effects  that  we 
would  see  as  adverse  effects  that  could  occur  from  this  type  of  ap- 
proach and,  therefore,  proceed  with  telling  our  story  of  the  Admin- 
istration's proposal  and  why  we  think  it  is  justifiable  at  the  level 
that  we  have  asked. 

Mr.  Stokes.  Are  there  any  specific  rescissions  within  your  agen- 
cy's account  which  you  would  put  in  the  category  that  Dr.  Satcher 
referred  to  this  morning  as  a  penny  wise  and  a  pound  foolish? 

Dr.  SuMAYA.  If  I  could  provide  you  some  specifics  related  to  that. 
The  National  Health  Service  Corps.  With  the  rescission,  this  reduc- 
tion to  the  NHSC  would  result  in  over  300,000  fewer  medically  un- 
derserved  persons  receiving  care.  It  could  result  in  2,200  pregnant 
women  not  receiving  primary  care  and  other  comprehensive  serv- 
ices in  neighborhood-based  one-stop  shopping  centers.  Another 
32,000  prenatal  visits  would  be  eliminated.  Four  thousand  preg- 
nant women  would  not  receive  outreach  case  management  or  home 
visiting  services.  And  on  and  on.  And  if  you  would  like,  we  can  pro- 
vide some  additional  information  for  the  record  as  well. 

Mr.  Stokes.  I  would  appreciate  it  if  you  would  expand  upon  that 
in  the  record. 

[The  information  follows:] 

The  rescission  of  the  National  Health  Service  corps  would  eliminate  an  estimated 
125  scholarships  and  loan  repayment  agreements.  These  individuals,  when  in  serv- 
ice, would  be  providing  access  to  medical  care  to  over  300,000  underserved  individ- 
uals in  remote  rural  and  inner  city  areas. 

Mr.  Stokes.  Thank  you.  Doctor. 
Thank  you,  Mr.  Chairman. 
Dr.  SuMAYA.  Thank  you. 
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Mr.  Porter.  Would  you  also  put  in  the  record  what  percentage 
of  your  overall  budget  those  rescissions  amount  to? 
Dr.  SUMAYA.  We  would  be  happy  to. 
[The  information  follows:] 

The  recission  is  less  than  one  percent  of  the  total  HRSA  budget. 

Mr.  Porter.  I  think  it  is  maybe  2  or  3  percent  at  the  very  most. 
Your  total  budget  is  two  point  what? 

Ms.  Pelosi.  Isn't  it  10  percent? 

Mr.  Porter.  Total  budget  is  what,  Dr.  Sumaya? 

Dr.  Sumaya.  It  is  a  little  over  3  billion. 

Mr.  Porter.  Three  billion,  and  this  is  80  million.  So  it  is  less 
than  4  percent.  Three  point  something  percent. 

Dr.  Sumaya.  Mr.  Chairman,  if  I  could  state,  related  to  the  rescis- 
sions, I  would  like  to  thank  the  committee  for  restoring  the  Ryan 
White  funds. 

Mr.  Stokes.  You  have  to  thank  this  lady  to  my  right  here.  She 
was  our  leader  in  that  respect. 

Ms.  Pelosi.  With  all  of  the  people  who  are  present  here  now 
working.  But  thanks  anyway. 

Mr.  Porter.  Even  though  we  know  it  is  very  important  money 
and  I  have  been  a  very  strong  supporter  of  Ryan  White ,^  we  did 
take  out  a  quarter  of  the  increase  between  years.  It  wasn't  draco- 
nian  in  any  sense.  It  wasn't  intended  to  be,  at  least.  And  I  am 
happy  we  could  find  an  offset  outside  our  subcommittee,  I  might 
add,  which  is  the  first  time  in  my  15  years— 14  years  on  the  com- 
mittee that  that  has  ever  happened,  we  ever  had  an  offset  outside 
the  subcommittee  from  committee  that  funding  originally  came 
from.  So  that  was  very  creative,  I  might  say,  to  the  gentlelady  from 
California. 

Ms.  Pelosi.  Thank  you,  Mr.  Chairman. 

Mr.  Porter.  Dr.  Sumaya— I  have  to  ask,  is  it  my  turn  or  is  it 
Ms.  Pelosi's. 

Ms.  Pelosi.  I  believe  we  have  a  vote. 

Mr.  Porter.  We  have  a  vote  but  do  you  have  some  questions. 
You  haven't  had  a  first  round. 

Ms.  Pelosi.  I  haven't  had  a  turn. 

Mr.  Porter.  Then  you  are  up.  Let's  go  vote.  We  will  recess  brief- 
ly for  a  few  minutes  until  Mr.  Bonilla  returns  and  we  can  continue. 

[Recess.] 

rural  health  care  providers 

Mr.  Bonilla  [presiding].  We  are  going  to  go  ahead  and  reconvene 
the  hearing  now.  I  think  when  we  return,  there  are  a  couple  of 
Members  who  have  some  additional  questions.  Dr.  Sumaya. 

I  would  like  to  ask,  if  I  could,  a  question  about  a  recent  study 
by  the  North  Carolina  Rural  Health  Research  Program  that  found 
that  more  than  22  million  Americans  live  in  areas  that  don't  have 
enough  doctors.  While  20  percent  of  the  U.S.  population  lives  in 
rural  areas,  only  9  percent  of  physicians  serve  there. 

In  Texas,  a  recent  study  of  11  border  counties  in  south  Texas  has 
revealed  that  over  40  percent  of  practicing  physicians  are  nearing 
or  have  already  reached  retirement  age.  Between  1991  and  1993, 
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the  number  of  Texas  physician  numbers  decreased  by  19,  11  of 
which  were  located  in  south  Texas. 

What  message  can  I  take  back  to  my  rural  district  that  a  health 
care  provider  is  on  the  way?  You  don't  know  how  many  times  I 
wished  I  could  have  said  that. 

Dr.  SuMAYA.  Well,  we  are  very  interested  in  continuing  to  ad- 
dress those  problems,  and  even  more  so,  with  our  consolidations 
and  clusters  approach  we  continue  to  look  throughout  the  agency 
in  methods  to  assist  in  appropriate  distribution  of  health  profes- 
sionals— an  extremely  important  endeavor. 

With  our  budget  and  our  continuing  efforts  we  will  try  to 
strengthen  academic-community  educational  partnerships  so  that 
we  can  develop  more  clinical  training  sites  in  smaller  communities 
and  in  rural  communities.  These  training  sites  can  remove  that  iso- 
lation that  we  have  in  the  rural  areas  and  bring  in  advanced  tech- 
nology like  telecommunications.  We  are  developing  these  sites  to 
increase  primary  care  training  and  expertise.  However,  we  can  also 
bring  in  the  expertise  of  specialties  to  these  training  sites,  for  ex- 
ample, via  telecommunications  to  rural  areas. 

The  National  Health  Service  Corps  is  again  an  excellent  program 
that  we  are  trying  to  work  with  and  strengthen  to  address  a  num- 
ber of  these  distribution  issues.  And  I  should  say  that  within 
HRSA,  we  have  recently  established  some  eight  priorities;  one  of 
those  priorities  targets  the  distribution  issue  by  enhancing  the 
community-based  training  of  all  of  our  health  professionals. 

And  I  think  that  is  a  major  systemic  look  at  how  we  can  address 
not  only  the  mix  but  also  the  diversity  and  the  distribution  issues 
of  health  professionals. 

Mr.  BoNiLLA.  I  have  seen  over  the  years  some  programs  that 
have  been  featured  in  news  reports  and  publications  where  commu- 
nities pool  together  their  resources  to  send  someone  to  medical 
school  in  a  small  town  with  the  understanding  that  that  physician 
would  come  back  and  serve  that  community  for  a  certain  period  of 
time  and,  in  some  cases,  the  commitment  from  the  returning  physi- 
cian was  not — went  much  beyond  even  the  agreement  that  they 
originally  had  to  stay  for  five  years  or  three  years,  whatever  the 
case  may  be. 

Have  you  seen  programs  like  that  working  consistently  around 
the  country?  Do  you  get  involved  in  that  at  all? 

Dr.  SuMAYA.  Yes.  We  are  intimately  involved  with  that  through 
the  National  Health  Service  Corps.  We  have  a  community  scholar- 
ship program  which  is  that  program  that  you  were  just  identifying 
where  the  community  works  in  partnership  with  either  the  State 
or  the  Federal  Government  in  bringing  in  people  from  the  commu- 
nity who  plan  to  go  back  there. 

Likewise,  I  think  through  our  various  programs  at  HRSA  and 
our  ties  to  the  academic  institutions  and  other  health  professional 
schools,  we  are  very  interested  in  redirecting  or  enhancing  the  ad- 
missions process  so  that  they  draw  in  more  people  from  smaller 
communities  from  rural  communities  because  they  are  the  ones 
more  likely  to  return  to  practice  in  those  particular  areas. 

I  think  Dr.  Gaston  may  have  some  more  comments  on  the  com- 
munity scholarship  program.  Again  I  think  it  is  an  excellent  pro- 
gram. 
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Dr.  Gaston.  Thank  you.  This  is  a  good  partnership  between  the 
Federal  Government,  the  State,  and  the  community.  And  the  rea- 
son it  is  so  important  and  works  is  just  for  the  reasons  you  said. 
The  community  really  comes  together  and  identifies  the  student 
that  lives  in  the  community  or  professional  that  is  already  in  a 
health  care  facility  working. 

For  instance,  it  is  a  nice  way  to  mobilize  and  build  a  career.  You 
might  have  a  nurse  in  a  community  health  center  that  wants  to  be- 
come a  nurse  practitioner  or  a  physician  or  other  health  profes- 
sional. The  community  comes  together  with  their  matching  dollars, 
the  State,  and  we  join  in. 

And  certainly  when  she  or  he  finishes  that  training,  they  go  right 
back  to  the  community.  So  to  this  date,  it  has  been  a  very  success- 
ful program.  One  of  the  major  problems,  as  you  might  imagine,  has 
been  coming  up  with  the  matching  dollars  at  the  local  level. 

Dr.  SUMAYA.  If  I  can  add  to  your  personal  note  on  getting  some 
more  health  professionals  in  the  south  Texas  area,  [within]  At 
HRSA,  we  have  recently  established  Border  Health  as  one  of  our 
other  priorities.  We  are  having  a  relook  at  all  the  various  activities 
that  HRSA  has  on  the  borders  and  seeing  how  appropriate,  effec- 
tive, efficient,  what  are  gaps,  what  are  deficiencies,  how  we  can  im- 
prove, and  what  other  types  of  partners  can  we  have  in  assisting 
in  the  number  of  problems  we  know  exist  along  the  border. 

BONE  MARROW  PROGRAM 

Mr.  BONILLA.  I  have  one  last  question  before  I  yield  to  Ms. 
Pelosi,  and  this  is  a  question  on  behalf  of  Congressman  Bill  Young 
from  Florida,  and  it  is  regarding  the  Bone  Marrow  Registry. 

Your  budget  reflects  a  transfer  of  the  Bone  Marrow  Registry 
from  the  National  Heart,  Lung  and  Blood  Institute  at  a  funding 
level  of  $15  million.  Do  you  plan  to  make  changes  in  the  program 
or  in  the  way  the  contract  is  awarded?  And  another  part  of  the 
question  is,  how  do  you  see  the  Bone  Marrow  Registry  fitting  in 
with  your  overall  agency  mission? 

Dr.  SuMAYA.  Well,  we  welcome  having  the  Bone  Marrow  Trans- 
plant Program  brought  from  the  NIH  to  HRSA.  The  changes  we 
want  to  make,  I  would  say  change  number  one  is,  make  it  an  even 
better  program  than  they  had  at  NIH.  I  think  it  is  a  very  impor- 
tant program.  It  adds  to  the  rest  of  that  particular  area  we  have 
at  HRSA  which  is  the  organ  transplant  unit.  I  think  both  are  ex- 
tremely important  programs. 

I  would  like  Dr.  Bowen  to  make  some  comments  on  that. 

Dr.  Bowen.  Thank  you,  Dr.  Sumaya.  And  Mr.  Bonilla,  I  appre- 
ciate the  question. 

We  don't  anticipate  major  changes  in  the  way  the  program  is  ad- 
ministered in  terms  of  the  relationship  with  the  National  Bone 
Marrow  Donor  Program  and  the  way  the  contract  relates  to  them. 
The  emphasis  that  we  will  be  giving  in  this  program,  which  is  an 
extremely  important  one,  will  continue  to  be  on  minority  recruit- 
ment, utilizing  the  recruitment  groups  working  with  the  National 
Marrow  Donor  Program,  using  the  recruitment  groups  which  they 
have  established. 

We  will  be  examining  the  donor  centers  with  an  eye  towards  im- 
proving the  efficiency  of  their  operations  and  increased  coordina- 
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tion  with  organizations  that  deal  with  oncologists  and  related  bone 
marrow  transplantation.  This  coordination  is  essential  if  we  are  to 
understand  the  science  and  which  types  of  transplants  result  in 
better  outcomes.  We  really  oversee  only  the  ones  dealing  with  unre- 
lated donors  but  we  are  trying  to  understand  better  about  the  dif- 
ferences between  those. 

I  think  it  is  a  very  important  program.  We  are  delighted  to  con- 
tinue the  good  work  that  NIH  has  done  and  want  to  say  that  the 
quality  of  the  program  and  the  management  of  the  operation  and 
the  commitment  of  the  staff  from  the  National  Bone  Marrow  Donor 
Program  is  extremely  high  and  we  are  delighted  to  be  working  with 
them. 

Mr.  BONILLA.  Thank  you  very  much.  I  appreciate  your  being  here 
and  your  answers  today. 

Mr.  Chairman. 

Mr.  Porter  [presiding].  Thank  you,  Mr.  Bonilla. 

Ms.  Pelosi. 

Ms.  Pelosi.  Thank  you  very  much,  Mr.  Chairman. 

RESCISSION 

Dr.  Sumaya,  welcome.  Thank  you  very  much  for  all  the  service 
you  provide  to  our  country.  I  have  a  number  of  questions,  one  or 
two  clarifications,  that  I  wanted  to  seek  from  you  and  perhaps  from 
our  Chairman. 

There  is  much  talk  about  the  rescissions  and  what  percentage 
they  are  of  what.  I  was  interested  in  the  particular  rescission  for 
the  National  Health  Service  Corps.  That  is  why  I  was  saying  10 
percent.  It  was  $12.5  million  from  the  National  Service  Corps.  It 
is  my  understanding  from  an  answer  that  you  gave  previously  to 
Mr.  Stokes  that  that  would  result  in  300,000  medically  under- 
served  people  not  receiving  services? 

Dr.  Sumaya.  Yes. 

Ms.  Pelosi.  That  particular  $12.5  million? 

Dr.  Sumaya.  That  is  right. 

Ms.  Pelosi.  And  that  is  10  percent  of  the  National  Health  Serv- 
ice Corps  budget? 

Dr.  Sumaya.  Yes.  Because  with  that  rescission,  it  would  permit 
the  funding  of  approximately  125  fewer  scholarship  and  loan  repay- 
ment agreements. 

Ms.  Pelosi.  I  think  that  is  where  we  are  having  our  discrepancy, 
Mr.  Chairman,  about  10  percent.  I  was  at  that  point  focusing  on 
the  cut  in  the  National  Health  Service  Corps  and  the  diminution 
of  service  that  would  result  from  that. 

family  planning 

Doctor,  one  of  our  Republican  colleagues  has  indicated  that  he 
plans  to  offer  an  amendment  to  the  Floor  next  week  to  cut  $25  mil- 
lion from  the  Family  Planning  Program.  What  would  be  the  prac- 
tical effect  of  such  a  rescission  and  especially  in  light  of  the  fact 
that  the  Administration  is  requesting  an  increase  of  funding  in  this 
program? 

Dr.  Sumaya.  Well,  Ms.  Pelosi,  with  the  Family  Planning  Pro- 
gram, it  is  included  in  our  budget,  in  HRSA's  budget.  It  is  not 
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under  HRSA.  It  is  managed  through  the  Office  of  the  Assistant 
Secretary. 

Ms.  Pelosi.  Well,  I  should  have  asked  him  that  yesterday.  I  will 
do  it  in  writing. 

RYAN  WHITE  PROGRAM 

I,  of  course,  want  to  commend  you  and  President  Clinton  for  con- 
tinuing the  Administration's  commitment  to  the  Ryan  White  Care 
Program  which,  as  we  all  know,  as  has  been  indicated,  provides 
funding  for  services  for  people  with  AIDS.  You  mentioned  at  the 
beginning  of  your  response  to  one  of  my  colleagues  that  your  spe- 
cialty is  in  working  with  children  with  HIV  and  AIDS.  Last  year, 
the  Labor-HHS  Appropriation  committee  requested  more  attention 
be  given  to  teenagers  and  young  adults  with  HIV/AIDS  in  Ryan 
White  due  to  the  fact  that  adolescents  with  HIV  are  the  most  rap- 
idly growing  segment  of  HIV  infection  in  the  United  States. 

Does  the  Administration  budget  request  contain  provisions  to  en- 
hance youth  centered  comprehensive  HIV/AIDS  care  with  all  types 
of  care? 

Dr.  SUMAYA.  I  would  like  to  respond  initially  to  some  of  your 
comments  and  thank  you  for  assisting  in  actually  directing  our  get- 
ting some  Ryan  White  dollars  back.  And  I  wanted  to  add  to  my  ear- 
lier comments  that  did  not  cover  a  couple  of  very  important  things. 

We  are  not  only  looking  at  increased  numbers  of  patients  with 
the  services  we  need  to  provide,  et  cetera,  but  there  are  some 
things  that  are  important  to  mention  because  they  actually  produce 
cost  savings  as  well  as  a  reduction  in  human  deaths,  morbidity, 
and  burden  of  disease.  With  the  use  of  HRSA  service  dollars  for 
AIDS  and  HIV  infected  patients,  we  are  able  to  prevent  a  lot  of  in- 
patient services. 

We  work  on  the  outpatient  early  in  the  disease  process  so  we  are 
trying  to  decrease  the  number  of  inpatients.  The  higher  cost  activi- 
ties are  reduced  or  averted  if  patients  receive  early  basic  type  of 
care  in  an  outpatient  setting  initially.  In  addition  to  that,  we  try 
to  work  a  lot  in  the  prevention  arena  with  AIDS  and  HIV  patients, 
again,  trying  to — an  area  which  again  leads  to  significant  savings 
in  human  suffering  and  in  addition  to  actual  dollars.  For  the  specif- 
ics on  the  adolescents  and  the  youth,  I  would  like  to  have  Dr. 
Bowen  answer  that,  please. 

Dr.  BowEN.  The  funding  request  would  increase  the  ability  of  all 
the  funded  titles  on  which  there  are  requests  for  increases  in  all 
four  titles  to  address  the  adolescent  population  and  the  service 
needs  that  they  have.  In  this  population,  as  well  as  adults  with  the 
increased  funds,  we  can  address  the  results  of  AZT/GO-76  which 
in  the  NIH  clinical  trial  showed  that  getting  women  in  care  and 
keeping  them  in  care  during  the  prenatal  period,  educating  them 
about  the  reduction  of  perinatal  transmission,  that  is  possible.  And 
offering  them,  in  a  non-coercive  way,  the  opportunity  to  receive 
that  clinical  trial  is  an  important  prevention  intervention  and  this 
is  one  of  the  things  that  the  increased  funding  would  allow. 

It  also  would  allow  expansion  of  Title  IV  which  addresses  com- 
prehensive care  services  for  women,  children,  and  families.  Many 
of  those  programs  focus  on  adolescents  and  it  would  also  allow  the 
Title  I,  II,  and  III  programs  to  focus  more  attention  on  youth  and 
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adolescents  as  well  as  special  projects  of  national  significance.  As 
you  know,  we  have  a  number  of  targeted  programs  for  youth  and 
youth  service  providers. 

Ms.  Pelosi.  I  appreciate  your  answer.  Maybe  you  could  just  con- 
tinue and  say  how  this  request  will  assist  in  reaching  more  women 
with  HIV.  I  am  very  impressed  with  the  NIH  finding  that  AZT 
given  to  pregnant  women  has  the  potential  to  reduce  the  number 
of  children  who  become  infected  with  HIV  perinatally,  but  if  you 
could  just  say  a  little  more  about  the  women's  initiative  in  that  re- 
gard. 

Dr.  BowEN.  I  think  the  way  that  these  funds  can  and  are  impact- 
ing on  the  number  of  women  in  care  is,  one,  it  allows  Title  III-B 
programs  and  other  programs  that  offer  early  intervention  services 
to  increase  the  proportion  of  women  that  know  their  sero  status, 
increase  the  number  of  staff  that  receiving  counseling  and  training 
and  testing  and  to  recommend  to  pregnant  women  and  other 
women  in  clinical  settings  to  know  the  sero  status. 

If  you  don't  know  that  you  are  infected,  you  can't  receive  the  ben- 
efits of  early  intervention  of  AZT/GO-76  intervention.  This  is  one 
area.  And  it  increases  the  number  of  providers  and  number  of  dif- 
ferent service  sites  that  are  accessible  to  women  with  HIV. 

Many  rural  women  and  many  women  in  underserved  urban 
areas  don't  have  an  immediate,  easily  accessible  place  to  go  to.  So 
one  of  the  important  impacts  of  carrying  the  funding  over  the  last 
four  years  is  to  increase  the  number  of  provider  sites  that  serve 
women,  reducing  waiting  time  to  anywhere  from  double,  to  increase 
by  seven-fold  the  number  in  care,  including  substantial  increases 
in  women  in  care. 

And  I  think  these  are  some  of  the  more  outstanding  successes  of 
the  program  and  we  would  use  these  program  increases  to  continue 
to  try  to  do  that. 

Ms.  Pelosi.  Mr.  Chairman,  I  have  a  follow-up  question.  Should 
I  hold  it  for  the  next  round? 

Mr.  Porter.  No. 

HIV  TRANSMISSION  FROM  MOTHER  TO  CHILD 

Ms.  Pelosi.  Thank  you.  What  role  will  HRSA  play  in  the  CDC 
guideline  for  prevention  of  mother-to-child  transmission? 

Dr.  Bowen.  I  think  the  best  way  to  answer  that  is  that  we  con- 
tributed to  the  development  of  the  guidelines  regarding  expanded 
HIV  counseling  and  testing  in  primary  care  settings  in  general. 
And  for  pregnant  women,  the  guidelines  recommend  an  approach 
where  providers  of  women's  care  services  would  make  HIV  counsel- 
ing and  tests  available  and  recommend  to  all  pregnant  women  that 
they  know  their  sero  status. 

HRSA  and  HRSA-funded  programs — its  primary  care  programs, 
its  maternal  and  child  health  programs,  its  HIV  programs,  and  its 
health  professions  programs  would  be  very  important  in  imple- 
menting those  recommendations  and  making  AZT/GO-76  treat- 
ment, regimen,  information,  and  the  actual  protocol  available  to 
people. 

The  recommendations  themselves  are  open  for  public  comment. 
They  may  be  revised  and  we  were  sending  the  draft  recommenda- 
tions from  CDC  to  all  of  HRSA's  funded  grantees  and  asking  them 


578 

to  review  and  provide  comments  to  the  Centers  prior  to  the  final- 
ization  of  those  recommendations. 

Ms.  Pelosi.  I  appreciate  that. 

Mr.  Chairman,  I  was  following  this  line  of  questioning  because, 
obviously,  I  wanted  the  answers  on  the  record.  I  also  wanted  to 
make  the  point  that  one  of  the  reasons  we  were  fighting  so  hard 
for  the  restoration  of  the  cuts  was  not  because  there  wasn't  a  re- 
gard for  how  much  you  have  already  done  on  this  issue — that  you 
viewed  the  cut  as  a  small  percentage  of  the  full  amount — but  that 
in  fact  the  additional  money  was  geared  to  some  of  these  new  ini- 
tiatives. 

And  indeed  the  Title  I  money  was,  by  and  large,  out  but  the  Title 
II,  III,  and  IV,  particularly  III  and  IV,  was  money  that  we  were 
counting  on  to  pursue  some  of  these  initiatives.  So  it  wasn't  a  ques- 
tion of  this  being  a  percentage  of  a  big  number.  It  was  a  big  per- 
centage, 50  percent  of  the  newer  initiatives.  And  that  is,  as  I  say, 
what  the  motivation  was  because  those  programs  geared  toward 
the  women  and  children  and  transmission  from  mother  to  child 
were  so  much  the  thrust  of  that  funding. 

Once  again,  thank  you  very  much,  Mr.  Chairman. 

Thank  you,  Dr.  Sumaya. 

Dr.  Sumaya.  Thank  you.  Could  I  add  to  the  last  statement? 

Mr.  Porter.  Yes,  sure. 

Dr.  Sumaya.  What  I  wanted  to  add  was — and,  again,  thank  you 
for  your  efforts  because  I  think  it  is  very  important  that  we  see 
that  we  have  new  technology  and  new  management,  and  that  fre- 
quently HRSA  is  on  the  front  lines  with  the  people,  with  the  moth- 
ers, with  the  children,  with  the  patients  themselves. 

And  it  is  that  front  line  and  getting  that  message  out  that  there 
is  something  new,  how  can  we  implement  it?  How  do  you  get  access 
to  it?  How  do  you  utilize  it?  That  is  our  mission.  So  I  think  it  is 
appropriate  that  we  see  that  there  is  the  appropriate  funding  for 
that. 

Thank  you. 

HEAL  LOAN  PROGRAM 

Mr.  Porter.  Dr.  Sumaya,  your  budget  documents  indicate  that 
your  1996  request  for  the  HEAL  Loan  Program  is  intended  to  be 
the  first  year  of  a  phase-down.  Since  Stafford  student  loans  limits 
have  now  been  raised,  is  there  less  need  for  the  HEAL  Program? 

Dr.  Sumaya.  First  of  all,  I  will  have  to  make  the  general  com- 
ment and  have  Dr.  Mullan  answer  subsequently. 

On  the  HEAL  Program,  what  we  have  is  that  first  year  phase- 
down  because  this  is  the  last  year  of  the  authorization  and  that 
brings  into  implementation  by  law  a  phase-down.  We  do  not  have 
at  this  point  any  language  on  reauthorization  from  the  Depart- 
ment, although  that  may  be  pursued. 

Dr.  Mullan. 

Dr.  Mullan.  Yes,  indeed,  Mr.  Chairman.  I  apologize.  My  voice 
got  left  behind,  but  I  am  here. 

As  Dr.  Sumaya  correctly  observes,  our  budget  reflects  the  re- 
quired phase-down  because  authorization  for  the  HEAL  program 
expires  next  year,  unless  it  is  reauthorized.  Your  comments  are 
also  correct,  that  is  with  the  increase  in  the  Stafford  Loans  and  the 
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increase  in  the  loan  limit,  students  entering  advanced  training  in 
the  health  professions  have  been  able  to  afford  themselves  this  as- 
sistance to  a  greater  degree  than  in  the  past.  Therefore,  this  last 
year  we  experienced  a  decrease  in  the  total  commitments  and  total 
guarantees  made  under  the  HEAL  Loan  program  due  to  fewer  re- 
quests from  health  professions  students. 

HANSEN'S  DISEASE  CENTER 

Mr.  Porter.  Dr.  Sumaya,  your  agency  operates  the  Gillis  Long 
Hansen's  Disease  Center  in  Carville,  Louisiana.  We  understand 
that  by  law  you  are  required  to  offer  medical  services  to  the  cur- 
rent residents  of  the  Center  at  that  location  as  long  as  they  request 
it.  If  you  were  able  to  change  the  law  to  permit  greater  use  of  re- 
gional and  outpatient  care,  wouldn't  there  be  more  cost-effective 
ways  to  meet  the  Federal  Government's  obligation  to  provide  serv- 
ices for  those  with  Hansen's  disease? 

Dr.  Sumaya.  With  the  current  1996  budget,  we  do  continue  our 
commitment  to  the  patients  that  are  institutionalized  at  Carville 
and  as  well  as  to  the  research  efforts  that  are  in  adjoining  Baton 
Rouge. 

Mr.  Porter.  How  many  patients? 

Dr.  Sumaya.  There  are  approximately  135  patients  in  Carville. 
As  we  look  at  all  our  agencies  through  REGOs  I  and  II,  we  are 
looking  at  how  we  can  improve  that  program,  see  the  appropriate 
Federal  role  for  our  involvement  with  that  program,  et  cetera.  And 
that  is  under  intensive  discussions. 

Mr.  Porter.  It  seems  to  me  that  that  mirrors  a  provision,  if  I 
am  correct.  Aren't  there  other  provisions  in  the  law  similar  to  that 
on  Hansen's  disease  at  other  locations?  In  Molokai,  Hawaii,  it 
seems  to  me  there  is  a  right  of  people  to  be  served  that  is  ongoing. 

Dr.  Sumaya.  That  is  right.  And  there  is  a  national  program  that 
also  assists  a  number  of — there  are  approximately  6,000 — Hansen's 
disease  patients  in  this  country,  so  we  have  the  Carville  focus,  an 
institutional  focus,  as  well  as  a  national  program.  And  of  course  in- 
cluded in  that  is  the  Hawaii  program. 

Mr.  Porter.  So  this  Carville  requirement  is  not  completely 
unique. 

Dr.  Sumaya.  I  am  going  to  let  Dr.  Gaston  answer  that. 

Dr.  Gaston.  One  of  the  things  that  makes  this  so  unique  is  the 
requirement  that  they  be  treated  right  on  that  site,  right  there  at 
Carville.  And  we  have,  in  the  past,  proposed  changes  to  that  re- 
quirement. We  are  looking  at  all  options  including  giving  patients 
stipends,  so  that  they  could  live  independently. 

We  are  in  the  process  of  enhancing  our  outpatient  treatment  cen- 
ters. We  have  10  throughout  the  country  and  we  are  also  looking 
at  how  we  can  integrate  the  care  of  these  patients  into  primary 
care  systems  which  will  definitely  decrease  the  cost  of  their  care, 
and  that  is  exactly  what  we  are  doing  at  this  point  in  time. 

Mr.  Porter.  Am  I  correct,  that  since  this  requirement  was  put 
in  the  law,  the  ability  to  treat  Hansen's  disease  has  improved  dra- 
matically? Isn't  that  true? 

Dr.  Gaston.  The  treatment  definitely  has  improved  and  most  of 
the  patients  are  outpatients.  They  do  not  require  hospitalization,  so 
that  is  why  the  patients  at  Carville 
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Mr.  Porter.  So  it  would  be  reasonable  to  change  the  require- 
ment now  that  it  is  much  easier  to  treat  them  on  an  outpatient 
basis. 

Dr.  Gaston.  Yes.  The  Carville  facility  does  provide  care  for  some 
of  the  sickest  patients  not  only  in  the  country  but  in  the  world. 
They  have  been  there  most  of  their  life.  Currently,  not  only  do  we 
have  improved  treatment  but  earlier  diagnosis.  That  is  the  key. 
The  patients  that  are  at  Carville  were  diagnosed  late  and  were  not 
adequately  treated  and  are  much  sicker. 

Mr.  Porter.  Is  Hawaii  also  under  your  jurisdiction? 

Dr.  Gaston.  Yes. 

Mr.  Porter.  How  many  patients  are  there? 

Dr.  Gaston.  There  are  about  a  similar  number,  around  150. 

[Clerk's  note. — Subsequent  to  the  hearing,  HRSA  indicated 
that  the  total  number  of  patients  is  75.] 

Mr.  Porter.  That  has  been  there,  I  know,  for  a  long,  long  time. 

Your  proposed  special  populations  and  rural  health  clusters  don't 
appear  to  make  any  substantive  changes  in  the  programs  they  con- 
solidate. As  you  know,  the  subcommittee  proposed  rescinding  many 
of  the  smaller  programs  in  these  clusters,  questioning  the  need  for 
specific  categorical  programs  or  the  continuing  Federal  role  in 
these  activities. 

Have  you  done  a  more  fundamental  reexamination  of  these  pro- 
grams to  see  if  they  should  be  funded  at  all? 

Dr.  SUMAYA.  We  have  clustered  the  special  populations  type  of 
programs  at  this  time  because  they  have  a  number  of  common  fea- 
tures with  vulnerable  populations  and  they  are  smaller  programs. 
We  also  realize  that  this  cluster  addresses  a  group  for  which  there 
are  many  times  few  resources,  so  we  see  an  appropriate  Federal 
role  for  these  programs. 

We  are  at  this  point  looking  very  carefully  again  at  the  effective- 
ness of  these  programs,  our  role  in  taking  care  of  these  popu- 
lations, and  seeing  what  other  options  may  be  available  at  this 
time. 

Mr.  Porter.  It  seems  to  me — if  I  can  talk  philosophically  for  a 
moment,  it  seems  to  me  that  it  is  human  nature  and  political  na- 
ture, also,  to  want  to  serve  specialized  constituencies.  And  we  seem 
over  a  period  of  time,  and  it  is  perfectly  understandable,  to  create 
rather  narrowly  focused  programs  that  serve  relatively  small  num- 
bers of  people  who  get  their  own  line  item  in  the  budget. 

When  they  get  the  line  item,  then  they  have  a  director  or  admin- 
istrator that  has  a  personal  interest  in  seeing — as  advocates  to  see 
that  the  program  flourishes  and  gets  increased  funding  and  pretty 
soon,  we  are  finding  ourselves,  like  we  do  over  in  the  Department 
of  Education,  with  240  programs  that  are  very  costly  to  administer, 
take  a  lot  of  person  power  to  handle  at  huge  expense  when  we 
probably  could  handle  many  of  these  problems  under  broader  pro- 
grams with  less  cost  and  just  as  well. 

And  again,  philosophically,  it  may  be  that  every  once  in  a 
while — I  am  not  sure  how  often — we  need  to  simply  consolidate 
programs,  have  them  administered  in  broader  categorical  programs 
with  the  understanding  that  they  will  probably  come  back  over  a 
period  of  time.  It  is  sort  of  the  need  to  prune  to  try  to  keep  it  grow- 
ing, and  I  think  that  is  probably  where  we  are  after  a  long  period 
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of  not  doing — not  really  looking  at  things  in  a  fresh  new  way  and 
seeing  where  we  can  really  make  some  changes  that  make  sense 
and  still  provide  the  kinds  of  services  we  ought  to  be  providing. 

I  raise  that  just  because  I  think  this  is  a  time  when  we  ought 
to  do  that.  We  have  ongoing  budgetary  problems.  Perhaps  this  is 
a  time  to  look  at  ever3rthing. 

HEALTHY  START 

Dr.  Sumaya,  could  you  give  us  an  update  on  the  Healthy  Start 
program?  Is  1996  the  last  year  for  which  you  will  request  funds  for 
the  five-year  demonstration?  Do  you  have  any  preliminary  results 
to  indicate  whether  the  demonstration  cities  will  meet  their  goal  of 
a  50  percent  reduction  in  infant  mortality  rates?  And  have  the 
cities  given  you  concrete  evidence  that  they  will  continue  to  sup- 
port the  Healthy  Start  demonstrations  once  Federal  funding  ends? 

Dr.  Sumaya.  Fiscal  year  1996  is  the  fifth  year  of  the  authoriza- 
tion for  that  particular  program.  We  are  working  intensively  with 
the  various  communities  that  have  been  supported  by  Healthy 
Start  and  seeing  that  the  formidable  effectiveness  of  the  commu- 
nity infrastructure  building  that  this  program  has  helped  develop 
is  kept  in  place,  is  sustained  and  maintained. 

We  realize  that  there  are  many  other  cities  that  have  significant 
infant  mortality  problems  that  we  have  not  reached  and  we  would 
like  to  see  how  that  community  infrastructure  which  we  developed 
through  Healthy  Start  can  also  be  transferred  to  other  sites. 

In  addition,  we  see  where  this  community  linkage  and 
networking  can  be  used  not  only  for  infant  mortality,  but  for  many 
other  items  such  as  infant  morbidity  and  other  health  problems  in 
communities.  We  are  determining  how  we  can  learn  from  this  par- 
ticular program  and  try  to  see  that  it  gets  disseminated  to  other 
parts  of  the  country. 

One  of  the  options  we  have  is  to  look  into  evolving  Healthy  Start 
into  Title  V  because  I  think  the  very  strength  that  it  brings  to  the 
communities  is  so  important  in  alleviating  a  number  of  health  con- 
cerns and  problems  in  the  cities. 

Dr.  Nora,  I  think,  has  some  other  comments  on  this. 

Dr.  Nora.  Yes.  Thank  you. 

We  are  beginning  to  receive  preliminary  information  that  there 
is  a  downward  trend  in  most  of  the  Healthy  Start  projects,  but  we 
don't  have  the  specific  data  at  this  time.  We  have  an  ongoing  eval- 
uation which  will  be  available  in  approximately  two  more  years. 

We  have  been  working  with  the  Healthy  Start  programs  to  dis- 
cuss sustainability.  Our  national  meeting  last  November  had  this 
subject  as  the  theme  and  we  have  been  working  with  the  local 
projects  along  with  their  community,  along  with  their  State  mater- 
nal and  child  health  programs  to  begin  to  focus  in  on  the  transition 
from  Federal  funding  to  sustaining  those  components  of  the  pro- 
gram that  are  successful. 

In  addition,  seventeen  Healthy  Start  sites  are  located  in  des- 
ignated enterprise/empowerment  zones.  We  have  been  encouraging 
them  to  work  with  these  monies  to  try  and  help  some  of  the  recipi- 
ents of  the  Healthy  Start  program  to  obtain  jobs  and  become  a  part 
of  the  working  community  and  thus  sustain  it  in  that  way. 

Mr.  Porter.  Thank  you.  Dr.  Nora. 
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Ms.  Pelosi. 

Ms.  Pelosi.  I  have  no  questions,  Mr.  Chairman,  except  to  thank 
our  witnesses  for  the  testimony  we  received  and  commend  them  for 
the  good  work  that  they  do  for  our  country. 

Thank  you,  Dr.  Sumaya. 

Dr.  Sumaya.  Thank  you. 

Mr.  Porter.  Dr.  Sumaya,  I  will  echo  that.  We  very  much  appre- 
ciate your  good  testimony  and  the  testimony  of  all  of  your  staff 
here  today.  You  were  very  forthcoming  and  we  appreciate  that. 

And  the  subcommittee  will  recess  until  10  a.m.  tomorrow. 

[The  following  questions  were  submitted  to  be  answered  for  the 
record:] 
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RYAN  WHITE  AIDS  PROGRAM 

Mr.  Porter:   The  Ryan  White  AIDS  care  programs  are  up  for 
reauthorization  this  year.   Is  the  Administration  proposing  any 
significant  changes  to  the  statute? 

Dr.  Sumaya:   The  Department  has  developed  a  number  of  recommendations 
to  address  issues  we  have  identified  based  on  our  experience  in 
administering  the  program  and  reviews  by  external  organizations.   Dr. 
Philip  R.  Lee,  Assistant  Secretary  for  Health  outlined  our 
recommendations  before  the  Senate  Committee  on  Labor  and  Human 
Resources  on  February  22,  1995.   Dr.  Lee's  written  testimony  follows: 

The  Department  has  developed  a  number  of  recommendations  to  address 
issues  we  have  identified  based  on  our  experience  in  administering  the 
program  and  reviews  by  external  organizations.  Dr.  Philip  R.  Lee, 
Assistant  Secretary  for  Health,  outlined  our  recommendations  before  the 
Senate  Committee  on  Labor  and  Human  Resources  on  February  22,  1995. 
Dr.  Lee's  written  testimony  follows: 

PREPARED  TESTIMONY  PHILIP  R.  LEE,  M.D. 

DIRECTOR 

U.S.  PUBLIC  HEALTH  SERVICE  ASSISTANT  SECRETARY  FOR  HEALTH. 

DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

BEFORE  THE  SENATE  COMMITTEE  ON  LABOR  AND  HUMAN  RESOURCES 

WEDNESDAY  FEBRUARY  22.  1995 

Madam  Chairman  and  distinguished  Members  of  the  Labor  Committee,  I  am  pleased  to  provide 
testimony  on  behalf  of  the  Department  of  Health  and  Human  Services  in  support  of 
reauthorization  of  the  Ryan  White  Comprehensive  AIDS  Resources  Emergency  (CARE)  Act  of 
1990.  This  program  is  a  vital  component  of  the  Public  Health  Service's  effort  to  combat 
the  continuing  HIV  epidemic,  and  has  been  a  highly  successful  model  of  integrating 
Federal,  State  and  local  efforts  to  meet  pressing  needs  for  accessible  and  appropriate 
care. 

When  the  Ryan  White  CARE  Act  was  passed  by  a  bipartisan  majority  in  Congress  and  signed 
by  President  Bush  five  years  ago,  it  was  the  first  targeted  Federal  response  to  address 
the  urgent  health  care  delivery  needs  resulting  from  the  HIV  epidemic.  In  some  urban 
areas,  the  health  care  crisis  had  reached  emergency  proportions,  far  exceeding  the 
ability  of  local  health  departments,  emergency  rooms,  community-based  providers  and 
hospitals  to  respond  to  the  increasing  need  for  care. 

Today,  because  of  the  Ryan  White  CAPE  Act  program,  these  cities  are  able  to  keep  open 
the  doors  of  community  clinics  which  offer  hope  and  care  to  people  living  with  AIDS,  and 
to  provide  care  at  home  instead  of  in  high  cost  hospitals.  To  people  living  with 
HIV/AIDS,  the  Ryan  White  CARE  Act  program  has  been  a  lifeline  of  care  and  compassion — 
enabling  them  to  live  longer,  more  productive  lives  while  researchers  continue  the 
search  for  a  cure  to  give  them  back  their  futures. 

The  Face  of  the  Epidemic 

In  terms  of  sheer  numbers,  the  HIV  epidemic  remains  one  of  the  top  public  health 
problems  facing  the  nation  today.  AIDS  is  now  the  leading  cause  of  death  among  Americans 
between  the  ages  of  25  to  44  years,  representing  a  tremendous  loss  to  society  of 
productive  individuals  in  their  prime  Over  440,000  cases  of  AIDS  have  been  reported  to 
the  Centers  for  Disease  Control  and  Prevention  (CDC) ,  and  almost  a  quarter  of  a  million 
have  died  of  AIDS  since  the  first  case  was  recognized  13  years  ago.  It  is  estimated  that 
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approximately  one  million  Americans  carry  the  virus,  with  an  estimated  43,000  new  AIDS 
cases  expected  annually  by  the  CDC  in  the  next  few  years . 

Numbers  alone  do  not  tell  the  whole  story-  The  face  of  the  epidemic  continues  to  change, 
increasingly  affecting  women,  children,  adolescents,  minority  groups  and  other 
underserved  populations.   The  spread  of  HIV  among  women  has  increased  dramatically  and 
shows  no  signs  of  abating.   Cases  among  women  are  increasing  by  roughly  17  percent  a 
year,  and  growing  numbers  of  women  are  contracting  HIV  through  heterosexual  contact.  In 
1994.  women  accounted  for  18  percent 

of  the  new  cases  among  adults.  A  1993  survey  in  several  States  found  women  accounted  for 
54  percent  of  newly  identified  HIV  infections  among  youth  aged  13-19.  and  35  percent  of 
reported  HIV  cases  among  people  20-24  years  old.  This  trend  brings  with  it  greater 
numbers  of  children  born  with  HIV  infection,  until  the  benefits  of  the  AIDS  Clinical 
Trials  Group  (ACTG)  076  trial  are  more  widely  available.   The  ACTG  076  trial 
demonstrated  that  perinatal  transmission  of  HIV  could 
be  reduced  in  a  specific  cohort  of  HIV  infected  women  by  two-thirds . 

Minority  populations  have  been  and  continue  to  be  disproportionately  affected  by  the  HIV 
epidemic.  Initially  a  disease  among  gay  white  males,  within  a  few  years  the  proportion 
of  cases  among  African  Americans  and  Latinos  exceeded  their  representation  in  the  U.S. 
population.  In  1993  and  1994,  over  one-half  of  newly  reported  AIDS  cases  were  in 
minority  groups,  although  minorities  account  for  only  one-quarter  of  the  U.S. 
population.  In  1993,  38  percent  of  reported  cases  were  African  American  and  18  percent 
of  Hispcinic  descent. 

Minority  women  have  been  particularly  impacted,  with  three-quarters  of  new  1994  AIDS 
cases  among  women  reported  within  the  African  American  and  Hispanic  communities. 

The  epidemic  has  also  spread  geographically  and  now  confronts  health  and  support  service 
providers  and  families  in  all  parts  of  the  country.  The  rising  rate  of  growth  of  cases 
in  rural  and  small  urban  areas  poses  new  demands  in  communities  confronting  HIV 
infection  for  the  first  time.  Concurrently,  the  epidemic  is  not  shifting  out  of  the 
highly  impacted  urban  epicenters,  as  over  two-thirds  of  new  cases  were  still  reported  in 
high  incidence  cities  between  July  1992  and  June  1994. 

The  changing  face  of  AIDS  also  includes  a  greater  proportion  of  diagnosed  individuals 
who  have  no  health  insurance.  A  1993  study  showed  only  26  percent  of  persons  with  HIV 
disease  had  private  health  insurance;  62  percent  were  covered  by  some  form  of  public 
insurance;  and  12  percent  were  uninsured  (Fleishman  and  Mor) ,  reducing  the  likelihood 
they  will  receive  cost-effective  prophylactic  medications  and  timely  primary  care. 

The  compelling  public  health  reasons  to  address  the  HIV  epidemic  continue  to  be  those 
characteristics  of  a  transmissible,  fatal  disease  which  exacts  a  heavy  price  from 
society  in  loss  of  young,  productive  lives.  Unlike  heart  disease  and  other  chronic 
illnesses,  HIV/AIDS  primarily  affects  young  Americans  and  curtails  their  work 
contributions .  The  growing  number  of  persons  with  HIV  requiting  care  continues  to  place 
a  heavy  burden  on  health  care  delivery  systems,  particularly  on  those  pxiblic  health 
entities  that  are  already  struggling  to  meet  high  volumes  of  uncompensated  care.  By 
diagnosing  and  treating  young  people  with  HIV  disease,  their  productive  years  are 
lengthened  and  their  need  for  publicly  funded  care  reduced.  Through  proactive  planning 
and  providing  a  continuum  of  care  for  persons  with  HIV,  significant  savings  in  both 
economic  and  human  terms  can  be  gained,  and  efforts  to  contain  the  epidemic 
strengthened.  Our  strong  resolve  to  address  this  epidemic  in  a  coordinated, 
comprehensive  manner  now  maximizes  our  investment  for  a  healthy  America  tomorrow. 
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The  Role  of  the  Rvan  White  CARE  Act 

The  Ryan  White  CARE  Act  is  a  carefully  designed  program  targeted  to  address  the  pressing 
need  for  accessible  and  appropriate  care  resulting  from  the  HIV  epidemic  in  cities  and 
towns  across  the  country.  It  is  founded  upon  a  strong  partnership  between  the  Federal 
government  and  States  and  local  communities,  to  maximize  resources  and  efforts  at  every 
level  for  a  coordinated  response  to  the  epidemic . 

The  purposes  of  the  four  Ryan  White  CARE  Act  titles  differ  somewhat  as  they  target 
specific  aspects  of  the  epidemic.  Title  I  is  intended  to  provide  substantial  resources 
to  cities  facing  high  HIV/AIDS  caseloads,  to  sustain  and  develop  systems  of  care  that 
emphasize  a  continuum  of  services  and  reduce  inpatient  burdens.   Title  II  enables  States 
to  improve  the  quality,   availability  and  organization  of  health  and  support  services 
for  individuals  with  HIV  disease  and  their  families  more  broadly  throughout  each  State. 
Title  111(b)  provides  primary  medical  care  and  other  services  through  health  centers  in 
underserved  areas  which  face  an  increasing  demand  for  HIV  care.   Title  IV  combines  the 
goals  of  pediatric  HIV  research  with  family-centered  health  and  support  services  to  meet 
the  unique  needs  of  adolescents,  children  and  their  mothers  for  HIV  care.  Together  the 
titles  function  to  put  in  place  a  strong  national/State  partnership  to  respond  to  the 
effects  of  the  epidemic. 

The  Ryan  White  CARE  Act  supports  the  development  of  systems  of  care  which  are  responsive 
to  local  needs  and  resources.  Health  and  support  services  are  too  often  fragmented, 
overwhelmed  in  high  incidence  areas,  and  nonexistent  in  others  so  that  access  to 
cost-effective  care  is  jeopardized.  Through  a  structure  of  locally  determined  needs 
assessments  and  funding  decisions,  the  Ryan  White  CARE  Act  provides  the  backbone  for 
communities  to  address  gaps  in  services  and  enable  people  with  HIV  to  access  and  stay  in 
care.  The  Ryan  White  CARE  Act  has  also  assisted  States  and  communities  to  plan  ahead  for 
service  delivery  needs  in  areas  where  the  number  of  HIV/AIDS  cases  may  still 
be  low. 

Several  factors  have  substantial  implications  for  the  Ryan  White  CARE  Act  as  a  service 
delivery  program.  Increasing  availability  of  HIV  counseling  and  testing  activities  have 
made  more  people  knowledgeable  of  their  HIV  status,  raising  demand  for  care.  People  with 
HIV  are  also  living  longer  due  to  improved  treatment  strategies  and  the  availability  of 
a  growing  cadre  of  health  professionals  knowledgeable  in  the  care  of  HIV  disease,  which 
were  supported  by  the  Ryan  White 

CARE  Act  and  the  AIDS  Education  and  Training  Center  Program.  This  rising  demand,  along 
with  the  increasing  impact  of  HIV  in  communities  and  populations  with  unique  and 
multiple  needs  for  access  and  care,  significantly  affect  the  background  in  which  the 
Ryan  White  CARE  Act  is  placed. 


Accomplishments  of  the  Rvan  White  CARE  Act 

Increased  Access  to  Care  The  Ryan  White  CARE  Act  has  made  a  broad  range  of  health  care 
and  support  services  available  to  increasing  numbers  of  people  with  HIV/AIDS.  By  a 
conservative  estimate,  over  300,000  people  with  HIV  disease  receive  health  care  and 
support  services  under  the  Ryan  White  CARE  Act.  Many  who  would  have  died  are  now  alive 
and  leading  productive  lives.  An  estimated  75,000  people  with  HIV  disease  are  getting 
medications  that  prolong  and  improve  the  quality  of  their  lives  through  the  Title  II 
option  for  phamaceuticals;  more  than  200,000  are  receiving  health  care  and  support 
services  through  coordinated  consortias  of  care.  Title  111(b)  grantees  provide  primary 
medical  care  and  other  needed  services  to  40,000  people  with  or  at  risk  for  HIV  disease, 
and  Title  IV  serves  11,900  HIV  positive  or  affected  women  and  children.   The  following 
are  examples  of  increased  access  to  services  in  various  community  settings: 
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Houston:  The  number  of  patients  being  served  by  the  Thomas  Street  Clinic  has  grown  from 
765  in  1991  to  more  than  3,500  in  1994. 

Kansas  City:  As  the  result  of  one  year  of  Title  I  funding, the  number  of  people  in  care 
grew  from  250  in  late  1993  to  over  1,100  in  1994,  and  the  total  number  of  physician 
visits  increased  from  346  to  15,246  in  that  same  period. 

chicauo:  The  Chicago  Department  of  Health's  Early  Intervention  Program  has  increased 
five-fold  in  roughly  two  years,  growing  from  60  to  over  527  the  number  of  people 
entering  care  between  1992  and  1994. 

Philadelphia:  The  number  of  people  receiving  comprehensive  care  services  was  doubled  at 
five  Public  Health  District  health  centers  located  in  neighborhoods  with  the  highest 
incidence  of  HIV  and  the  least  number  of  residents  with  health  insurance. 

Ft.  Lauderdala:  The  number  of  children  receiving  care  through  the  Comprehensive 
Pediatric  AIDS  Project  grew  from  70  in  1991  to  an  active  caseload  of  over  400  in  1994, 
for  a  total  of  860  clients  in  three  years . 

Atlanta:  The  number  of  patients  receiving  outpatient  primary  care  through  Grady  Memorial 
Hospital,  the  only  public  hospital  serving  metropolitan  Atlanta,  grew  from  969  adults 
and  166  children  in  1991  to  over  5,000  adults  and  400  children  in  1994. 

Hlssourl:  The  Ryan  White  CARE  Act  funds  enabled  the  State  to  develop  through  its 
consortia  a  network  of  116  primary  care  health  professionals  providing  care  to  people 
living  in  rural  areas.  It  includes  family  practitioners,  internists,  infectious  disease 
specialists,  ophthalmologists,  oncologists  and  psychiatrists . 

Uninsured  patients  are  able  to  receive  timely  medical  care  for  a  lesser  cost  than  if 
they  had  to  travel  long  distances  to  an  urban  center.  In  the  first  year  (1993)  92 
patients  were  served:  in  the  first  6  months  of  1994.  over  100  patients  received  care. 

Pennsylvania:  A  seven  State  funded  consortia  served  4,600  patients  with  HIV  in  1992  and 
5,884  patients  in  1993,  providing  both  primary  medical  care  and  dental  care,  home  health 
care,  substance  abuse  treatment  and  related  support  services. 

Florida:  Before  Title  II  funding  was  available,  the  HIV  clinic  in  Pensacola  operated  one 
day  per  week  and  served  70  patients.  The  clinic  is  now  open  five  days  a  week  and  serves 
over  500  active  patients.  The  Sun  Coast  AIDS  Network  which  previously  provided  care  to 
462  patients  each  quarter  now  serves  of  1000  patients  in  that  time.  Recent  approval  to 
purchase  a  van  for  a  mobile  HIV  clinic  will  make  it  possible  to  deliver  medical  care  to 
HIV/AIDS  patients  living  in  rural  areas  of  northwest  Florida  who  otherwise  would  have 
to  travel  over  two  hours  for  routine  medical  care  and  "-.reatment. 

While  these  examples  highlight  the  success  of  increasing  the  number  of  people  able  to 
access  care,  there  are  still  critical  shortages  in  the  availability  of  services.  More 
primary  care  providers  are  needed  in  both  rural  and  urban  underserved  areas,  and  many 
individuals  are  not  yet  able  to  receive  needed  services  due  to  insufficient  resources.  A 
particular  challenge  that  is  being  addressed  by  Ryan  White  CARE  Act  grantees  is  . 
developing  strategies  and  service  capabilities  to  respond  to  the  changing  demographics 
of  HIV  which  increasingly  affect  minority  populations,  injection  drug  users,  and  poor 
women  and  children.  Many  of  these  individuals  are  uninsured  and  face  substantial 
barriers  to  entering  and  staying  in  a  system  of  care.  In  a  January  1995  report, 
the  General  Accounting  Office  documented  the  effectiveness  of  the  Ryan  White  CARE  Act  in 
reaching  out  to  serve  these  emerging  populations,  while  noting  that  cultural  and  social 
barriers  continue  to  make  this  an  important  focus. 
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Sarvicas  Providad  Thxough  tha  Ryas  VBiita  CARE  Act  The  Ryan  White  CARE  Act  has  made  a 
broad  range  of  health  care  and  support  services  available  to  people  with  HIV/AIDS, 
including  primary  medical  care,  prescription  drugs,  home  health  care  and  hospice  care, 
dental  care,  drug  abuse  treatment,  HIV  prevention  counseling,  case  management,  and 
linkages  with  housing  assistance  and  transportation  to  enable  people  to  access  and 
remain  in  care.  Services  for  members  of  minority  groups  and  other  special  needs 
populations  such  as  women  and  children,  adolescents,  and  the  homeless  are  increasing  and 
becoming  more  appropriate  and  accessible.  Programs  have  also  expanded  services  for 
persons  with  HIV/AIDS  who  are  also  substance  abusers  or  who  have  TB.  Because  of 
differing  local  demographics  of  the  epidemic,  and  varying  gaps  in  local  health  care 
delivery  systems,  the  funding  priorities  and  services  provided  through  the  Ryan  White 
CARE  Act  vary  among  grantees  in  accordance  with  local  planning  council  and  State 
consortia  allocation  decisions. 

Throughout  the  Ryan  White  CARE  Act  programs  there  has  been  an  emphasis  on  developing  a 
continuum  of  care  to  provide  alternatives  to  costly  inpatient  care.  Studies  have  shown 
that  provision  of  adequate  primary  health  care  significantly  delays  or  prevents  the 
onset  of  disabling  opportunistic  infections,  and  as  a  result  reduces  unnecessary 
hospitalizations.  Individuals  with  HIV  enrolled  in  primary  care  are  less  likely  to  use 
emergency  rooms  or  be  hospitalized  for  Pneumocystis  carinii  pneumonia  (PCP) , 
tuberculosis  (TB) .  and  other  bacterial  infections.  This  produces  cost  savings  in  both 
the  public  and  private  sectors.  One  case  of  prolonged  hospitalization  for  multiple-drug 
resistant  TB  can  cost  more  than  $100,000;  for  each  case  in  which  PCP  hospitalization  is 
prevented,  $14,000  is  saved. 

A  key  component  of  the  continuum  of  care  has  been  the  development  of  case  managers  who 
facilitate  timely  access  to  needed  services,  reduce  emergency  room  and  acute  care 
hospital  use,  maximize  efficient  use  of  all  available  benefits,  and  promote  coordination 
of  health  and  social  services  creating  a  'system  of  care"  for  individuals  Under  Title  I, 
the  services  most  frequently  funded  to  achieve  this  continuum  include  primary  medical 
care,  case  management,  mental  health  treatment,  substance  abuse  treatment,  and  housing. 
As  an  example,  Baltimore,  Maryland  increased  the  number  of  agencies  providing  ambulatory 
medical  and  support  services  from  51  to  85  between  1991  and  1993.  Within  Title  II,  in 
addition  to  pharmaceuticals  and  insurance  continuation  programs,  services  funded  most 
frequently  are  primary  medical  care,  home  health  care,  case  management,  mental  health 
services,  and  dental  care.  Under  Title  Ill(b),  critical  services  added  or  expanded 
include  outreach,  HIV  pre-  and  post-test  counseling,  TB  testing,  and  support  services 
such  as  food  assistance  and  linkages  to  housing.  Title  IV  grantees  have  supported 
increased  outreach,  counseling  and  testing  activities,  and  provision  of  AZT  to  mothers 
and  infants  to  reduce  transmission  of  HIV.  Throughout  each  Ryan  White  CARE  Act  Title,  it 
is  clear  that  Federal  resources  are  to  be  used  as  a  last  resort  when  services  are  not 
reimbursable  through  other  Federal,  State  or  local  programs. 

The  Special  Projects  of  National  Significance  (SPNS)  grant  program  has  provided  a  unique 
opportunity  to  develop  innovative  models  of  care  for  specific  populations.  Several  of 
the  projects  have  been  funded  in  low  incidence  areas,  where  traditional  models  of 
service  delivery  are  unavailable  or  do  not  work.  Groups  such  as  rural  populations, 
American  Indians/Alaska  Natives,  adolescents,  and  women  and  children  present  special 
challenges  in  the  delivery  and  range  of  services  needed.  To  date  seventy-four  projects 
have  been  funded.  Many  new  challenges  lie  ahead  such  as  examining  the  effects  of  managed 
care  on  HIV  service  delivery  systems . 


588 


Incraaslna  tha  Provldai:  Base 

A  key  feature  of  building  expanded  service  capacity  has  been  supporting  the  development 
of  a  larger  number  of  providers  willing  and  able  to  serve  persons  with  HIV/AIDS.  Under 
Title  I,  more  than  1700  providers  now  deliver  a  comprehensive  range  of  medical  care  and 
related  services  to  persons  with  HIV  disease  living  in  42  major  metropolitan  areas. 
Under  Title  II,  HIV  care  consortia  have  contracted  with  over  1500  providers  to  ensure 
the  availability  of  care  statewide. 

There  are  more  than  130  providers  of  primary  care  and  prevention  services  funded  under 
Title  Ill(b),  serving  a  high  proportion  of  women  and  minority  people  living  in  newly 
impacted  areas.  Through  Title  IV,  services  for  women  and  children  are  available  through 
199  affiliated  clinical  sites  located  throughout  26  States. 

The  activities  of  the  AIDS  Education  and  Training  Center  (AETC)  Program  have  provided 
critical  support  in  developing  and  sustaining  a  broad-based  network  of  providers  trained 
in  HIV  care.  Through  a  wide  range  of  activities,  including  regional  workshops, 
conferences,  direct  and  telephone  consultation  services  for  physicians  and  other  health 
professionals,  A.ETCs  have  supported  the  goals  of  providing  up-to-date  information  on 
the  treatment  and  care  of  people  with  HIV/AIDS.  These  activities  have  had  a  significant 
effect  in  increasing  services  for  persons  with  HIV,  and  the  Department  recommends  that 
this  program  be  formally  linked  as  an  integral  component  of  the  Ryan  White  CARE  Act. 

Federal,  state,  and  I«cal  FartnershlpB 

A  major  hallmark  of  the  Ryan  White  CARE  Act  has  been  the  successful  partnerships 
developed  between  the  Federal  government  and  State  and  local  HIV  planning  councils  and 
consortia.  In  a  time  of  limited  resources,  the  need  to  effectively  target  and  coordinate 
efforts  to  address  the  HIV  epidemic  is  increasingly  urgent.  Through  the  Ryan  White  CARE 
Act.  Federal  resources  are  provided  to  States  and  localities  to  assess  their  needs  and 
design  effective  strategies  to  meet  them.  Because  the  characteristics  of  HIV  and  its 
impact  differ  widely  from  city  to  city  and  State  to  State,  local  flexibility  has  been 
essential  to  use  resources  most  efficiently.  A  unique  feature  of  the  Ryan  White  CARE  Act 
has  been  the  participation  of  those  groups  most  affected  by  HIV--persons  living  with  HIV 
and  the  providers  who  serve  them--in  the  comprehensive  needs  assessment  and  planning 
processes .  including  setting  local  priorities  and  making  funding  allocation  decisions 
among  them. 

Under  Title  I,  local  planning  councils  have  emphasized  the  vitally  important 
participation  of  people  with  HIV  disease  in  these  local  processes.  Among  the  34  Title  I 
planning  councils  in  Fiscal  Year  (FY)  1994,  the  mean  and  median  percentage  of  council 
members  who  reported  having  HIV/AIDS  was  20  percent.  Representation  from  minority 
communities  is  also  vital  as  these  communities  bear  a  disproportionate  burden  of  new 
AIDS  cases.  In  FY  1994,  the  mean  percentage  of  council  members  who  were  African 
American  was  25  percent;  persons  of  Hispanic  descent  comprised  10  percent  of  planning 
council  membership  (excluding  Puerto  Rico) . 

State  consortia  funded  under  Title  H  have  also  sought  diverse  representation  from  local 
public  health  agencies  and  health  care  providers,  bringing  mental  health  and  substance 
abuse  agencies  together  with  social  service  agencies,  community  based  organizations,  and 
people  with  HIV/AIDS.  The  vast  majority  (92%)  of  consortia  reported  they  had 
participated  in  the  development  of  State  HIV/AIDS  plans,  thereby  ensuring  a  unified  and 
coordinated  approach  to  services  throughout  the  State . 
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Cost-B££ect:ivenesB    o£    Care 

Delivery  of  health  care  services  to  persons  with  HIV  in  the  setting  most  appropriate  to 
their  needs  has  been  a  goal  within  the  Ryan  White  CARE  Act.  By  emphasizing  a  continuum 
of  care  services,  Ryan  White  CARE  Act  grantees  have  been  able  to  report  numerous 
examples  of  cost  savings  made  possible  through  Ryan  White  CARE  Act  funded  activities. 
The  following  are  examples  of  cost-effectiveness  identified  in  local  programs: 

Reno,  Navada:  The  Washoe  County  District  Health  Department's  Early  Intervention  Clinic 
funded  under  Title  Ill(b)  has  a  caseload  of  225  to  275  HIV  positive  clients.  An  analysis 
of  calls  received  on  the  after-hours  call  line  showed  that  nurses  were  able  to  prevent 
90  unnecessary  emergency  room  visits  by  prescribing  medications  or  arranging  for  clinic 
visits  the  following  day.  This  success  rate  so  impressed  two  Reno  hospitals  that  they 
each  provided  $50,000  grants  to  the  clinic  in  1993  to  support  HIV-related  direct  patient 
care. 

Massachusetts:  Massachusetts  measured  the  rate  of  hospitalization,  and  the  niimber  of  at 
home  deaths  versus  in-hospital  deaths  as  an  indicator  of  the  impact  of  Title  II  funds. 
Acknowledging  other  variables,  the  State  found  that  the  average  length  of 
hospitalization  for  people  with  AIDS  decreased  from  11.9  to  9.4  days  pre-  and  post- 
implementation  of  the  Ryan  White  CARE  Act.  During  this  same  period,  the  average  length 
of  stay  for  all  other  diagnoses  increased  from  6.6  to  7.0  days. 

Hospital  discharges  of  persons  with  AIDS  who  had  a  referral  to  a  home  care  agency 
increased  from  8.9%  to  13.7%.  The  percentage  of  people  with  AIDS  who  have  died  at  home 
has  increased  from  10.8%  to  24%. 

Georgia:  A  study  within  the  State  found  that  people  with  AIDS  who  received  case 
management  lived  significantly  longer  between  HIV  diagnosis  and  death,  and  had 
significantly  lower  hospital-based  charges. 

New  York:  A  study  of  New  York  State  Medicaid  recipients  found  that  patients  who  took  AZT 
were  hospitalized  fewer  days  per  month  and  had  reduced  Medicaid  expenditures.  Receipt  of 
AZT  therapy,  in  turn,  was  related  to  having  a  primary  care  provider  or  specialist  care. 
In  another  study  it  was  found  that  the  average  length  of  hospital  stay  in  New  York  State- 
for  HIV/AIDS  patients  declined  from  19.8  to  16.1  days  from  1990  to  1993.  Further, 
clients  who  had  access  to  Ryan  White  CARE  Act  funded  outpatient  services  also  had  better 
survival  rates  than  those  who  did  not;  88  percent  of  HIV/AIDS  patients  (all  stages) 
survived  two  years  with  Ryan  White  CARE  Act  services  versus  55  percent  for  those 
without . 

New  Jersey:  In  1993,  the  pediatric  AIDS  Clinic  at  Children's  Hospital  of  New  Jersey 
supported  under  Title  IV  reported  that  outpatient  care  had  decreased  hospital  admission 
by  33  percent,  and  decreased  mean  duration  of  hospitalization  by  almost  50  percent 
compared  to  data  collected  2-3  years  earlier. 

In  addition,  evidence  from  four  States--Florida,  Hawaii.  Minnesota  and 
Wisconsin--suggests  that  Title  II  health  insurance  continuation  programs  (HICP)  have 
resulted  in  significant  cost  savings.  When  these  States  compared  the  estimated  costs  of 
care  for  all  HICP-eligible  clients  with  the  total  costs  of  their  health  insurance 
continuation  programs,  they  found  savings  of  $1.3  million  over  one  year,  or  $9384  per 
HICP  client  each  year.  The  larger  the  percentage  of  clients  with  late  stage  HIV  disease 
who  would  otherwise  receive  publicly  funded  care,  the  greater  the  cost  advantages. 

Title  II  funded  health  insurance  continuation  programs  also  allow  people  with  HIV  to 
maintain  employment  with  reduced  hours  or  part-time  work  without  loss  of  insurance;  the 
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cost  of  their  health  insurance  premiums  are  at  least  partially  offset  by  the  taxes  they 
pay.  Under  the  HICP  provisions  of  Title  II,  twenty  States  reported  serving  2,828 
clients,  making  premium  payments  for  20,492  client  months  in  1993. 

Dsllvary  of  Cax«  in  Rniral  Settings 

The  Ryan  White  CARE  Act  has  played  an  essential  role  in  increasing  access  to  HIV-related 
care  and  services  in  rural  areas.  In  many  States.  Title  II  is  the  only  source  of  funding 
for  these  services.  Rural  or  statewide  consortia  have  been  vital  in  linking  people  with 
HIV  with  primary  health  care  and  case  management  services,  as  well  as  pharmaceutical  and 
health  insurance  programs.  Forty  one  States  have  developed  consortia,  which  serve 
multi-county  regions  or  an  entire  State. 

The  following  are  exan^les  of  improved  access  to  care  among  rural  residents : 

t)aw  Maxlco:  New  Mexico  has  improved  rural  services  through  a  Statewide  case  management 
system,  implemented  through  home  health  agencies,  and  addition  of  a  mail  service 
delivery  option  in  the  State's  drug  assistance  program,  which  ensures  delivery  of 
medications  within  2  days  of  a  physician's  prescription.  In  the  last  2  years,  New  Mexico 
has  experienced  a  four-fold  increase  in  clients,  and  in  1994  served  more  than  700 
clients. 

Miaaouri:  Missouri  has  developed  a  network  of  116  primary  care  physician  providers  to 
serve  rural  patients.  Patients  who  do  not  have  private  insurance  or  Medicaid  are  able  to 
receive  medical  care,  with  services  provided  closer  to  their  homes.  Through  a  SPNS 
grant,  15  rural  resource  centers  were  established,  each  of  which  has  trained  and 
activated  a  large  corps  of  volunteers.  The  centers  also  operate  telephone  support  groups 
designed  to  overcome  barriers  of  distance  and  poor  health. 

North  Carolina:  North  Carolina  has  emphasized  the  development  and  support  of  HIV  task 
forces  in  local  counties  to  assure  adequate  assessment  of  service  needs  and  the 
provision  of  appropriate  resources.  All  100  counties  now  have  access  to  HIV  care 
services  through  15  regional  consortia.    In  addition,  twenty-four  American  Indian 
tribes  have  benefited  from  Ryan  White  CARE  Act  funding  of  a  nearby,  major  service 
provider,  enabling  clients  with  AIDS  to  remain  at  home  in  rural  or  reservation  settings 
instead  of  traveling  to  urban  centers  for  care. 

Planning  for  the  Future 

When  the  Ryan  White  CARE  Act  was  enacted  five  years  ago,  it  represented  the  first 
serious  targeted  Federal  effort  to  support  local  and  State  care  for  persons  living  with 
HIV.  Over  the  past  four  years,  this  process  has  led  to  the  extraordinary  development  and 
enhancement  of  systems  of  care  to  provide  comprehensive  services  to  persons  living  with 
HIV  disease.  The  Ryan  White  CARE  Act  works.  It  combines  targeting  of  resources,  local 
planning  and  flexibility  in  directing  funds  to  newly  impacted  areas  and  emerging 
populations.  It  has  substcUitially  increased  the  number  of  people  in  care  while  saving 
money.  The  basic  structure  has  been  successful,  requiring  only  limited  changes. 

The  Department's  experience  in  administering  the  program  and  reviews  by  external 
organizations  have  identified  several  issues  that  this  reauthorization  process  will 
provide  the  opportunity  to  address .  These  include  questions  ranging  from  appropriate 
funding  formulas  to  the  need  for  more  program  evaluation  at  the  local  and  national 
level . 

The  Department  has  been  working,  in  collaboration  with  grantees,  national  organizations, 
providers,  and  people  living  with  HIV  disease,  on  these  and  other  program  implementation 
and  improvement  issues.  Progress  has  been  made  and  the  work  continues  to  both  streamline 
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processes  and  administrative  requirements  and  retain  and  strengthen  accountability  for 
service  delivery.   From  deliberations  regarding  reauthorization  of  the  Ryan  White  CARE 
Act  the  Department  has  developed  specific  recommendations  to  address  these  issues  and 
meet  the  challenges  the  Department  foresees  in  the  next  five  years  of  the  epidemic. 
These  issues  and  recommendations  are  summarized  below. 

Program  experience  has  demonstrated  that  service  delivery  in  the  early  years  of  a  Title 
I  grant  is  compromised  by  the  need  to  prepare  or  revise  inadequately  developed  existing 
plans  for  the  coordination  and  delivery  of  HIV  services .  The  creation  of  a  local 
planning  and  decision-making  process,  and  the  coordination  of  resources  with  other  Title 
XXVI  programs,  pose  critical  challenges  for  the  communities  which  are  about  to  become 
eligible  metropolitan  areas  (EMA) . 

First  year  grants  under  Title  I  would  be  utilized  more  effectively  in  realizing  the 
emergency  provisions  of  the  legislation  if  new  EMAs  were  awarded  small,  one-time 
planning  grants  to  complete  the  essential  groundwork  of  the  HIV  Planning  Council.   The 
Department  recommends  making  one-time  planning  grants  available  to  EMAs  expected  to 
qualify  in  the  next  funding  cycle,  to  assist  them  in  complying  with  the  expedited 
funding  allocation  process  required  of  Title  I  grantees. 

Ongoing  challenges  for  all  grantees  include  developing  and  implementing  methodologies  to 
achieve  community-based  comprehensive  needs  assessment  and  planning,  and  to  integrate 
these  activities  within  a  broader  statewide  assessment  of  need.  Technical  assistance  is 
often  sought  by  grantees  to  assist  them  in  these  efforts  and  the  development  of  specific 
service  systems,  such  as  case  management,  primary/specialty  medical  care, 
community-based  home  care,  eind  transportation.  The  Department  recommends  making 
technical  assistance  more  readily  available  to  all  grantees . 

To  maintain  and  build  upon  the  service  delivery  systems  that  have  been  put  in  place  with 
Ryan  White  CARE  Act  funding,  the  Department  recommends  that  localities  funded  through 
Title  I  have  a  maintenance  of  effort  provision  similar  to  that  in  Title  II,  requiting 
continuation  of  HIV-related  care  services  from  one  year  to  the  next.  Maintenance  of 
effort  requirements  are  important  for  ensuring  the  mandate  that  Ryan  White  funds  be  used 
to  supplement,  not  supplant,  existing  local  expenditures  for  HIV-related  care  services. 

Strengthening  local  autonomy  and  decision-making  will  ensure  responsiveness  to  the 
epidemic  from  region  to  region.  To  enhance  local  autonomy  the  Department  recommends 
private  for  profit  entities  to  be  permitted  to  contract  for  the  delivery  of  services, 
when  they  provide  the  only  available  or  highest  quality  of  HIV  care.  For  many  grantees, 
for-profit  entities  are  important  components  in  the  continuum  of  care  for  people  with 
and  at  risk  of  HIV.  The  current  language  that  restricts  contract  funding  to  public  and 
private  non-profit  entities  in  which  we  believe  negatively  affects  the  development  of 
such  care,  and  limits  HIV  care  options  for  these  populations. 

We  also  recommend  that  the  legislation  to  reauthorize  the  Ryan  White  CARE  Act  allow  up 
to  10  percent  of  Title  I  funds  to  be  used  for  inpatient  hospital  costs  under  a  capitated 
care  model.  Capitated  systems  of  care  eire  being  used  more  and  more  by  the  public  and 
private  health  sectors  as  a  cost  effective  way  to  provide  health  care  services.  Because 
the  current  Ryan  White  CARE  Act  legislation  does  not  provide  for  use  of  Title  I  funds 
for  inpatient  care,  grantees  have  not  been  able  to  use  a  capitated  systems  option  for 
persons  with  HIV/ AIDS. 

To  increase  accountability  for  quality  of  care  the  Department  recommends  the 
establishment  of  performance  measures  that  are  mutually  negotiated  between  the  Federal 
government  and  grantees.  Treatment  regimens  for  HIV  disease  have  become  more  firmly 
established  over  time,  yet  they  continue  to  change  as  new  medical  advances  are 
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incorporated  into  practice.  Providers  in  community-based  settings,  especially  those  in 
rural  or  remote  areas  or  those  with  low  HIV  caseloads,  would  benefit  from  a  coordinated 
effort  to  provide  current  information  on  quality  of  care  standards. 

The  Department  recommends  a  provision  for  allowing  the  Secretary  to  establish,  in 
consultation  with  State  grantees,  providers,  and  affected  communities,  recommendations 
for  a  minimum  drug  formulary.  State  drug  formularies  currently  range  from  one  drug  -  AZT 
-  to  all  Food  and  Drug  Administration  approved  drugs  for  HIV  and  opportunistic 
infections,  creating  an  issue  of  inequitable  access  to  HIV  treatment  based  on  residence. 
Establishment  of  a  recommended  minimum  drug  formulary  will  provide  States  with  a 
standard  by  which  they  can  compare  their  treatment  program. 

Finally,  the  Department  is  recommending  that  the  legislation  explicitly  identify 
substance  abuse  treatment  and  programs  as  eligible  uses  of  funds.  Because  the 
legislation  does  not  specifically  identify  substance  abuse  treatment  as  a  fundable 
service,  some  local  jurisdictions  may  believe  they  cannot  use  Ryan  White  CARE  Act  funds 
for  this  purpose.  Legislative  revisions  to  the  Ryan  White  CARE  Act  would  clarify  that 
funds  may  be  used  to  address  the  unmet  substance  abuse  treatment  needs  of  persons  with 
HIV  disease,  as  it  directly  affects  the  ability  to  retain  such  persons  in  HIV  treatment. 

Several  proposals  are  being  recommended  by  the  Department  to  strengthen  the 
participation  of  all  relevant  stakeholders  in  local  planning  and  priority  setting 
processes.  For  Title  I  of  the  legislation,  the  Department  is  requesting  that  a  required 
minimum  of  25  percent  of  the  Planning  Council  membership  be  composed  of  persons  with 
HIV/AIDS,  and  that  such  membership  be  reflective  of  the  demographics  of  the  HIV  epidemic 
in  the  EMA.  Further,  the  Department  recommends  that  the  required  membership  of  the 
Planning  Councils  be  revised  to  enhance  representation. 

The  Department  is  also  recommending  proposals  to  streamline  the  Ryan  White  CARE  Act  by 
increasing  coordinated  planning  among  all  Federal  HIV-related  programs.  In  addition  to 
expanded  representation  on  Title  I  Planning  Councils,  increased  coordination  for 
planning  is  being  proposed  through  the  establishment  of  a  State-level  assessment  of  HIV- 
related  needs  and  resources.  A  more  comprehensive  array  of  entities  and  other  grantees 
funded  under  the  Ryan  White  CARE  Act  within  the  State  would  be  included  in  the 
development  of  a  State-level  assessment  of  need.  The  requested  requirement  for  a 
State-level  assessment  of  HIV  related  needs  and  resources  would  ensure  that  the  needs  of 
people  with  HIV  are  identified  and  addressed  in  a  more  comprehensive  and  consistent 
manner,  and  that  scarce  resources  are  used  more  efficiently  and  are  not  duplicated  in 
providing  services  to  people  living  with  HIV  disease. 

Finally,  the  Department  also  recommends  changing  the  formalized  date  a  metropolitan  area 
may  become  eligible  for  Title  I  assistance.  Under  current  law,  a  metropolitan  area 
qualifies  for  Title  I  assistance  if  it  has  more  than  2.000  cumulative  cases  of  AIDS  or  a 
.0025  per  capita  incidence  of  cumulative  cases  reported  to  the  CDC  as  of  March  31  st  of 
the  most  recent  fiscal  year.  This  provision  makes  it  very  difficult  for  the  Department 
to  accurately  project  how  many  cities  may  qualify  for  Title  I  funds  in  the  coming  fiscal 
year  when  preparing  the  President's  budget. 

The  Department  recommends  moving  this  qualifying  date  up  by  three  months  to  December 
31st  of  the  preceding  year.  In  other  words,  FY  1996  eligibility  would  be  based  on  CDC 
AIDS  surveillance  data  reported  on  December  31,  1994.  This  would  allow  the  Department  to 
more  precisely  project  the  number  of  new  metropolitan  areas  that  will  qualify  for  Title 
I  assistance  in  the  fiscal  year.   The  Department  also  recommends  increasing  the  minimum 
formula  award  to  States  under  Title  II  from  $100,000  to  $250,000.  The  requested  $250,000 
minimum  allotment  would  provide  the  support  necessary  for  States  with  low  numbers  of 
reported  AIDS  cases  to  develop  a  better  coordinated  and  more  effective  statewide  program 
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of  services  for  individuals  with  HIV  disease,  and  carry  out  the  Statewide  assessment  of 
need  described  above . 

An  example  is  the  State  of  Missouri.  Ryan  White  CARE  Act  Title  II  funds  have  enabled  the 
State  through  its  consortia  to  develop  a  network  of  116  primary  care  physicians  to 
provide  care  to  patients  living  in  rural  areas.  It  includes  family  practitioners, 
internists,  infectious  disease  specialists,  ophthalmologists,  psychiatrists  and 
oncologist.  In  first  year,  92  patients  were  served  while  in  the  first  six  months  of 
1994,  over  110  received  care.  This  effort  was  coordinated  by  the  State  health  officer 
who  also  coordinates  sexually  transmitted  diseases,  and  tuberculosis.  With  an  increase 
in  the  minimum  award  the  State  would  be  able  to  dedicate  a  larger  portion  of  the 
officers  time  to  HIV  service  development. 

The  Department  also  recommends  a  single  application  and  single  award  for  Title  I  to 
streamline  the  formula  and  application  process.  By  combining  applications  for  the 
formula  and  supplemental  awards,  grantees  would  be  able  to  redirect  time  and  effort  now 
spent  on  the  application  process  to  improving  the  delivery  of  services  to  individuals 
with  HIV  disease  quickly  and  efficiently. 

The  Department  also  seeks  giving  the  Secretary  the  authority  to  use  unexpended  formula 
funds  for  Titles  I  and  II  after  the  end  of  a  fiscal  year  to  offset  a  future  grant  award 
to  the  grantee.  This  responds  to  the  urgent  need  to  make  funds  available  to  the  areas  of 
greatest  need  where  they  can  be  quickly  utilized  for  the  delivery  of  services. 

The  Department  is  also  recommending  the  option  of  a  waiver  from  the  requirement  that 
States  use  15  percent  of  its  award  to  provide  health  and  support  services  to  infants, 
children,  adolescents,  and  women.  Under  this  proposal,  the  Secretary  would  be  given 
authority  to  grant  waivers  for  this  requirement  to  States  with  low  incidences  of  HIV  in 
these  populations.  The  States,  however,  must  demonstrate  that  there  is  an  existing 
system  of  care  to  meet  the  needs  of  these  populations . 

The  Department  recommends  a  statutory  limitation  to  clarify  that  eligible  cities  for 
Title  I  funds  must  be  metropolitan  areas  of  at  least  500,000  with  at  least  2,000 
cumulative  cases  of  AIDS  reported  to  CDC.  The  0.0025  cumulative  rate  factor  for  Title  I 
eligibility  increasingly  confers  eligibility  for  funding  on  small  and  medium-sized 
communities  with  relatively  small  numbers  of  AIDS  cases.  Funding  these  communities 
diverts  funds  from  major  urbcin  areas  that  are  experiencing  an  emergency  in 
health/ support  services  delivery  for  people  living  with  HIV. 

The  Department  recommends  that  two  new  Ryan  White  CARE  Act  titles  be  established  that 
would  authorize  the  Special  Projects  of  National  Significance  (SPNS)  and  AIDS  Education 
and  Training  Center  Program  (AETC)  programs  as  separate  grant  programs.  The  SPNS  program 
represents  a  critically  important  vehicle  for  identifying,  evaluating,  and  disseminating 
innovative  models  for  providing  care  more  effectively  to  people  living  with  HIV.  Funding 
the  program  as  a  set  aside  of  the  total  Ryan  White  CARE-  Act  appropriation  would 
recognize  SPNS'  contribution  to  Ryan  White  CARE  Act  programs  as  a  whole.  It  would  remove 
the  entire  financial  obligation  for  the  SPNS  program  from  Title  II  and  share 
responsibility  for  support  proportionately  across  all  the  Ryan  White  CARE  Act  programs. 

The  reauthorization  of  the  AETC  program  is  necessary  due  to  the  continuing  spread  of  the 
HIV  epidemic,  which  has  resulted  in  increased  training  needs  for  health  care  providers 
in  government -funded  settings  and  in  the  private  sector.  We  believe  the  AETC  program 
should  be  moved  to  Title  XXVI  because  the  location  of  the  current  authority  in  Title  VII 
does  not  reflect  appropriately  the  linkage  between  the  AETC  program  and  the  Ryan  White 
programs  under  Title  XXVI.  Moving  the  AETC  program  to  the  Ryan  White  CARE  Act  would 
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maximize  the  linkage  of  training  to  the  Ryan  White  service  programs,  and  would  serve  to 
increase  coordination  and  collaboration  among  the  programs . 

Considerable  discussion  has  occurred  regarding  whether,  and  how,  funding  formulas  under 
Title  I  and  Title  II  should  be  modified.  The  Department  does  not  have  a  specific 
position  or  recommendation  on  this  issue.  However,  as  the  Committee  considers  what  if 
any  changes  should  be  made  to  the  formulas  for  allocating  Ryan  White  CARE  Act  funds,  the 
Department  would  urge  that  deliberations  be  guided  by  the  following  principles. 

First,  ensure  that  substantial  targeted  resources  are  available  to  those  communities 
whose  public  health  infrastructure  is  most  heavily  affected  by  providing  services  to 
people  living  with  HIV  disease. 

Secondly,  that  any  alteration  in  funding  distribution  take  care  to  ensure  that  those 
service  delivery  systems  put  in  place  with  Ryan  White  CARE  Act  funds  over  the  last  four 
years  not  face  catastrophic  disruption.  Diminishing  the  capacity  of  existing  service 
delivery  systems  which  are  providing  essential  care  is  not  in  best  interest  of  an 
effective  response  to  the  HIV  epidemic.   The  Department  recommends  that  the  legislation 
include  a  provision  allowing  the  Secretary  to  utilize  supplemental  funds  from  Title  I  to 
ensure  that  no  EMA  will  receive  less  formula  funds  in  FY  1996  than  they  received  in  FY 
1995. 

In  subsequent  years,  the  Secretary  would  be  given  discretion  to  use  supplemental  funds 
to  ensure  that  formula  awards  for  adversely  impacted  communities  would  remain  at  no  less 
than  90  percent  of  their  previous  year  award. 

Conclusion 

I  commend  the  Members  of  this  Committee  for  the  leadership  and  foresight  you  have 
provided  in  creating  the  Ryan  White  CARE  Act  in  response  to  the  devastating  HIV 
epidemic.  The  Ryan  White  CARE  Act  works--a  strong  and  healthy  partnership  between  the 
Federal  government.  States  and  local  communities.  And  the  Ryan  White  CARE  Act  must 
continue,  as  the  HIV  epidemic  has  not  abated.  The  epidemic  is  now  expanding  to  affect 
new  areas  of  the  country  as  well  as  continuing  to  batter  the  health  delivery  systems  of 
urban  epicenters.  From  the  public  health  perspective,  until  there  is  a  cure  for  AIDS  our 
best  defense  is  to  offer  and  sustain  people  living  with  HIV  in  a  coordinated  system  of 
care. 

The  Ryan  White  CARE  Act  emphasizes  the  appropriate  relationship  between  the  Federal. 
State,  and  local  governments  and  links  local  autonomy  with  retention  of  accountability. 
The  HIV  epidemic  is  a  national  public  health  priority,  but  strategies  to  support  the 
delivery  of  health  and  support  services  are  best  designed  locally. 

The  Department  of  Health  and  Human  Services  strongly  supports  reauthorization  of  the 
Ryan  White  Comprehensive  AIDS  Resources  Emergency  Act.  We  look  forward  to  working  with 
you  to  strengthen  the  Ryan  White  CARE  Act  while  retaining  its  capacity  to  be  responsive 
to  the  evolving  nature  of  this  epidemic. 

RYAN  WHITE  AIDS  PROGRAM 

Mr.  Porter:   How  do  you  propose  to  deal  with  the  formula  for  Title  One, 
which  makes  it  very  difficult  to  maintain  funding  for  current  grantees 
as  new  cities  become  eligible? 

Dr.  Sumaya:   The  appropriation  language  proposed  in  our  FY  1996  recjuest 
would  provide  a  mechanism  to  assure  that  current  grantees  (i.e.  FY  1995 
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eligible  metropolitan  areas)  are  "held  harmless."   The  FY  1996  request 
would  provide  increased  formula  amounts  to  some,  but  not  all,  of  the 
areas  funded  in  FY  1995.   (Formula  amounts  are  determined,  in  part,  by 
the  distribution  of  reported  cases  of  AIDS) .   Under  existing  statute, 
there  is  no  authority  to  increase  the  amount  available  for  formula 
grants  to  more  than  50  percent  of  the  Title  I  appropriation.   For  this 
reason,  the  proposed  appropriation  language  would  allow  use  of  funds 
that  would  otherwise  be  available  for  supplemental  grants  to  assure,  if 
necessary,  that  areas  funded  in  FY  1995  receive  no  less  than  their  FY 
1995  formula  grant  in  FY  1996.   The  amount  available  for  supplemental 
grants  would  be  reduced  accordingly. 

In  prior  fiscal  years  our  "hold  harmless"  projections  estimated  the 
amount  it  would  take  (for  formula  grants)  to  assure  that  areas 
previously  funded  (i.e.  FY  1995  grantees)  did  not  receive  less  in  the 
succeeding  fiscal  year  (i.e.  FY  1996)  while  estimating  funding  for 
newly  eligible  areas. 

Mr.  Porter:   How  many  more  cities  do  you  expect  to  become  eligible  for 
Title  One  funding  in  the  next  five  years? 

Dr.  Sumaya:   Many  issues  and  assumptions  would  be  required  to  develop  a 
reliable  projection  for  the  next  five  years.   For  example:  (1)  the 
reauthorization  process  could  change  the  criteria  used  to  establish 
eligibility;  (2)  medical  research  and  other  advances  in  medical  science 
could  impact  the  course  of  the  epidemic;   and  (3)  demographics  or 
geography  of  the  HIV  epidemic  both  locally  and  nationally  could  result 
in  more  (or  less)  cases  in  potentially  eligible  cities.   Under  current 
law,  we  are  projecting  10-14  new  areas  in  FY  1996. 

HEALTH  PROFESSIONS 

Mr.  Porter:   You  have  proposed  consolidating  the  health  professions 
programs  into  several  clusters.   Do  you  feel  your  proposed  structure 
answers  some  of  the  questions  raised  by  the  General  Accounting  Office 
last  fall  as  to  whether  these  programs  actually  increase  the  number  of 
primary  care  providers  and  their  geographic  distribution? 

Dr.  Sumaya:  We  believe  that  the  proposed  consolidation  of  Title  VII 
and  Title  VIII  programs  is  directly  responsive  to  the  core  questions 
raised  in  the  General  Accounting  Office  (GAO)  report. 

The  GAO  report  recognized  that  there  have  over  the  past  decade  been 
substantial  increases  in:  the  supply  of  primary  care  physicians;  the 
supply  of  most  all  of  the  allied  health  professions; 
minority/disadvantaged  representation;  and  primary  care  practice  in 
many  rural  and  urban  areas,  although  not  in  those  rural  and  urban  areas 
where  the  greatest  shortages  exist.   The  GAO  found  that  the  type  and 
scope  of  reporting  data  available  made  it  difficult  to  measure  the 
direct  impact  of  certain  Title  VII  and  Title  VIII  programs  on  these 
national  goals.   As  a  result,  according  to  GAO,  "Evaluations  have  not 
shown  that  those  programs  had  a  significant  effect  on  those  changes 
that  have  occured  in  the  supply,  distribution  and  minority 
representation  of  health  professions."   The  GAO  also  noted  that  the 
"effectiveness  of  Title  VII  and  Title  VIII  programs  will  remain 
difficult  to  measure  as  long  as  they  are  authorized  to  support  a  broad 
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range  of  health  care  objectives  without  common  outcome  measures,  goals, 
and  reporting  requirements". 

The  GAO  study  made  several  recommendations  for  action.   Specifically, 
the  GAO  report  recommended  that  Congress: 

•   rethink  the  role  of  Title  VII  and  VIII  programs  in  improving  the 
supply,  distribution,  and  minority  representation  of  health 
professions. 

consider  the  role  of  the  National  Health  Service  Corps  (NHSC)  in 
redefining  the  objectives  of  the  programs. 

establish  specific  national  goals  for  Title  VII  and  VIII 
programs . 

establish  restrictions  limiting  the  use  of  funds  to  activities 
whose  results  can  be  measured  and  reported  against  these  goals. 

establish  criteria  for  allocating  funding  among  professions  based 
on  relative  need  in  meeting  national  goals. 

The  Administration's  FY  1996  legislative  proposal  accelerates  the 
changes  already  underway  in  HRSA.   The  proposal  will  consolidate 
existing  Title  VII  and  Title  VIII  programs  into  five  high  priority, 
program  clusters.   Through  this  clustering  proposal: 

Federal  support  will  be  targeted  to  interventions  shown  to  have 
the  greatest  promise  for  achieving  the  national  goals  of 
improving  the  supply,  distribution,  and  minority  representation 
of  the  health  professions  workforce; 

National  performance  outcome  measures  will  be  an  integral  part  of 
each  cluster  proposal;  and 

The  NHSC's  scholarship  and  loan  repayment  programs  will  be 
included  in  the  consolidation  to  assure  an  integrated  strategy  of 
short  and  long-term  interventions  to  address  the  needs  of  the 
underserved. 

Pursuant  to  the  GAO  report  and  similar  recommendations  from  the  Vice 
President's  National  Performance  Review,  HRSA  undertook  changes  to 
address  these  concerns.   Over  the  last  two  years,  HRSA  has  implemented 
a  system  of  management  changes  designed  to  address  the  improvement  in 
program  accountability  and  the  reduction  of  administrative  burdens. 
During  this  time,  HRSA  has  undertaken  a  series  of  initiatives  to 
identify  and  collect  program  outcome  data,  develop  consistent 
performance  measures,  and  simplify  program  administration. 

Additionally,  steps  will  be  taken  to  streamline  program  management  to 
ensure  optimal  administrative  efficiency,  with  added  flexibility  in 
applications,  fewer  reporting  requirements,  and  tightened  fiscal 
management  procedures . 

The  Administration's  proposal  directly  targets  those  areas  highlighted 
in  the  GAO  report  on  Title  VII  and  Title  VIII  programs.   Additionally, 
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this  proposal  is  responsive  to  the  recommendations  of  the  Vice- 
President's  National  Performance  Review  which  also  addressed  the 
restructuring  of  these  programs. 

Mr.  Porter:   What  is  your  strategy  to  overcome  the  resistance  to  your 
proposals  from  the  many  health  professions  groups  who  see  their  grants 
threatened  by  consolidation  into  a  larger  pool? 

Dr.  Sumaya:   Under  the  proposed  consolidation  of  Title  VII  and  Title 
VIII  programs,  the  full  range  of  health  professions  groups  will  have 
the  opportunity  to  participate  in  most,  if  not  each,  of  the  new  Title 
VII  and  VIII  cluster  grant  programs.   Through  the  establishment  of 
integrated  networks  with  other  health  professions  groups,  the  various 
professions  will  have  greater  potential  for  receiving  program  funds. 
Federal  support  will  be  targeted  to  grantee-developed  netv;orks  which 
show  the  greatest  promise  for  achieving  measured  success  toward  the 
national  goals  of  improving  the  supply,  distribution,  and  minority 
representation  of  the  health  professions  workforce. 

We  will  solicit  the  advice  and  counsel  of  our  grantees  and  other  key 
customers  in  the  development  of  this  process.   Their  expertise  and 
input  will  be  relied  upon  in  developing  strategies  to  achieve  national 
goals  and  objectives,  developing  uniform  performance  measures  and 
reporting  requirements,  and  other  relevant  matters.   Utilizing 
the  advice  and  counsel  of  our  key  customers,  we  will  develop  an 
application  process  which  maximizes  flexibility  and  creativity  for  the 
applicants. 

In  concert  with  the  proposed  consolidation,  steps  will  be  taken  to 
streamline  program  management  to  ensure  optimal  administrative 
efficiency,  with  added  flexibility  in  applications,  fewer  reporting 
requirements,  and  tightened  fiscal  management  procedures. 

The  proposed  consolidation  strives  to  encourage  integrated  approaches 
to  health  professions  training.   This  focus  should,  in  turn,  encourage 
the  development  of  interdisciplinary  training  approaches  and  stimulate 
the  introduction  of  innovative  methods  towards  meeting  our  national 
objectives.   We  anticipate  the  development  of  networks  wherein  the 
Federal  Government,  health  professions  schools,  state  and  local 
governments,  professional  organizations,  foundations,  and  other  non- 
Federal  entities  work  in  partnership  to  develop  and  demonstrate  model 
approaches  to  health  professions  training. 


FACILITIES  CONSTRUCTION 

Mr.  Porter:   Dr.  Sumaya,  can  you  tell  us  about  the  $2  million  in  your 
request  for  construction  of  an  AIDS  outpatient  facility  in  Chicago?  Do 
you  have  a  designated  site  in  mind?  What  would  the  funds  be  used  for? 

Dr.  Sumaya:   The  designated  site  is  the  Cook  County/Rush  Health  Center. 
The  Health  Center  is  a  public/private  partnership  between  the  Cook 
County  Bureau  of  Health  Services  and  Rush-Presbyterian-St.  Luke's 
Medical  Center  to  build  and  operate  a  major  new  outpatient  facility  to 
combat  HIV/AIDS  and  other  related  communicable  diseases.   The  facility 
would  be  a  three-story,  89,000  square  foot  building  built  within  the 
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West  Side  Medical  Campus  at  an  estimated  cost  of  $30  million.   The 
Center's  mission  is  three  pronged:   Specialized  Outpatient  Care, 
Clinical  Research,  and  Prevention  and  Education.   The  Center  is 
expected  to  put  into  place  a  comprehensive  system  of  specialized 
outpatient  care,  which  will  help  maintain  the  quality  of  life  for 
people  with  HIV  and  ease  the  demand  on  our  already  over-burdened  health 
care  facilities.   The  Center  will,  for  the  most  part,  be  a  resource  and 
referral  site,  supplementing  the  many  primary  care  providers  currently 
providing  community- based  care.   It  will  transform  the  delivery  of  care 
for  people  with  these  diseases  by  providing,  in  a  single  location, 
specialized  outpatient  care,  access  to  clinical  research  trials,  and 
support  services  that  may  not  be  available  in  the  community.   The 
Center  will  allow  patients  to  be  treated  in  an  ambulatory  setting  who 
now  are  often  admitted  to  the  hospital  for  the  same  services.   After 
consultation,  most  patients  will  be  referred  back  to  their  primary  care 
provider. 

Over  the  last  10  years.  Cook  County  Hospital  has  cared  for 
approximately  3  0%  of  the  HIV  population  receiving  care  in  the  Chicago 
area  and  is  the  largest  single  provider  to  HIV-infected  people  in  the 
State.   Cook  County  Hospital  also  cares  for  approximately  75  percent  of 
the  areas 's  infected  women  and  about  30  percent  of  infected  children. 
Rush  is  both  a  major  provider  of  HIV  services  and  a  leader  in  clinical 
HIV-related  research.   It  is  estimated  that  the  number  of  HIV-infected 
patients  at  the  two  institutions  will  increase  five-fold  by  1998.  In 
addition,  their  geographic  proximity  enables  the  two  institutions  to 
build  on  each  other's  strengths  and  eliminate  wasteful  and  costly 
duplication  of  services.  Operation  of  the  Center  will  be  supported  by 
Cook  County  and  supplemented  by  Rush. 


NATIONAL  PRACTITIONER  DATA  BANK 

Mr.  Porter:   The  American  Medical  Association  has  contacted  the 
Committee  urging  us  to  terminate  the  malpractice  data  bank.   They  say 
that  an  HHS  survey  of  users  indicated  that  the  data  bank  did  not 
provide  any  information  that  could  not  be  obtained  from  other  sources. 
Alternatively,  they  suggest  a  $30,000  threshold  for  reporting  of 
liability  payments  to  eliminate  reporting  of  nuisance  suits.   How  do 
you  respond  to  these  arguments  from  the  AMA? 

Dr.  Sumaya:   The  National  Practitioner  Data  Bank  (Data  Bank)  operates 
under  the  auspices  of  the  Health  Resources  and  Services  Administration 
by  private  contractor  and  receives  its  funding  from  user  fees.   One  key 
purpose  of  the  Data  Bank  is  to  operate  as  a  flagging  system  to  assure 
that  credentialing  bodies  are  aware  of  adverse  health  care  provider 
information,  including  information  about  malpractice  payments,  clinical 
privileging  and  licensure  restrictions  and  professional  society 
membership  terminations.   Prior  to  the  Data  Bank,  most  of- this 
information  was  both  difficult  to  uncover  and  expensive  to  obtain. 

The  statutory  requirement  to  report  malpractice  payments  and  adverse 
actions  to  DHHS  was  established  because  it  was  generally  accepted  that 
the  system  of  voluntary  disclosure  in  existence  at  the  time  was  not 
effective.   Historically,  the  only  information  both  reliable  and  fairly 
easy  to  obtain  was  information  on  licensure  actions  which  in  most,  but 
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not  all,  States  is  mandated  by  State  law  to  be  published  periodically. 
This  situation  essentially  left  the  public  unprotected  from 
practitioners  who  migrated  from  State  to  State  in  an  effort  to  avoid  a 
history  of  previous  malpractice  and/or  hospital  disciplinary  problems. 

In  the  absence  of  the  Data  Bank,  credentialing  authorities  had  to  rely 
on  the  truthfulness  of  practitioners  to  fully  inform  them  of  their  past 
records.   Without  the  Data  Bank,  these  practitioners  simply  had  no 
incentive  to  disclose  their  poor  practice  records.   By  citing  only 
States  where  they  had  no  history  of  previous  problems,  practitioners 
could  avoid  disclosure  of  previous  sanctions. 

The  Data  Bank  is  the  only  central  source  of  malpractice  payment  and 
clinical  privileging  information.   The  importance  and  utility  of  the 
Data  Bank  is  underscored  by  the  fact  that  the  number  of  queries 
submitted  has  increased  by  20-35  percent  each  year  since  its  inception. 
Moreover,  voluntary  queries  (requests  for  information  from  entities 
which  are  not  required  by  law  to  query  the  Data  Bank)  now  comprise  more 
than  half  of  the  queries  received.   These  entities  use  the  Data  Bank 
because  they  believe  in  the  usefulness  and  cost  effectiveness  of  the 
data. 

The  American  Medical  Association  (AMA)  asserts  that  in  response  to  the 
survey  conducted  by  the  HHS  Inspector  General  (OIG) ,  some  recipients 
complained  that  Data  Bank  information  was  already  available  from  other 
sources.   Dr.  James  S.  Todd,  Executive  Vice  President,  AMA,  believes 
this  is  unnecessary  duplication  and  should  be  discontinued. 

It  is  certainly  true  that  some  of  the  information  reported  to  the  Data 
Bank  concerns  matters  of  public  record.   This  is  particularly  true  of 
licensure  decisions  as  well  as  many  malpractice  judgments.   It  is  also 
true  that  many  States  require  the  reporting  of  the  same  or  similar 
information  within   their  respective  jurisdictions.      However,  there  has 
always  been  concern  about  the  practical  availability  of  this 
information  particularly  when  it  requires  crossing  State  lines  to  get 
it.   Hospitals  are  unlikely  to  release  their  records,  and  many 
malpractice  settlements  include  an  agreement  to  seal  the  record  from 
public  view.   More  than  97  percent  of  malpractice  payments  result  from 
settlements,  not  judgments.   Efforts  to  obtain  adverse  information  on 
practitioners  who  maintain  multiple  state  licenses  often  prove 
frustrating  and  expensive.   This  was  particularly  true  before  the  Data 
Bank.   Moreover,  as  the  original  OIG  survey  showed  in  1992, 
practitioners  themselves  are  not  always  forthcoming  with  information  of 
an  adverse  nature.   The  existence  of  the  Data  Bank  seems  to  be  having  a 
positive  effect  on  that  problem  as  well. 

The  OIG  is  about  to  release  two  new  reports  which  reassess  the 
usefulness  of  Data  Bank  information  to  hospitals  and  assess,  for  the 
first  time,  usefulness  to  Managed  Care  organizations.   The  new  reports 
are  generally  favorable  to  the  Data  Bank.   Significantly,  they  show 
improvement  in  every  area  of  impact. 

The  reports  are  very  clear  that  nearly  all  hospitals  and  Managed  Care 
organizations  find  Data  Bank  information  useful.   Usefulness  to 
hospitals  has  improved  from  57  percent  in  the  1992  survey  to  86  percent 
while  Managed  Care  organizations  find  Data  Bank  information  useful  93 
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percent  of  the  time.   What  is  equally  gratifying,  if  not  overwhelming, 
is  that  Data  Bank  information  influenced  the  final  decision  in  more 
than  2,400  cases.   While  this  only  represents  a  small  percentage  of 
decisions  (2-3  percent),  its  significance  cannot  be  ignored.   It  is 
also  worthy  to  note  that  in  only  28  percent  of  cases  was  information 
not  disclosed  by  the  practitioner  as  opposed  to  the  47  percent  reported 
by  hospitals  in  1992.   This  means  the  Data  Bank  is  improving  the 
integrity  of  the  credentialing  process.   It  is  gratifying  to  see  that 
hospitals  find  Data  Bank  information  even  more  useful  than  they  did  two 
years  ago.   We  believe  that  subsequent  surveys  will  provide  equally 
impressive  results. 

The  AMA  alternatively  suggests  the  establishment  of  a  530,000  reporting 
threshold  for  malpractice  payments.   Several  national  surveys  of 
hospitals  and  HMOs  have  documented  that  these  entities  place  more 
importance  on  the  existence  of  a  pattern  of  malpractice  than  on  the 
dollar  amount  of  any  one  malpractice  payment.   Moreover,  authoritative 
research  tends  to  show  a  positive  correlation  between  a  pattern  of 
small  payments  and  the  likelihood  of  future  claims  with  even  larger 
payments.   In  the  absence  of  the  complete  reporting  of  malpractice 
payments,  regardless  of  amount,  hospitals  and  HMO's  would  be  unable  to 
detect  many  of  these  patterns   of  malpractice.   Reporting  of  all 
payments  regardless  of  amount  also  ensures  availability  of 
complete  national  malpractice  payment  statistics. 

In  addition,  experience  in  States  (there  are  only  5)  which  have 
established  their  own  thresholds  for  State  reporting  of  malpractice 
payments  shows  that  the  distribution  of  malpractice  payments  is 
affected  by  the  thresholds.   Plaintiffs  and  defendants  "game  the 
system. "   For  example,  almost  seven  percent  of  all  malpractice  payments 
in  California  are  for  $29,999,  which  is  $1.00  less  than  the  State's 
$30,000  reporting  threshold.   Moreover,  of  payments  reported  to  the 
Data  Bank  nationwide  between  $27,500  and  $30,000,  California  reported 
39.6  percent  of  them.   New  Jersey  dropped  its  State  threshold  when  its 
leaders  became  convinced  that  this  "gaming"  was  not  contributing  to  the 
public  good. 

The  National  Practitioner  Data  Bank  clearly  meets  a  need  and  is  being 
used  at  an  ever  increasing  rate  by  its  customers.   It  is  proving  to  be 
both  more  reliable  and  more  efficient  as  a  source  of  adverse 
information  about  health  care  practitioners.   At  the  same  time,  it 
would  be  a  mistake  to  seek  a  threshold  on  reporting  malpractice 
payments  since  patterns  of  malpractice,  even  where  there  are  small 
payments,  are  important  to  those  who  conduct  professional  review 
activities. 


RYAN  WHITE  AIDS  PROGRAMS 

Mr.  Porter:   The  Ryan  White  programs  are  intended  to  provide  care  for 
those  AIDS  patients  who  are  without  health  insurance  or  Medicaid 
coverage.   Can  you  give  us  an  idea  of  the  size  of  this  group  compared 
to  the  entire  population  living  with  AIDS? 

Dr.  Sumaya:   The  changing  demographics  of  the  HIV  epidemic  results  in 
greater  proportion  of  diagnosed  individuals  who  have  no  health 
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insurance.   A  1993  national  study  of  more  than  2000  people  with 
HIV/AIDS  carried  out  by  the  Agency  for  Health  Care  Policy  and  Research 
showed  only  26  percent  of  persons  with  AIDS  had  private  health 
insurance;  62  percent  were  covered  by  some  form  of  public  insurance; 
and  12  percent  were  uninsured.   Having  no  insurance  reduces  the 
likelihood  that  a  person  will  receive  cost-effective  prophylactic 
medications  and  timely  primary  care.   This  leads  to  costly  emergency 
room  use  and  inpatient  hospitalization.  For  symptomatic  people  with 
HIV,  but  not  AIDS,  29  percent  had  private  insurance,  50  percent  had 
public  insurance,  and  21  percent  were  uninsured.   Thirty-one  percent  of 
asymptomatic  people  with  HIV  had  no  health  insurance. 


AIDS  EDUCATION  AND  TRAINING  CENTERS 

Mr.  Porter:   How  many  people  have  been  trained  in  the  AIDS  Education 
and  Training  Centers  since  the  start  of  the  program?  Do  you  foresee  a 
need  to  continue  this  program  over  the  long  run?  Can't  we  assume  that 
health  professions  curricula  have  by  now  been  revised  to  include  AIDS 
information? 

Dr.  Sumaya:   The  AIDS  Education  and  Training  Centers  (AETCs)  Program 
has  trained  more  than  400,000  health  care  providers  since  it  was  first 
funded.   In  the  one  year  period  from  June  1,  1993  through  May  31,  1994 
the  program  trained  more  than  100,000  providers. 

There  are  several  reasons  why  the  AETC  Program  will  need  to  be 
continued  well  into  the  future.   The  first  reason  is  that,  with  the 
exception  of  health  professions  schools  that  are  affiliated  with  AETCs, 
students  do  not  receive  the  type  of  comprehensive  HIV/AIDS  training 
that  they  need  to  manage  the  many  issues  surrounding  this  disease.   A 
survey  of  physician  graduates  indicated  that  23  percent  felt  that  they 
were  not  adequately  educated  about  HIV/AIDS.  The  second  reason  is  that 
there  is  a  high  "burnout"  rate  among  HIV/AIDS  providers  which  increases 
the  need  for  training  replacement  providers.   The  third  reason  is  that 
treatment  options  are  changing  rapidly.   New  drugs  and/or  combinations 
of  drugs  are  constantly  resulting  in  changes  to  recommended  treatment 
protocols.   This  information  needs  to  be  provided  to  practitioners  as 
quickly  as  possible. 

To  assume  that  health  professions  curricula  has  been  sufficiently 
revised  to  adequately  train  providers  would  be  a  false  assumption.   As 
noted  in  the  above  response,  almost  one  fourth  of  recent  M.D.  graduates 
felt  that  their  HIV/AIDS  training  was  inadequate.   In  addition,  there 
are  a  multitude  of  issues  surrounding  HIV/AIDS,  such  as  taking  a  sexual 
history  or  consulting  with  a  substance  abusing  patient,  that  are  not 
traditionally  well  addressed  in  medical  schools.   These  issues,  as  well 
as  many  others,  will  continue  to  be  important  concerns  requiring 
specialized  health  professions  education  through  the  AHEC  Program. 


BLACK  LUNG  CLINICS 

Mr.  Porter:   Provide  a  short  history  of  the  black  lung  clinics  program. 
Is  there  any  statutory  limitation  that  would  prohibit  these  clients 
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from  receiving  services  in  regular  community  health  centers,  through 
Medicaid,  etc.? 

Dr.  Sumaya:   Black  Lung  clinics  provide  health  care  to  coal  miners  with 
respiratory  and  pulmonary  impairments.   Active  or  inactive  miners  with 
approved  black  lung  disability  claims  reside  in  all  50  states  and  the 
District  of  Columbia,  with  the  majority  located  in  the  Appalachian, 
midwestern  and  western  coal  producing  regions  of  the  country.   The 
comprehensive  services  provided  by  the  clinics  encompass  diagnosis; 
treatment;  rehabilitation,  including  education  for  the  patient  and  his 
family;  outreach;  and  follow-up. 

Legislative  Historv 

•  The  initial  Black  Lung  benefits  program  was  enacted  as  part  of 
the  Coal  Mine  Health  and  Safety  Act  of  1969,  the  first 
comprehensive  Federal  legislation  to  regulate  health  and  safety 
conditions  in  the  coal  industry.   This  law  created  a  temporary 
system  to  compensate  past  victims  of  dust  exposure  in  the  mines 
with  public  funds  administered  by  the  Social  Security 
Administration. 

•  The  Act  was  amended  by  the  Black  Luna  Benefits  Act  of  1972  to 
require  the  use  of  simplified  interim  eligibility  criteria  for 
all  claims  filed  with  SSA,  and  to  transfer  the  receipt  of  new 
claims  to  DOL  in  1973. 

•  Early  in  1978,  Congress  enacted  two  new  statutes  that  further 
amended  the  Act.   The  Black  Luna  Benefits  Reform  Act  of  1977 
(Public  Law  95-239)  again  mandated  the  use  of  interim  criteria 
based  on  the  use  of  presumptions  to  resolve  old  unapproved 
claims.   Public  Law  95-227.  the  Black  Luna  Benefits  Revenue  Act 
of  1977,  created  the  Black  Lung  Disability  Trust  Fund  financed  by 
an  excise  tax  on  coal  mined  and  sold  in  the  United  States. 

•  Current  administration  of  the  Black  Lung  program  is  governed  by 
1981  legislation:   Title  I  is  the  Black  Luna  Benefits  Revenue  Act 
of  1981.  and  Title  II  is  the  Black  Luna  Benefits  Amendments  of 
1981.   The  1981  Amendments  tightened  eligibility  standards, 
eliminated  certain  burden  of  proof  presumptions  and  temporarily 
increased  the  excise  tax  on  coal  to  address  the  problem  of  a 
mounting  insolvency  of  the  Trust  Fund,  which  was  by  then  indebted 
to  the  U.S.  Treasury  by  over  $1.5  billion. 

•  The  Consolidated  Omnibus  Budaet  Reconciliation  Act  of  1985, 
enacted  in  1986,  increased  the  excise  tax  by  an  additional  ten 
percent  through  December  31,  1995,  and  put  into  effect  a  five- 
year  moratorium  on  the  interest  charges  dues  the  Treasury  on  the 
Trust  Fund's  accumulated  debt.   In  late  1987,  Public  Law  100-203 
extended  the  duration  of  the  increased  tax  rates  through  December 
31,  2013.   These  budget-related  legislative  actions  made  no 
further  changes  in  the  Act's  eligibility  criteria  and 
adjudication. 
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Black  Luna  Clinics  Program  Funding 

•  When  the  Public  Health  Service  was  given  responsibility  for  the 
Black  Lung  Clinics  Program  in  1977,  the  program  was  funded  at  the 
full  authorization  level  of  $10  million.   The  funding  history  for 
the  last  12  years  is  as  follows: 

FY  1984  $3.1  million 

FY  1985  $3.3  million 

FY  1986  $3.2  million 

FY  1987  $3.4  million 

FY  1988  $3,255  million 

FY  1989  $3,216  million 

FY  1990  $3,635  million 

FY  1991  $3,708  million 

FY  1992  $4.0  million 

FY  1993  $4.0  million 

FY  1994  $4,142  million 

FY  1995  $4,142  million 

Black  Lung  Beneficiaries 

Since  1984,  Black  Lung  beneficiaries  have  steadily  declined. 
Claims  from  miners  have  decreased  from  63,095  in  1984  to  40,866 
in  1993.   Total  primary  beneficiaries  (defined  as  miners  and 
widows)  have  declined  from  100,196  to  86,249  in  the  same  period. 
Total  claims  from  all  beneficiaries  have  also  declined  from 
163,900  to  123,213  in  1993. 

Principal  Constituency  Organization 

National  Coalition  of  Black  Lung  and  Respiratory  Disease  Clinics, 
Inc. 

Black  Lung  Clinic  Program  Grantees 

•  The  Black  Lung  Clinic  Program  currently  supports  14  grantees. 
They  are: 

Region  III  West  Virginia  Department  of  Health 
Charleston,  West  Virginia 

Pennsylvania  Department  of  Health 
Harrisburg,  Pennsylvania 

Centreville  Clinics,  Inc. 
Fredericktown,  Pennsylvania 

St.  Charles  Health  Council,  Inc. 
St.  Charles,  Virginia 

Region  IV   Respiratory  Clinics  of  Eastern  Kentucky 
Whitesburg,  Kentucky 

Muhlenberg  Community  Hospital 
Greenville,  Kentucky 
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Alabama  Respiratory  Disease  Clinic 
Birmingham,  Alabama 

Regional  Education  and  Community  Health 

Services,  Inc.  (REACHES) 
Jacksboro,  Tennessee 


Region  V    Cook  County  Hospital 
Chicago,  Illinois 

Wabash  Valley  Coalminers  Respiratory  Clinic 
Vincennes,  Illinois 

Ohio  Department  of  Health 
Columbus,  Ohio 

Region  VI   Miners'  Colfax  Medical  Center 
Raton,  New  Mexico 

Region  VIII  Northern  Wyoming  Community  Action  Program 
(NOWCAP) 
Worland,  Wyoming 

Statutory  Requirements 

There  are  no  statutory  limitations  that  would  prohibit  Black  Lung 
clients  and  other  clients  with  occupationally  related  chronic 
obstructive  pulmonary  disease  from  receiving  services  in  community 
health  centers  through  Medicaid,  Medicare,  or  self-pay.   The 
specialized  services  required  for  these  clients,  however  exceed  the 
statutory  and  regulatory  requirements  for  community  health  centers 
and  are  not  reimbursable  under  Medicaid  or  Medicare.   For  example. 
Public  Health  Service  grant  dollars  provide  significant  non-medical 
services  to  Black  Lung  benefit  eligibles  including  health  education 
and  outreach  activities. 

Currently,  a  small  number  of  health  centers  located  in  areas  with 
significant  concentrations  of  miners  and  their  families  receive 
grant  support  from  the  Black  Lung  Program.   While  this  promotes 
coordination  between  a  client's  primary  health  care  and  specialized 
pulmonary  care  needs,  the  CHCs  have  usually  found  it  more  desirable 
to  provide  the  respiratory  disease  services  in  separate  clinics. 
Black  lung  clinics  must  also  have  the  capacity  to  perform 
eligibility  examinations  for  miners  seeking  Black  Lung  benefits 
through  the  Department  of  Labor. 


NATIONAL  HEALTH  SERVICE  CORPS 

Mr.  Porter:   Provide  a  detailed  breakout  of  the  1996  field  placement 
budget  for  the  National  Health  Service  Corps. 

Dr.  Sumaya:   The  information  follows: 
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National  Health  Service  Corps  Field  Activity 
(Dollars  in  Thousands) 

Estimated 
Cateaorv  FY  1996 

Salaries/Benefits  $19,150 

Placement  Travel/Transportation  1,000 

State  Cooperative  Agreements  3,800 

Recruitment  7,451 

Retention  4,366 

Mentoring  1,000 

Technical  Assistance  1,500 

Logistics  400 

Other  regional  office  support  485 

Junior  NHSC  1,000 

Continuing  Professional  Education  1,750 

Central  Office/Other  Logistical  3.-.  077 

TOTAL  $44,979 


HRSA  FULL-TIME  POSITIONS 

Mr.  Porter:   Provide  a  distribution  of  HRSA  full-time  positions  by 
grade  level . 

Dr.  Sumaya:   The  information  as  of  3/4/95  follows: 

ES Q£_ 

ES-1  1 
ES-2  2 
ES-3  2 
ES-4  11 
ES-5  1 
ES-6  _I 
18 


GS-3 

2 

GS-4 

41 

GS-5 

82 

GS-6 

141 

GS-7 

177 

GS-8 

45 

GS-9 

103 

GS-10 

8 

GS-11 

104 

GS-12 

213 

GS-13 

384 

GS-14 

163 

GS-15 

no 

1 

,573 

WG/WL/WS 

£Q Grade  # 

2  3 

4  15 

5  7 

6  9 

7  3 

8  16 

9  2 
10  7 

516          11  _A 

66 

)tals  above  are  167  ceiling  exempt  positions. 


CO- 01 

14 

CO-02 

4 

CO-03 

36 

CO-04 

121 

CO-05 

169 

CO- 06 

163 

CO-07 

6 

CO-08 

3 
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AREA  HEALTH  EDUCATION  TRAINING  CENTERS 

Mr.  Porter:   The  1995  conference  report  directed  HRSA  to  give  priority 
in  the  award  of  new  AHEC  grants  to  those  States  currently  without 
programs.   Yet,  your  1996  justification  indicates  on  page  29  that  there 
is  no  funding  preference  in  1995  for  applicants  from  States  where  there 
are  no  AHEC  programs.   Why  are  you  ignoring  the  clear  intent  of  the 
conference  report  in  this  matter? 

Dr.  Sumaya:   Although  there  is  no  funding  preference  in  FY  1995  for 
applicants  from  States  where  there  are  no  AHEC  programs,  every  effort 
will  be  made  to  initiate  one  or  two  new  starts  for  approved  applicants 
in  a  State  with  no  current  AHEC  program.   Two  factors  will  impact  on 
new  start  awards  in  1995: 

(1)  the  availability  of  FY  1995  funds  (pending  the  results  of  the 
FY  1995  rescission) ;  and 

(2)  the  results  of  the  merit  review  process  (to  be  held  in  March 
1995) . 

The  two  funding  preferences  that  were  in  place  in  FY  1994  (a  funding 
preference  for  approved  competing  continuation  applicants,  and  a 
funding  preference  for  approved  applicants  in  a  State  where  there  is  no 
AHEC  program)  were  both  eliminated  in  1994  as  part  of  a  full  range  of 
Reinventing  Government  initiatives  adopted  during  1994. 

The  Federal  Register  Notice  for  FY  1995  was  published  early  in  the 
fiscal  year  and  does  not  contain  a  funding  preference  for  any  cohort  of 
AHEC  Program  applicants.   Nonetheless,  every  consideration  will  be  made 
to  support  approved  new  start  applicants  in  States  with  no  AHEC 
programs  and  to  support  approved  competing  renewal  applicants. 


VACCINE  INJURY  COMPENSATION  PROGRAM 

Mr.  Porter:   You  estimate  a  total  obligation  of  $1.3  billion  for  pre- 
1989  vaccine  compensation  claims.   At  the  request  level  of  $110  million 
per  year,  show  your  projected  stream  of  claims  payments.   With  this 
rate  of  funding,  how  long  will  plaintiffs  have  to  wait  for  payment  once 
a  favorable  judgment  has  been  rendered? 

Dr.  Sumaya:   The  estimate  of  $1.3  billion  obligation  for  pre-1988 
claims  was  based  on  a  report  issued  in  1992  from  the  Actuarial  Research 
Corporation.   Health  Resources  and  Services  Administration  anticipates 
that  the  $110  million  appropriation  will  be  sufficient  to  provide  full 
funding  for  awards  entered  by  the  U.S.  Court  of  Federal  Claims  (the 
Court)  for  FY  1996  and  each  succeeding  year,  until  all  pre-1988  claims 
are  adjudicated.   The  Court  has  not  indicated  when  all  pre-1988  claims 
will  be  adjudicated.   Payment  of  awards  depends  on  the  date  of  the 
Court's  release  letter  (which  provides  the  certified  judgement  and 
election  to  accept  judgement) .   Since  the  annual  appropriation  for  pre- 
1988  claims  was  raised  to  $110  million  per  year  as  a  result  of  the 
Omnibus  Budget  Reconciliation  Act  of  1993,  there  has  been  no  delay  to 
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petitioners  awarded  compensation  under  the  National  Vaccine  Injury 
Compensation  Program. 


EMS  FOR  CHILDREN  -  TRAUMA  PROGRAMS 

Mr.  Porter:   Are  the  activities  funded  under  the  EMS  for  Children  and 
Trauma  programs  a  statutorily  permitted  use  of  funds  under  the 
Preventive  Health  and  Health  Services  Block  Grant? 

Dr.  Suinaya:   Activities  supporting  the  special  EMS  needs  of  children 
are  permissible  but  not  mandated  under  the  Preventive  Health  and  Health 
Services  Block  Grant  legislation  into  which  the  EMS  program  was  folded 
in  the  early  1980 's.   Federal  support  for  EMS  originally  was 
inclusionary  rather  than  focused  on  separate  population  groups. 
However,  although  the  programs  gave  permission  to  include  children  as  a 
focus,  the  experience  of  these  programs  was  that  they  did  not. 
Recognizing  the  importance  of  addressing  the  special  needs  of  children 
the  Congress  enacted  the  EMS  for  children  program  in  1984. 
Historically,  combining  EMS  with  other  health  programs  in  the 
Preventive  Health  and  Health  Services  Block  Grant  has  resulted  in  the 
reduction  or  disappearance  of  financial  support  for  such  programs. 
Since  the  needs  of  other  preventive  health  programs  remain  high,  there 
is  no  basis  to  believe  that  a  repeat  of  such  an  approach  will  not 
produce  the  same  result. 

Trauma  programs  are  permitted  to  be  funded  by  the  Preventive  Health  and 
Health  Services  Block  Grant.  However,  block  grant  funding  for  trauma 
systems  development  has  been  completely  ineffective.  The  proportion  and 
amount  of  funding  for  EMS  activities  declined  substantially  from  1981 
to  1989.   State  utilization  of  block  grant  funds  for  these  purposes 
declined  from  $30  million  nationwide  in  1981  to  $13  million  in  1989. 
As  a  result   65%  of  the  country  does  not  have  911  emergency  service 
and  only  5  states  have  operational  statewide  trauma  systems.   These 
systems  are  needed  because  they  save  lives  and  substantial  cost  to  the 
taxpayers  as  well  as  inordinate  amounts  of  pain,  suffering  and 
rehabilitation.  It  has  been  estimated  that  25,000  (of  150,000)  trauma 
deaths  annually  are  preventable;   multiple  studies  demonstrate  that 
implementation  of  trauma  care  systems  results  in  a  50-80%  reduction  in 
preventable  deaths.   A  conservative  50%  reduction  in  preventable  deaths 
translates  to  a  savings  estimate  of  $1.2  billion  in  direct  federal 
costs  annually. 


FY  1994  GRANT  APPLICATIONS 

Mr.  Porter:  Identify  the  number  of  grant  applications  received  in 
FY  1994  by  program,  the  number  approved,  and  the  number  funded  as  e 
percentage  of  the  number  approved. 

Dr.  Sumaya:   The  information  follows. 
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HRSA  FY  1994  GRANTS 


No.  of 
Applies. 

Bureau /Programs Received 

BPHC: 

Health  Center  Cluster: 

Community  Health  Centers: 

Continuations 607 

New  Starts 126 

Expansions 85 

Other 21il 

Total 1,048 

Migrant  Health  Centers 106 

Homeless: 

Continuations 119 

Other 95 

Healthy  Schools 163 

Special  Populations  Cluster: 

Black  Lung 13 

State  Alzheimer '  s 15 

Pacific  Basin 9 

Native  Hawaiian 6 

BHPr: 

Centers  of  Excellence 25 

Exceptional  Financial  Need 

Scholarships 183 

Finan.  Assist,  for  Disadv. . . . 

Hlth.  Profs.  Students 183 

Hlth.  Careers  Opport.  Prog...  300 
Scholarships  for  Disadv. 

Students 489 

Area  Hlth.  Education  Ctrs....  40 

Hlth.  Educ.  &  Trng.  Ctrs 10 

Geriatric  Programs 64 

Rural  Hlth.  Interd.  Prog 36 

General  Dentistry  Trng 24 

Allied  Hlth.  Special  Proj . . . .  91 

Chiropractic  Demon.  Projs....  9 
Pediatric  Med. -Primary 

Care  Training 7 

Family  Medicine  Programs 502 

Gen.  Internal  Med.  &  Ped 168 

Physician  Assist.  Trng 57 

Pacific  Basin  Medical 

Officers  Training 1 

Public  Health/Preventive 

Medicine  Programs 82 

Health  Administration 39 

Nursing  Special  Projects 105 

Nurse  Pract. /Nurse  Midwife...  149 

Advanced  Nurse  Education 88 

Nurse  Anesthetist  Trng 104 


No.  of 
Approved 
Applies. 


607 
90 
54 


2A1 
893 


106 


No.  of 
Approv . 
Applies. 
Awarded 


607 
27 
14 


111 

781 


106 


%  of 
Approv . 
Applies. 
Awarded 


100% 
30% 
26% 
94% 


100% 


119 

119 

100% 

84 

84 

100% 

27 

21 

78% 

13 

13 

100% 

15 

15 

100% 

9 

9 

100% 

6 

6 

100% 

25 

25 

100% 

177 

177 

100% 

166 

166 

100% 

275 

135 

49% 

421 

421 

100% 

37 

32 

86% 

10 

10 

100% 

59 

29 

49% 

27 

19 

70% 

24 

24 

100% 

56 

30 

54% 

3 

3 

100% 

7 

7 

100% 

403 

351 

87% 

140 

101 

72% 

50 

49 

98% 

100^ 


73 

60 

82% 

36 

36 

100% 

67 

58 

86% 

113 

69 

61% 

60 

60 

100% 

101 

85 

84% 
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Bureau /Programs 


Profess.  Nurse  Trainees 

Nsg.  Ed.  0pp.  for  Indivs. 

from  Disadv.  Backgrounds.... 
Res.  on  Certain  HP  Issues.... 


No.  of 
No.  of    No.  of   Approv. 
Applies.   Approved  Applies. 
Received  Applies.  Awarded 

233       233 


75 
5 


45 

5 


233 


21 
2 


%  of 
Approv . 
Applies. 
Awarded 

100% 

47% 
40% 


MCHB: 

MCH  Block  Grant  5JA 

State  Grants 59 

SPRANS 407 

CISS 50 

EMS  for  Children 40 

Healthy  Start 16 

BHRD: 

Organ  Transplantation 3 

Trauma  Care 76 


290 
59 

186 
45 
24 
12 


2 
41 


2A1 
59 

138 

45 

24 

7 


1 
39 


83% 
100% 

74% 
100% 
100% 

58% 


50% 
95% 


RURAL  HEALTH: 

Rural  Health  Outreach  Grants.   496 
State  Offices  of  Rural  Hlth. .    50 


99 

50 


99 

50 


100% 
100% 


AIDS: 

Ryan  White: 

Emergency  Relief-Part  A. . . .  34  34  34  100% 

Comprehensive  Care-Part  B. .  206  124  102  82% 

Early  Intervention-Part  C. .  205  167  132  79% 

Pediatric  Demo  Grants-Part  D  33  22  18  82% 

Education  and  Training  Centers  17  17  17  100% 

AIDS  Dental  Services 101  101  101  100% 


INDIRECT  COST  PAYMENT  CALCULATIONS 
FOR  COMPETITIVELY  AWARDED  GRANTS 

Mr.  Porter:   Explain  how  indirect  cost  payments  are  calculated  for 
your  competitively  awarded  grants,  and  what  the  average  rate  and  range 
of  rates  is. 


Dr.  Sumaya:   Indirect  cost  rates  are  negotiated  in  accordance  with  the 
Department's  standards  for  establishing  indirect  cost  rate  agreements. 
Indirect  costs  cover  those  costs  incurred  by  an  organization  for 
common  or  joint  objectives  which  cannot  be  identified  specifically 
with  a  particular  project  or  program.   Indirect  cost  rate  agreements 
for  HRSA's  programs  are  prepared  in  accordance  with  applicable  cost 
principles  for  a  particular  type  of  organization,  i.e.  0MB  Circular  A- 
122  for  Non-profit  organizations;  0MB  Circular  A-21  for  Educational 
Institutions;  and  0MB  Circular  A-87  for  State  and  Local  Governments. 
The  range  of  indirect  costs  is  generally  8  percent  of  total  direct 
costs  for  training  grants. 
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For  all  other  types  of  grants,  comparison  of  indirect  cost  rates  is 
difficult  because  some  rates  are  based  upon  direct  salary  and  wages, 
resulting  in  a  high  percentage,  while  others  are  based  on  modified 
total  direct  costs  (MTDC)  resulting  in  lower  percentages.   Another 
factor  is  the  complexity  of  the  entity  (i.e.  non-profit  vs. 
university).   For  FY  1993,  the  average  indirect  cost  rate  was  33.6 
percent  MTDC  for  non-profit  organizations;  3  0.8  percent  for 
educational  institutions,  and  27.8  percent  for  state  and  local 
governments . 

CHC  TORT  MALPIUVCTICE  CLAIMS 

Mr.  Porter:   How  many  community  health  center  tort  malpractice  claims 
were  filed  and  resolved  in  FY  1994,  and  at  what  cost?  How  much 
funding  is  proposed  for  this  use  in  FY  1996? 

Dr.  Sumaya:   Currently,  no  claims  have  been  approved  or  paid.   There 
are  five  claims  pending.   A  total  of  $11.0  million  remains  in  the  fund 
for  payment  of  claims. 

No  funding  is  requested  in  the  FY  1996  since  the  current  authorization 
expires  at  the  end  of  FY  1995.  A  legislative  proposal  to  extend  the 
program  is  under  consideration. 


MCH  BLOCK  GRANT  PERFORMANCE  MEASURES 

Mr.  Porter:   Have  you  established  any  performance  measures  for  States 
for  the  Maternal  and  Child  Health  Block  Grant? 

Dr.  Sumaya:   The  State  performance  measures  for  MCH  Title  V  Block 
Grant  programs  are  based  upon  the  Year  2000  Objectives,  of  which  178 
relate  to  the  health  of  mothers,  infants,  children  and  children  with 
special  health  care  needs  and  the  process  and  outcome  measures 
mandated  in  the  Omnibus  Budget  and  Reconciliation  Act  (OBRA)  of  1989 
which  include  data  on  numbers  served.   HRSA  is  augmenting  the  Year 
2000  Objectives  and  the  process  and  outcome  measures  mandated  from 
OBRA  '89  with  a  set  of  process  and  outcome  performance  measures  for 
systems.   The  systems  performance  measures  include  the  following: 

1.  state  Level  Interagency  Coordination  for  Svtema  Devalopment . 

Collaborative  State  mechanisms  to  further  participation  at  the 
State  level  among  provider  groups--What  the  State  is  doing  to 
develop  systems  at  the  State  level. 

2.  State  Support  for  Communltlea  Bnaaoed  In  SvateiuB  DeveloiMaent . 

The  State  support  to  community  systems  development- -What  the 
State  is  doing  to  support  community  level  systems  development. 

3.  ?'?Ilinmnitv  Coordination  of  Primary  Care  with  Other  Health 
Services .   The  organization  and  coordination  of  health  service 
systems  at  the  community  level --Integration  across  categorical 
service  programs  of  primary,  secondary  and  tertiary  care. 

4.  Community  Coordination  of  Health  Service*  with  Other  Service*. 

Integration  across  all  community  service  delivery  progrcims. 
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HRSA  is  developing  these  performance  indicators  to  help  States  measure 
activities  related  to  building  state  and  community  systems  of  service 
for  mothers,  children  and  families  within  the  above  framework.   The 
indicators  should  also  help  States  to  identify  gaps  in  their 
individual  development  of  systems. 

VACCINE  INJURY  COMPENSATION  PROGRAM 

Mr.  Porter:   Under  your  proposed  legislation,  what  is  the  FY  1996  end- 
of-year  projected  balance  for  the  vaccine  compensation  trust  fund? 
What  would  be  the  savings  government-wide  associated  with  your 
proposal  to  reduce  the  excise  tax  on  childhood  vaccines? 

Dr.  Sumaya:   The  Administration's  FY  1996  Budget  projects  an  end-of- 
year  balance  of  $952,055,000.   The  Administration  proposes  to  lower 
revenue  to  the  Trust  Fund  by  an  estimated  50  percent  beginning  in 
1996,  effectively  lowering  the  cost  of  vaccines  in  both  the  public  and 
private  sector.   Savings  to  the  Federal  Government  will  be  realized  in 
the  amount  of  $47  million  for  the  Health  Care  Financing 
Administration's  grants  to  the  States  for  Medicaid,  and  in  the  amount 
of  $25  million  for  the  Center  for  Disease  Control  and  Prevention's 
Immunization  program. 
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SPREAD  OF  HIV 

Mr.  Dickey:  Although  there  is  not  yet  a  vaccine  to  prevent  HIV 
infection,  it  seems  we  have  discovered  specific  behaviors  that  can 
eliminate  the  spread  of  HIV,  specifically  the  avoidance  of  unprotected 
sexual  relations  and  intravenous  drug  abuse.   If  a  man  or  woman  is 
responsible  enough  not  to  become  a  member  of  one  of  these  groups,  what 
are  his  or  her  chances  of  becoming  infected  with  HIV?  What  percentage 
of  your  HIV/AIDS  resources  are  used  to  promote  these  behaviors  that 
seem  to  virtually  eliminate  the  spread  of  HIV? 

Dr.  Sumaya:   The  avoidance  of  unprotected  sexual  relations  and 
intravenous  drug  abuse  will  significantly  reduce  an  individual's 
chances  of  becoming  infected  with  HIV.  Although  we  can  not  identify 
specific  percentages  for  the  activities  you  have  mentioned,  primary 
prevention  and  education  activities  are  carried  out  by  CARE  Act 
providers  funded  by  all  Ryan  White  Titles.  All  clients  are  counseled 
about  how  to  live  safely  with  HIV.   Providers  counsel  clients,  sex 
partners,  and  family  members  about  safe  behaviors  and  arrange 
treatment  for  substance  abuse  and  mental  health  problems.  They 
provide  education  about  the  disease  and  its  progression,  reinforcing 
prevention  messages  that  individuals  with  HIV  may  receive  in  other 
settings.  Title  IV  grantees  during  the  last  6  months  of  1993  provided 
information  dissemination,  HIV  risk  reduction  counseling  and  testing, 
and  assessment  and  referral  for  further  immune  evaluation  testing  and 
medical  care  to  approximately  66,000  individuals.  Title  Ill(b)  targets 
adults  and  youth  engaged  in  high  risk  behaviors  for  follow-up 
counseling  and  case  management.   Prevention  activities  are  an 
integrated  and  mandatory  part  of  Title  Ill(b)  grants.  Prevention  is 
one  of  the  main  training  priorities  for  the  AETC  program.   Prevention 
training  focuses  on  risk  assessment  and  behavioral  risk  reduction 
counseling,  including  counseling  women  regarding  the  findings  of  ACTG 
076. 

Mr.  Dickey:   Please  provide  a  progress  report  on  HRSA's  goal  to 
establish  youth-centered  comprehensive  care  systems  in  all  titles  of 
the  Ryan  White  CARE  act,  specifically  for  HIV  infected  young  people 
between  the  ages  of  13  to  24. 

Dr.  Sumaya:   HRSA's  Maternal  and  Child  Health  Bureau  is  responsible 
for  the  Administration  of  the  Ryan  White  Title  IV  program.   The 
purpose  of  the  program's  mission  to  support  community  based, 
culturally  sensitive,  comprehensive  services  for  women,  children  and 
youth  serves  as  the  guiding  principle  by  which  Title  IV  programs  are 
administered.   Title  IV  grantees  are  funded  to  organize  and  deliver  a 
broad  range  of  coordinated,  conununity-based,  comprehensive  and 
culturally-competent  services  that  are  linked  to  prevention  and 
research  to  children,  youth,  women  and  families.   In  doing  so,  the 
program  recognizes  the  unique  needs  of  adolescents  and  supports  grants 
for  HIV  education,  prevention,  and  care  activities  for  youth,  as  well 
as  for  children,  women,  and  families. 

Nine  of  the  44  Title  IV  service  projects  funded  in  FY  1994  focus 
specifically  on  issues  of  HIV  prevention  and  comprehensive  care  for 
youth.  Other  Title  IV  pediatric  AIDS  demonstration  projects  that  did 
not  initially  have  an  adolescent  focus  are  increasingly  serving 
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adolescents,  both  as  a  result  of  the  fact  that  HIV-positive  children 
are  living  longer  into  their  teens  and  because  many  of  the  young  women 
they  see  who  are  at  risk  for  HIV  or  who  are  pregnant  are  in  their 
teens. 

Between  June  1  and  December  31,  1993,  Title  IV  projects  had  1,014 
enrolled  adolescents  (13-<22)  receiving  care.   Four  of  five  reporting 
entities  had  enrolled  adolescents  between  July  1  and  December  31, 
1993.   They  reported: 

--  1,014  adolescent  males  and  females  (age  13  to  under  22)  were 

enrolled  clients. 
--  Four  of  five  reporting  entities  had  enrolled  adolescents 
between  the  ages  of  13  and  21. 

The  projects  are  successfully  reaching  minority  populations: 

--  56%  of  enrolled  female  adolescents  were  African  American  and 

22%  were  Hispanic/Latino; 
--  34%  of  enrolled  male  adolescents  were  African  American,  30% 

were  Hispanic/Latino. 

HIV  prevention  and  education  is  a  key  activity  of  Title  IV  projects, 
and  adolescents  represent  nearly  3  0  percent  of  all  people  reached 
through  group  sessions,  which  mostly  emphasize  HIV  prevention  and 
education.   During  the  July  to  December  reporting  period,  projects 
reached  over  29,000  adolescents  for  group  sessions  covering  HIV 
education  and  prevention. 

In  order  to  be  effective,  HIV  prevention,  education,  counseling  and 
testing  messages  must  be  tailored  to  the  unique  needs  of  youth  and 
delivered  by  youth  peers  and  sensitive  providers.   One  Title  IV 
project  (San  Francisco's  Project  AHEAD)  has  designed  and  conducted  a 
three-day  Youth  HIV  Counseling  and  Testing  program  for  youth-serving 
agencies.   This  training,  which  utilizes  peer  trainers  teamed  with 
other  project  personnel,  has  been  very  successful  and  will  be  offered 
to  other  Title  IV  programs.  In  addition,  other  Title  IV  programs  have 
successfully  incorporated  youth  in  the  development  of  various  models 
to  provide  education  and  support. 

On  March  3-5,  1995  HRSA  supported  (through  its  cooperative  agreement 
with  the  Institute  for  Family  Centered  Care)  the  first  national 
conference  for  HIV  Positive  Youth  focused  on  the  development  of 
leadership  skills.   This  conference  was  a  direct  result  of  the 
Bureau's  recognition  of  the  need  to  incorporate  the  participation  of 
Youth  Living  with  HIV  disease  in  the  design,  delivery  and  development 
of  AIDS  prevention  and  services  programs,  as  well  as  in  policy 
development,  at  the  national.  State,  and  local  levels.   The 
conference,  planned  by  youth  and  based  on  their  identified  needs,  was 
designed  to  result  in  the  development  of  action  plans  for  youth  to 
return  to  their  communities  and  be  more  involved  in  their  programs.   A 
total  of  62  individuals  attended  this  meeting.   Recommendations 
received  from  participants  will  serve  as  a  basis  for  directing  program 
activities  in  the  coming  year. 

In  order  to  enhance  access  to  research  protocols  and  support  the 
development  of  research  focused  on  the  needs  of  adolescents,  the 
Adolescent  Medicine  HIV/AIDS  Research  Network  was  established  through 
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an  interagency  agreement  between  HRSA's  Maternal  and  Child  Health 
Bureau,  the  National  Institute  of  Child  Health  and  Human  Development 
and  the  National  Institute  of  Allergies  and  Infectious  Diseases.  The 
purpose  of  this  network  is  to  plan  and  conduct  research  on  the 
medical,  biobehavioral ,  and  psychosocial  aspects  of  HIV/AIDS  including 
access  to  care  and  its  utilization  in  adolescents  infected  with  HIV. 
The  network  consists  of  clinicians  who  provide  comprehensive 
adolescent  HIV-related  health  care  and  support  services  as  well  as 
researchers.  The  group  will  design  the  research  agenda  for 
adolescents  and  establish  care  guidelines  for  adolescents.  The 
ultimate  goal  of  this  project  is  to  achieve  a  better  understanding  of 
HIV  disease  progression  and  co-morbidity  in  adolescents  and  thus 
improve  health  care  management. 


SUDDEN  INFANT  DEATH  SYNDROME 

Mr.  Dickey:   What  recent  advancements  have  been  made  in  the  area  of 
Sudden  Infant  Death  Syndrome  (SIDS)? 

Dr.  Sumaya:   In  1992,  the  American  Academy  of  Pediatrics  (AAP) 
stated,  'Based  on  careful  evaluation  of  existing  data  indicating  an 
association  between  Sudden  Infant  Death  Syndrome  (SIDS)  and  prone 
sleeping  position  for  infants,  the  Academy  recommends,  that  healthy 
infants  when  being  put  down  for  sleep,  be  positioned  on  their  sides  or 
back."  This  recommendation  is  supported  by  a  broad  coalition  of 
Federal  and  Private  partners  including  HRSA  and  its  Maternal  and  Child 
Health  Bureau  (MCHB)  who  are  active  members  of  the  AAP  Task  Force  on 
Infant  Sleeping  Position  and  SIDS.   Despite  the  fact  that  AAP's  first 
recommendation  on  infant  sleeping  position  was  issued  more  than  two 
years  ago,  many  children's  physicians  and  allied  health  workers  are 
not  actively  recommending  non-prone  sleeping  position  for  their 
patients. 

In  June  of  1994,  HRSA's  MCHB  and  other  coalition  members  responded  by 
launching  a  'Back  to  Sleep"  campaign  whose  purpose  is  to  increase 
public  awareness  about  the  recommendation  of  non-prone  sleeping 
position  for  infants.   The  "Back  to  Sleep"  campaign  is  being  promoted 
in  a  variety  of  ways.   Radio,  television  and  print  public  service 
announcements,  a  poster,  a  hospital  take-home  reminder  card  for  new 
mothers  and  crib  stickers  have  been  produced.  Also,  two  brochures 
have  been  developed,  one  for  parents,  baby  sitters,  and  others 
responsible  for  the  care  of  young  infants,  and  one  for  health  care 
providers.  A  national  toll-free  number  was  established  where  one  can 
get  more  information  on  infant  sleep  position  or  request  free 
brochures  or  other  materials  developed  for  the  campaign. 


NATIONAL  HEALTH  SERVICE  CORPS 

Mr.  Dickey:   Please  provide  a  progress  report  on  the  effectiveness  of 
the  National  Health  Service  Corps.   Please  provide  data  showing  the 
rate  of  retention  of  doctors  in  underserved  areas.  What  is  HRSA  doing 
to  increase  the  rate  of  retention  in  underserved  areas? 
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Dr.  Sumaya:   The  effectiveness  of  the  National  Health  Service  Corps 
lies  in  the  fact  that  today  3 . 8  million  people  who  would  otherwise 
lack  access  are  receiving  high-quality  primary  health  care  from  over 
1,900  dedicated  NHSC  professionals. 

In  over  20  years,  more  than  20,000  NHSC  clinicians  have  spent  all  or 
part  of  their  careers  going  where  others  chose  not  to  go,  serving  the 
most  vulnerable  people  in  our  society. 

Community-responsive  primary  care  by  NHSC  teams--with  emphasis  on 
prevention--lessens  the  impact  of  disorders  such  as  hypertension  and 
diabetes.   If  left  untreated,  these  disorders  can  result  in  high-cost 
emergency  room  care. 

Another  way  of  looking  at  NHSC  effectiveness  is  the  success  rate, 
defined  as  those  in  school,  those  who  are  in  service,  and  those  who 
have  already  completed  their  obligation  through  service  and/or 
repayment.   The  NHSC  success  rate  stands  at  97  percent. 

Retention  of  NHSC  clinicians,  when  defined  as  those  who  remain  at 
their  site  beyond  their  obligations,  has  improved  -  from  39  percent  in 
1991  to  53  percent  in  1994. 

HRSA  has  taken  many  steps  over  the  past  four  years  to  increase 
retention  in  underserved  areas  including: 

Conducting  focus  groups  and  surveys  to  determine,  from  those  on 
the  "front  line,"  what  would  be  most  helpful  to  them  in  remaining 
in  service  to  the  underserved; 

-  Adding  a  personal  interview  to  the  scholarship  application 
process; 

Initiating  a  series  of  annual  conferences  for  scholars  to  help 
prepare  them  to  practice  in  underserved  areas.   These  conferences 
also  guide  clinicians  on  how  to  choose  a  site  to  best  fit  their 
personal  and  professional  needs,  how  to  negotiate  a  contract  with 
the  site,  and  other  questions  to  ask; 

-  Distributing  a  resource  manual  for  students  who  receive 
scholarships.   It  contains  helpful  information  to  address  common 
issues  and  concerns.   This  manual  is  provided  to  scholars  at  the 
annual  conferences,  and  mailed  to  those  who  were  unable  to 
attend; 

Expanding  student  opportunities  in  underserved  areas  to  prepare 
those  committed  to  serve  the  underserved; 

-  Circulating  a  quarterly  newsletter,  "NHSC  In  Touch, "  written  for 
and  about  clinicians  and  scholars;  and 

-  Expanding  personal  contact  with  field  clinicians  once  on  site; 
promoting  their  involvement  in  clinical  networks;  assisting 
access  to  Continuing  Professional  Education  activities;  and 
addressing  concerns  prior  to  their  becoming  critical  practice 
issues. 
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NATIONAL  HEALTH  SERVICE  CORPS 

Mr.  Stokes:   According  to  the  justification,  the  Department  proposes 
to  consolidate  the  National  Health  Service  Corps  under  its  proposed 
Health  Professions  cluster.   What  is  the  rationale  for  this  proposal? 
As  the  Corps  has  a  significant  health  services  component,  would  it  not 
be  more  appropriate  to  include  it  in  your  proposed  health  services 
cluster? 

Dr.  Sumaya:   The  National  Health  Service  Corps  (NHSC)  scholarship, 
loan  repayment,  and  related  programs  have  as  their  principal  objective 
the  recruitment,  training,  and  placement  of  health  care  providers  for 
underserved  populations.   Since  the  primary  focus  of  NHSC  programs  is 
on  workforce  development,  it  is  appropriate  to  include  them  in  the 
proposed  Health  Professions  Workforce  Development  program  cluster. 

Under  the  proposed  Health  Professions  Workforce  Development  cluster, 
the  NHSC  programs  are  grouped  with  integrally  related  research  and 
data  operations.   The  focus  of  the  proposed  cluster  will  be  to  provide 
for  local  workforce  needs  and  to  assist  states  and  local  communities 
in  workforce  assessment,  planning  and  monitoring. 


HEALTH  PROFESSIONS  SHORTAGE  AREAS 

Mr.  Stokes:   According  to  your  opening  statement,  the  Health 
Professions  consolidation  would  stimulate,  promote,  and  implement 
changes  in  the  health  care  workforce  to  better  meet  the  nation's  needs 
including  to  help  address  the  shortage  of  primary  health  care 
providers,  increasing  the  supply  of  health  professions  for  underserved 
and  health  professions  shortage  areas,  and  to  increase  the  supply  of 
minority  health  professionals. 

So  often,  we  hear  that  there  are  too  many  doctors.   Yet,  a  number  of 
communities  are  underserved  and  there  remains  a  number  of  health 
professions  shortage  areas.   How  many  areas  are  designated  as  health 
professions  shortage  areas?  Has  there  been  an  increase  or  decrease  in 
this  designation  in  the  last  five  to  ten  years?  What  is  the  social 
and  economic  profile  of  such  areas? 

Dr.  Sumaya:   While  health  care  has  improved  for  many  Americans,  gaps 
in  access  to  care  have  actually  widened  for  many  economically 
disadvantaged  and  minority  populations  who  are  medically  underserved 
due  to  geographic,  financial,  cultural,  and  other  barriers.   The 
underserved  are  located  in  rural  areas  and  inner  cities,  which  all  too 
often  lack  the  appropriate  resources  to  provide  services,  especially 
primary  care  providers.   Health  professional  shortage  areas  (HPSAs)- 
are  located  in  many  of  these  rural  and  urban  locations. 

As  of  December  31,  1994,  there  were  2,736  designated  primary  medical 
HPSAs,  1,843  rural  and  893  urban.   On  December  31,  1984  and  1989, 
there  were  1,876  and  1,935  designated  HPSAs,  respectively.   The  number 
of  HPSAs  is  constantly  being  updated  for  hew  designations  and,  on 
occasion,  withdrawal  of  a  designation  when  a  review  of  updated  data 
indicates  that  an  area  no  longer  meets  the  HPSA  designation  criteria. 
However,  the  10  year  period  stated  above  definitely  indicates  an 
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increase  in  the  overall  numbers  of  HPSAs,  with  more  recent  increases 
in  the  past  four  years.   The  definition  of  a  HPSA  was  broadened  in 
1990  to  include  not  just  coiranunities,  but  also  facilities  operated  by 
a  city  or  county  health  department,  and  a  program  or  facility  operated 
by  a  tribe  or  tribal  organization. 

A  HPSA  is  an  area,  population  group  or  facility  designated  as  having  a 
shortage  of  medical  professionals.   The  criteria  include: 

a  defined  geographic  area  for  the  delivery  of  health  services; 

a  population-to-practitioner  ratio  of  at  least  3,500:1,  reducible 
to  3,000:1  if  unusually  high  need  is  indicated  taking  into 
consideration  poverty  level,  infant  mortality  rates  and  birth 
rates; 

-  birth  rates  of  more  than  100  births  per  year  per  1,000  women  aged 
15-44; 

-  infant  mortality  rate  of  more  than  20  infant  deaths  per  1,000 
live  births;  and 

-  poverty  rate:   more  than  20  percent  of  the  population  (or  of  all 
households)  have  incomes  below  the  poverty  level. 


HEALTH  PROFESSIONS 

Mr.  Stokes:   In  your  professional  judgement,  to  what  extent  would 
increasing  the  number  of  minority  health  care  providers,  including 
primary  care  providers,  specialists,  nurses,  and  allied  health 
professionals,  help  to  alleviate  the  shortage  of  health  professionals 
for  underserved  and  health  professions  shortage  areas? 

Dr.  Sumaya:   Increasing  the  number  of  minority  health  care  providers 
is  an  instrumental  component  of  our  effort  to  alleviate  the  health 
professions  needs  in  underserved  areas  and  communities.   The  GAG 
concluded  that  there  is  "inconclusive"  support  for  the  premise  that 
increasing  minority  representation  within  the  health  professions  will 
improve  access  to  care  for  underserved  populations.   However,  various 
independent  studies  have  established  that  investments  in  minority 
physician  recruitment  and  retention  have  paid  disproportionately 
beneficial  dividends  towards  meeting  the  needs  of  the  underserved. 
Although  there  is  less  comprehensive  data  available  to  determine  the 
impact  of  minority  nurses  and  allied  health  providers  on  underserved 
communities,  it  is  logical  to  assume  that  the  trends  of  these  groups 
mirror  those  of  minority  physicians. 

Minority  physicians  have  contributed  proportionately  more  towards 
furthering  our  national  policy  goals  of  increasing  health  services  to 
underserved  groups  than  non-minority  physicians.   Minority  physicians 
are,  on  average: 

•   Nearly  twice  as  likely  as  non-minority  physicians  to  practice 
in  a  health  manpower  shortage  area. 
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significantly  more  likely  to  provide  primary  care  services 
than  non-minority  physicians. 

Substantially  more  likely  to  serve  minorities  and  other 
disadvantaged  groups  than  non-minority  physicians. 

Likely  to  serve  nearly  twice  the  percentage  of  Medicaid 
recipients  as  are  non-minority  physicians. 

Additionally,  it  is  important  to  recognize  the  impact  that  increasing 
the  supply  of  minority  providers  has  in  overcoming  qualitative 
barriers  to  minority  health  care  problems  which  predominate  in 
medically  underserved  areas.   Minority  health  care  providers  bring 
about  a  better  understanding  of  the  cultural  and  social  context  of 
illness  and  disability  among  minorities.   As  a  result,  they  are  more 
likely  to  communicate  effectively  with  minority  patients  than 
non-minority  providers.   Additionally,  cultural  compatibility 
increases  the  likelihood  that  patients  will  accept  these  services. 

Overall,  investments  in  diverse  minority  providers  support  our 
national  goals  of  alleviating  the  health  care  needs  of  the 
underserved.   Through  minority  provider  recruitment  and  retention,  we 
stand  to  improve  access  and  quality  of  care  for  underserved 
populations  nationwide. 

Mr.  Stokes:   The  Conference  Report  that  accompanied  the  FY  1995 
Appropriations  Bill  included  language  calling  for  the  Agency  to  make 
all  health  professions  disciplines,  made  eligible  by  statue,  be 
allowed  to  participate  in  the  Scholarships  for  Disadvantaged  Students 
program.   Language  was  also  included  that  calls  for  the  Agency  to  take 
steps  necessary  to  increase  the  representation  of  African  Americans  in 
the  fields  of  nursing.   The  report  further  indicated  that  an  update 
was  expected  on  each  of  these  matters  prior  to  the  FY  1996  hearing,  no 
update  has  been  provided.   Provide  the  requested  detailed  update  for 
the  record. 

Dr.  Sumaya:   The  report  for  the  Scholarships  for  Disadvantaged 
Students  program  was  transmitted  to  the  Congress  on  February  24,  1995. 
The  report  concerning  African  Americans  in  the  fields  of  nursing  has 
recently  been  completed  by  the  HRSA  and  is  being  reviewed. 


ALLIED  HEALTH 

Mr.  Stokes:  I  noticed  that  the  proposal  recommends  lumping  Allied 
Health  Demonstration  Grant  activities  into  an  Enhanced  Area  Health 
Education  Program.   How  will  this  work? 

Dr.  Sumaya:   All  current  grantees  will  continue  to  receive  funding 
through  the  end  of  the  approved  project  period  for  the  particular 
project.   As  decreased  funding  is  needed  for  current  projects,  the 
funds  available  for  the  new  authority  would  increase,  and  competitive 
awards  would  be  given  to  projects  under  the  new  authority.   This  would 
provide  time  for  current  programs  to  develop  collaborative 
applications  under  the  new  authority. 
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Mr.  Stokes:   As  you  know,  these  limited  Allied  Health  grants  are 
primarily  for  demonstration  purposes  --  to  find  out  what  works  so  the 
programs  that  do  work  can  serve  as  models  for  other  training  settings 
around  the  country.   It  seems  to  me  that  this  is  a  good  use  of  funds, 
but  under  the  proposal  it  appears  that  this  will  no  longer  be 
possible.   What  is  your  view? 

Dr.  Sumaya:   Demonstration  projects  are  important  as  you  state  in 
finding  out  what  works.   The  new  authority  does  emphasize  eligible 
entities  would  compete  to  plan  or  carry  out  cooperative  arrangements 
to  provide  for  innovative  demonstration  projects.   This  new  authority 
builds  on  the  success  of  current  grant  programs  such  as  the  allied 
health  project  grants.   The  new  authority  emphasizes  community  based 
programs,  interdisciplinary  training,  and  special  health  needs  of  the 
aging  and  rural  populations  which  have  been  among  the  purposes  of  the 
allied  health  projects.   The  new  authority  would  be  more  comprehensive 
and  flexible  in  addressing  these  needs,  as  well  as  improving  health 
workforce  cjuality  and  distribution. 


RESCISSIONS 

Mr.  Stokes:   The  recently  reported  House  Bill  includes  approximately 
$1.7  billion  in  cuts  and  program  terminations  within  the  Department  of 
Health  and  Human  Services.   Approximately  $82  million  of  the  rescinded 
funds  would  come  from  your  agency.   This  rescission  level  includes  a 
$10  million  funding  reduction  for  Healthy  Start,  a  $12.5  million 
reduction  in  funding  for  the  National  Health  Service  Corps,  and  a 
number  of  other  program  reductions  as  well. 

I  think  it  is  absolutely  essential  that  we  realize  --  that  in  the 
rescission  process,  --  we  are  not  just  cutting  dollars.   In  fact,  in 
many  instances,  we  are  reducing  the  quality  of  life  for  America's  most 
vulnerable  citizens:   The  children;  the  elderly;  and  the  veterans. 
Would  you  highlight  for  the  Committee  the  "people  impact"  for  Healthy 
Start  and  for  the  National  Health  Service  Corps? 

Dr.  Sumaya:   The  Healthy  Start  rescission  would  reduce  the  amount 
available  for  the  original  fifteen  Healthy  Start  communities.   Based 
on  data  submitted  by  the  projects  a  reduction  of  this  magnitude  could 
have  the  following  outcome  impact,  or  some  combination  of  impact  based 
on  decisions  at  the  project  level  of  what  services  to  curtail: 

•  2,200  pregnant  women  would  not  receive  primary  care  and  other 
comprehensive  services  in  neighborhood-based  one-stop  shopping 
centers; 

•  Another  32,500  prenatal  visit  appointment  slots  would  be 
eliminated; 

•  4,000  pregnant  women  would  not  receive  outreach,  case 
management  or  home  visiting  services; 

•  1,150  pregnant  women  currently  incarcerated  would  not  receive 
case  management  services  or  other  comprehensive  prenatal 
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services  and  would  not  be  linked  with  primary  care  providers 
upon  release; 

•  3,000  pediatric  appointment  slots  would  be  eliminated; 

•  140  women/ families  would  not  receive  essential  mental  health 
services; 

•  327  pregnant  homeless  women  would  not  receive  perinatal 
services; 

•  5,800  clients  would  not  receive  child  care  or  transportation 
services  so  that  they  could  access  the  necessary  health 
services; 

•  3,267  clients  would  not  receive  skill  and  job  training;  and 

•  4,000  teens  could  not  participate  in  programs  that  encourage 
the  development  of  positive  parenting  skills,  healthy 
lifestyles,  and  self  esteem. 

For  the  National  Health  Service  Corps,  the  reduction  would  eliminate 
funding  for  approximately  125  Federal  scholarships  and  loan  repayment 
agreements.   This  reduction  would  mean  that  over  300,000  underserved 
individuals  would  be  deprived  of  the  services  of  a  NHSC  provider. 

Mr.  Stokes:   Are  there  specific  rescissions  within  your  Agency's 
account  which  would  really  fall  into  the  "penny  wise  a  pound  foolish" 
category  with  respect  to  the  health  problems  that  would  result  in  the 
long-term? 

Dr.  Sumaya:   The  information  follows: 

Yes,  this  would  be  the  case  particularly  with  regard  to  the  National 
Health  Service  Corps  which  increases  the  supply  of  primary  care 
providers  to  underserved  populations.   The  recommended  rescission 
would  ultimately  deny  primary  health  care  to  over  300,000  underserved 
individuals.   In  the  long  term,  it  could  very  well  be  more  expensive 
to  treat  the  secondary  effects  of  the  health  problems  of  these 
individuals.   Such  services  are  very  likely  to  be  provided  in  more 
expensive  settings,  such  as  hospital  emergency  rooms. 

The  NHSC  is  often  the  only  source  of  providers  to  care  for  people  in 
communities  with  high  rates  of  infant  mortality,  poverty,  substance 
abuse,  and  other  problems.   Over  the  years,  the  programs  served  by  the 
NHSC  have  been  successful  in  improving  health  status  and  reducing 
costs  for  these  patients  through  comprehensive,  case-managed  care.   In 
addition  to  reduced  mortality  and  morbidity  rates,  the  individuals 
served  have  lower  hospital  admission  rates,  shorter  lengths  of  stay, 
and  make  less  inappropriate  use  of  hospital  emergency  rooms. 

By  providing  the  preventive  and  primary  health  care  to  individuals  who 
do  not  have  access  to  such  care  is  a  cost  effective  strategy  for 
addressing  the  health  needs  of  the  Nation's  underserved  populations. 
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FY  1995  was  supposed  to  be  the  peak  year  for  the  Healthy  Start  program 
and  FY  1996  began  the  phase-out  of  Federal  funds  for  these  projects. 
In  addition  to  reducing  services  the  grantees  would  be  affected  by 
limited  resources  for  data  collection  and  working  toward 
sustainability  of  program  issues. 

Proposed  rescissions  of  FY  1995  funds  appropriated  for  the  Organ 
Transplantation  program.   The  Organ  Procurement  and  Transplantation 
Network  (OPTN)  is  the  mechanism  by  which  donated  organs  are  allocated 
to  patients  on  the  waiting  list.   Each  year  about  16,000  patients  are 
matched  to  a  donor  through  this  system  and  the  OPTN  was  established 
initially  by  Congress  to  ensure  that  there  would  be  equal  treatment  of 
all  patients  requiring  a  transplant.   There  are  now  over  38,000 
patients  waiting  and  the  OPTN  ensures  these  38,000  people  a  fair 
chance  of  receiving  an  organ. 

Likewise,  the  Scientific  Registry  of  Transplant  Recipients  serves  an 
extremely  important  function  in  scientific  research  and  evaluation  of 
individual  transplant  center  performance.   It  makes  organ 
transplantation  unique  among  all  fields  of  medicine,  in  that  the 
Registry's  Center-Specific  Survival  Rate  Report,  the  actual  and 
expected  survival  rates  of  all  transplant  programs  are  calculated  and 
available  to  the  public. 

These  data  are  used  both  to  evaluate  individual  transplant  program 
performance  and  to  inform  insurers  and  the  public  about  which  centers 
do  well  and  which  do  poorly.   If  the  program  is  without  any  government 
funding  support  and  oversight  the  willingness  of  transplant  centers 
and  organ  procurement  organizations  to  voluntarily  comply  with  OPTN 
polices  would  be  seriously  impaired.   Federal  oversight  is  essential 
because  the  government  through  the  Medicare  program  pays  for  60-70 
percent  of  all  organ  transplants. 

The  proposed  rescission  of  $4.5  million  of  the  FY  1995  appropriation 
for  the  Trauma  Care  program.  This  program  was  established  to  address 
the  erosion  of  existing  trauma  care  systems  and  to  revitalize  trauma 
care  system  development  in  the  United  States.  Trauma  is  the  leading 
cause  of  death  for  ages  1-44.   It  is  responsible  for  2.8  million 
hospitalizations  and  the  loss  of  150,000  lives  annually.  Trauma 
results  in  estimated  annual  direct  federal  costs  of  $9  billion  in 
medical  payments  and  $13  billion  for  death  and  disability  payments. 
It  has  been  estimated  that  25,000  (of  150,000)  trauma  deaths  annually 
are  preventable.   Multiple  studies  have  demonstrated  that 
implementation  of  trauma  care  systems  results  in  a  50-80%  reduction  in 
preventable  deaths.   A  conservative  50%  reduction  in  preventable 
deaths  translates  to  a  savings  estimate  of  $1.2  billion  in  direct 
federal  costs  annually. 

The  rescission  would  eliminate  funds  for  State  Offices  of  Rural  Health 
($3.8  million).   State  Offices  of  Rural  Health  are  assisting  rural 
communities  in  the  recruitment  and  retention  of  health  care  providers 
and  the  development  of  integrated  networks  of  care. 

Mr.  Stokes:   What  is  the  cost  benefit  of  the  Healthy  Start  program, 
what  percent  of  those  in  need  are  we  serving? 
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Dr.  Sumaya:   The  Healthy  Start  Initiative,  a  demonstration  program, 
was  developed  to  address  persistently  high  rates  and  extreme  ethnic 
variances  of  infant  mortality  in  this  country.   Fifteen  projects,  each 
in  communities  with  infant  mortality  at  least  1.5  times  greater  than 
the  national  average,  were  selected  in  1991  to  implement  innovative 
programs  and  strategies  with  the  goal  of  reducing  infant  mortality  by 
50  percent  in  five  years.   A  cost  benefit  study  was  not  within  the 
scope  of  this  demonstration. 

To  date,  community-based  systems  of  care,  which  foster  comprehensive 
prenatal  and  other  health  care  services  along  with  facilitating  social 
and  support  services,  has  been  implemented  in  15  rural  and  urban 
Healthy  Start  areas  serving  women,  infants,  children  and  their 
feimilies.   The  Healthy  Start  program  has  had  a  strong  and  valuable 
impact  in  addressing  health,  social  and  economic  issues  in  addition  to 
reducing  the  incidence  of  low  birth  weight  births  which  could  save 
hundreds  of  millions  of  dollars  in  neonatal  intensive  care  costs,  and 
saving  babies  lives.   The  Healthy  Start  experience  with  involving 
communities  in  public  health  programs  can  be  used  as  a  learning  lab 
for  both  urban  and  rural  communities  across  the  country. 

There  are  approximately  6  million  people  residing  in  the  22  Healthy 
Start  communities,  15  original  and  7  special  projects.   The  Healthy 
Start  infant  mortality  reduction  interventions  target  1.6  million 
women  of  childbearing  age  while  service  provisions  are  focused  more 
specifically  on  pregnant  and  parenting  women.   The  public  information 
and  education  efforts  which  raise  public  awareness  of  the  problems  of 
infant  mortality  and  promote  healthy  behaviors  reach  all  residents  of 
the  communities. 

RYAN  WHITE  AIDS  PROGRAMS 

Mr.  Stokes:   The  FY  1996  budget  request  includes  a  $91  million,  or  a 
14  percent  increase  for  the  President's  investment  initiative  for  the 
Ryan  White  AIDS  programs.   Specifically,  to  what  extent,  will  the 
funds  allocated  for  this  program  be  targeted  to  populations  that  are 
most  at-risk  for  AIDS  the  HIV  infection? 

Dr.  Sumaya:   The  Ryan  White  CARE  Act  represents  a  targeted  Federal 
effort  to  support  local  and  State  care  for  persons  living  with  HIV  and 
this  process,  over  the  past  four  years,  has  led  to  the  development  and 
enhancement  of  systems  of  care  to  provide  comprehensive  services  to 
persons  living  with  HIV  disease.   The  clients  served  by  the  CARE  Act 
closely  parallel  the  demographics  of  the  HIV  epidemic  locally  and 
nationally.  Although  all  CARE  Act  Titles  are  responsible  for 
providing  HIV  care  at  early  to  mid-stages  of  HIV  infection,  Title 
Ill(b)  provides  targeted  assistance  to  community  health  centers  and 
other  providers  serving  populations  at  high  risk  in  order  to  develop 
and/or  expand  their  capacity  to  provide  early  identification  and 
intervention  care.  Specifically,  the  goals  are  to:  (a)  identify  people 
at  the  earliest  stage  of  infection  in  order  to  get  them  into  care, 
which  in  turn  can  prevent  or  delay  the  onset  of  symptoms  and 
opportunistic  diseases;  and  (b)  reduce  the  risk  of  transmission 
through  intensive  counseling,  education  and  follow-up.   Our  request 
for  Title  Ill(b)  is  $62,568,000,  an  increase  of  $10,250,000  over  the 
Fiscal  Year  1995  appropriation. 
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Title  Ill(b)  also  has  proven  to  be  a  useful  mechanism  for  targeting 
resources  to  emerging  populations  and  geographic  areas  with  increasing 
HIV/AIDS  cases.  For  example.  Title  III (b)  funds  primary  health  care  in 
lower  incidence  cities  and  rural  areas  that  are  emerging  as  epidemic 
areas  but  are  not  yet  entitled  to  Title  I  coverage.   In  this  capacity. 
Title  Ill(b)  addresses  gaps  in  coverage  and  increases  the  CARE  Act's 
ability  to  quickly  and  effectively  respond  to  the  constantly  changing 
HIV  epidemic. 

Because  Title  Ill(b)  funded  providers  focus  on  identifying  people  at 
risk  for  HIV  to  prevent  them  from  becoming  infected,  as  well  as  on 
people  who  are  already  infected  at  the  earliest  possible  stage  to 
provide  care  and  to  reduce  the  risk  of  transmission,  HIV  counseling 
and  testing  is  emphasized  as  a  fundamental  component  of  Ill(b)  beyond 
that  of  other  CARE  Act  Titles. 


OB/GYN 

Mr.  Stokes:   There  has  been  an  increasing  call  to  designate  OB/GYN 
specialists  as  primary  care  specialists.   What  is  your  professional 
judgement  response  to  this  issue? 

Dr.  Sumaya:   The  judgement  of  the  HRSA  is  that  generalist  physicians 
should  be  trained  in  a  broad  set  of  competencies  to: 

care  for  an  entire  population  in  office,  hospital,  and 
residential  settings; 
provide  comprehensive  preventive  care; 
evaluate,  diagnose,  and  treat  common  complaints  and 
conditions; 
•   provide  ongoing  care  for  chronic  illnesses  and  behavioral 
conditions;  and 

seek  appropriate  consultation  and  referral  for  needed 
specialized  services. 

The  HRSA  has  concluded  that  the  training  components  most  suited  for 
these  skills  are  extensively  required  in  training  programs  for  family 
physicians,  general  internists,  and  general  pediatricians,  and  that 
these  should  be  viewed  as  the  generalist,  or  primary  care,  specialties 
in  the  United  States.   In  one  study,  these  three  specialties  each 
required  over  90  percent  of  60  specific  generalist  competencies  in 
their  residency  training  programs.   In  contrast,  OB/GYN  residency 
programs  required  fewer  than  one-half  of  the  60  competencies  in  their 
specialty  training  programs. 

The  HRSA  believes  that  inclusion  of  other  specialties  as  appropriately 
trained  in  generalist  medicine  is  reasonable,  but  should  be  based  an 
analysis  of  training  requirements  that  emphasize  broad  capabilities  in 
primary  care  practice.   For  its  part,  OB/GYN  has  just  approved 
residency  training  components  that  address  generalist  competencies  to 
a  much  greater  degree,  to  be  implemented  in  1996. 

At  the  present  time,  the  position  that  the  generalist  specialties  are 
family  practice,  general  internal  medicine,  and  general  pediatrics, 
seems  reasonable.   This  position  is  currently  shared  by  such  key 
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bodies  as  the  Council  on  Graduate  Medical  Education,  the  Physician 
Payment  Review  Commission,  and  the  Association  of  American  Medical 
Colleges. 


MINORITY  HEALTH  PROFESSIONS 

Mr.  Stokes:   How  would  the  Agency  propose  to  consolidate  health 
professions  training  to  preserve  and  ensure  continued  emphasis  on 
minority  health  professions  schools?  Under  the  proposal,  to  what 
extent  would  resources  be  reduced  or  stagnated? 

Dr.  Sumaya:   The  partnership  would  not  only  provide  greater 
administrative  efficiency,  but  also  promote  comprehensive  programs 
involving  community  and  educational  institution  linkages;  measurable, 
outcome  oriented  initiatives  to  increase  the  numbers  of  disadvantaged 
students  and  faculty  in  health  professions  schools;  and  research  and 
community  outreach  addressing  minority  health  issues  will  be  strongly 
competitive.   The  minority  health  professions  schools  should  be  in  a 
very  good  competitive  position  for  such  resources. 

Levels  of  resources  for  minority  health  professions  schools  cannot  be 
predicted.   Fewer,  more  comprehensive  awards  are  projected  under  the 
proposed  cluster  provisions. 

Mr.  Stokes:   Congress  has  been  able  to  support  these  institutions 
{minority  health  professions  schools)  with  targeted  resources,  and 
now,  while  competitively  gained,  resources  are  being  pulled  away  from 
these  institutions.   Will  the  Agency's  proposed  legislation  that  the 
Agency  plans  to  send  to  the  Congress  address  this  matter? 

Dr.  Sumaya:   The  Administration's  legislative  proposals  for  clustering 
Title  VII  and  VIII  authorities  do  not  target  specific  institutions  for 
set-aside  purposes.   However,  the  proposed  Minority/Disadvantaged 
Health  Professions  Cluster,  in  its  quest  to  address  community  needs 
for  disadvantaged/minority  health  professionals,  includes  a  preference 
in  the  award  of  grants  for  projects  that  involve  more  than  one  health 
professions  discipline  and/or  training  institution  and  have  a  good 
record  of  retention  and  graduation  of  individuals  from  disadvantaged 
backgrounds.   With  respect  to  the  minority  health  professions  schools 
it  is  believed  they  are  now  in  a  very  strong  position  to  compete  on  an 
equal  basis  with  other  applicants  for  the  resources  available. 

EMPLOYMENT 

Mr.  Stokes:   With  respect  to  your  agency,  specifically,  what  has  been 
the  impact  of  affirmative  action  on  employment  opportunities  for 
minorities  and  women? 

Dr.  Sumaya:   As  part  of  the  affirmative  employment  planning  process, 
HRSA  tracks  opportunities  broadly  defined  as  the  affirmative  chances 
management  officials  have  to  change  the  representation  of  minorities 
and  women  in  the  workforce.   For  this  analysis,  opportunities  are 
divided  into  two  categories:   External  and  Internal.   External 
opportunities  are  hires  new  to  the  Federal  government.   Internal 
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opportunities  are  promotions,  separations,  reassignments,  conversions, 
downgrades . 

External  opportunities 

At  the  end  of  FY  1994,  there  were  13  hires  in  the  Agency.   Of  the  13, 

7  (53.8%)  were  minorities  and  women. 

Internal  Opportunities 

The  focus  was  on  promotions  and  separations.  There  were  245  promotions 
in  the  agency  in  FY  1994  and  of  these,  214  (87.3%)  were  minorities  and 
women . 

With  regard  to  separations,  there  were  101  separations  during  FY  1994. 
Of  the  101,  76  (75.2%)  were  minorities  and  women.   Due  to  streamlining 
and  budget  constraints,  HRSA  has  been  subject  to  an  internal  agency 
freeze,  as  well  as  a  PHS  freeze,  during  almost  all  of  FY  1994.   A 
freeze  was  imposed  on  HRSA  in  October  1993  that  prohibited 
promotions/appointments  to  senior  level  positions  (grade  14  and 
above) ,  and  a  PHS  freeze  in  December  1993  that  limited  accessions  of 
staff  to  PHS. 

One  of  the  goals  of  the  multi-year  affirmative  en^loyment  plan  was  to 
increase  the  representation  of  women  in  grades  GS  13-15  by  10  percent. 
In  the  years  FY  1987  through  FY  1992,  female  representation  in  grades 
GS  13-15  increased  by  10.7  percent.   As  of  the  end  of  FY  1994,  women 
in  grades  GS  13-15  represent  28.3  percent  of  the  agency's  total  GS 
worlcforce. 

Mr.  Stolces:   Specifically,  what  has  been  the  impact  of  affirmative 
action  on  the  preparation  of  minorities  and  women  for  career 
advancement  within  your  agency? 

Dr.  Suraaya:   Relative  to  the  impact  of  affirmative  action  on  the 
preparation  of  minorities  and  women  for  career  advancement  within 
HRSA,  an  analysis  of  training  incidences  during  the  first  half  of  FY 
1994  showed  that  410  training  incidences  occurred  during  this  period 
in  the  GS  category.   Of  the  410,  325  (79.3%)  were  minorities  and 
women.   At  the  SE  level,  2  (50%)  were  minority  females. 

The  Agency's  Division  of  Personnel  highly  encouraged  managers  to 
utilize  the  Career  Opportunity  Training  Agreement  (COTA)  for  internal 
recruitment  activities.  As  a  result,  11  vacancies  were  advertised  as 
COTA  positions.   Four  (36.4%)  of  these  were  in  HRSA  FEORP  positions. 
The  selectees  for  these  four  positions  were  minorities  and  women. 

Use  of  the  COTA  as  a  developmental  tool  for  utilizing  our  own 
en^loyees  in  meeting  staffing  needs  and  as  a  tool  for  providing 
opportunities  for  minorities  and  women  was  one  of  HRSA's  most 
successful  "best  practices."  We  want  to  continue  to  encourage  the 
establishment  of  more  and  more  trainee  positions  that  will  provide  the 
training  and  experience  required  for  candidates  to  enter  new 
occupational  fields. 
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NURSING  PROGRAMS  UNDER  HEALTH  PROFESSIONS 

Ms.  Lowey:   The  FY  1996  budget  includes  proposed  rescissions  under  a 
number  of  different  accounts.   I  am  concerned  by  proposed  rescissions 
of  funds  under  the  FY  1995  budget  for  programs  that  support  the 
nursing  profession.   As  I  understand  it,  the  Administration  proposes 
to  rescind  about  $1  million  from  each  of  the  nursing  programs  under 
the  Health  Professions  programs.  The  FY  1996  budget  proposal  then 
consolidates  the  nursing  programs  and  keeps  funds  at  basically  the 
revised  FY  1995  baseline  level. 

I  believe  strongly  that  nursing  is  an  appropriate  investment.   It  is  a 
way  of  providing  appropriate  treatment  for  many  patients  at  low  cost 

--  and  nurses  also  often  provide  patients  with  education  on 
prevention. 

Is  it  the  Administration's  intention  to  continue  to  support  nursing  as 
an  important  component  of  the  health  care  infrastructure? 

Dr.  Sumaya:   I  agree  with  you.   Nursing  has  been  one  of  our  best 
investments  and  essential  to  the  delivery  of  quality  health  care 
regardless  of  the  setting.   In  addition,  advanced  practice  nurses  such 
as  nurse  practitioners  and  nurse  midwives  have  demonstrated  that  they 
provide  accessible,  high  quality,  cost  effective  primary  care  to 
underserved  populations.   For  these  reasons,  we  see  nursing  as  an 
essential  con^onent  of  the  health  care  infrastructure  and  the  focus  of 
a  cluster.  Nursing  Education  Practice  Cluster. 

Ms.  Lowey:   How  do  you  see  the  Nursing  Education/Practice  Cluster 
working? 

Dr.  Sumaya:   The  nursing  cluster  restructures  Title  VIII  nurse 
education  authorities  to  provide  for  a  comprehensive,  flexible,  and 
effective  authority  for  Federal  support  of  nursing  workforce 
development.  The  programs  affected  are  Nursing  Special  Projects, 
Advanced  Nurse  Education,  Nurse  Practitioner/Nurse  Midwife  Education, 
Professional  Nurse  Traineeships,  Nurse  Anesthetist  Training,  and 
Nursing  Education  Opportunities  for  Individuals  from  Disadvantaged 
Backgrounds.   The  existing  nursing  programs  would  be  clustered  under 
the  following  headings: 

Strengthening  Capacity  for  Basic  Nurse  Education  and  Practice; 

Nurse  Practitioners,  Nurse  Midwives,  and  Other  Advanced 
Practice  Nurses;  and. 

Increasing  Nursing  Workforce  Diversity. 

More  specifically,  this  cluster  would  focus  on  meeting  national 
nursing  service  goals  by  strengthening  basic  nurse  education  and 
practice,  training  of  advanced  practice  nurses,  clinical  nurse 
specialists  and  public  health  nurses,  and  enhancing  the  ethnic  and 
racial  diversity  in  nursing  education  and  practice. 


627 


It  is  expected  that  this  cluster  would  provide  a  more  systematic 
approach  to  addressing  high-priority  national  nursing  needs,  as  well 
as  meeting  emerging  service  requirements.   The  cluster  would  promote 
increases  in  numbers  of  nurses  trained  to  provide  services  in  schools 
and  other  community  settings,  and  the  numbers  of  nurse  anesthetists 
trained  to  provide  services  in  rural  and  other  underserved  settings. 

Activities  of  the  National  Advisory  Council  on  Nurse  Education  and 
Practice  on  a  variety  of  issues  related  to  nurse  supply,  education, 
and  practice  improvement,  would  be  supported. 
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JUSTIFICATION  OF  THE   BUDGET  ESTIMATES 

DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
PUBLIC   HEALTH   SERVICE 

HEALTH  RESOURCES  AND  SERVICES  ADHINISTRATION 

_EI£_  Amount  Pace  No. 

Health  Resources  and  Services 1,666  $3,096,395,000  1 

Medical  Facilities  Guarantee  and  Loan  Fund.    8,000,000  143 

Health  Education  Assistance  Loans 18  63,966,000  153 

Vaccine  Injury  Conipensation  Program 110,000,000  167 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

HEAETH  RESOURCES  AND  SERVICES  AIMINISTRATION 
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E.  Maternal  and  child  health 96 

1 .  MCH  block  grant 96 

2 .  Healthy  start  initiative 98 

3 .  Emergency  medical  services  cluster 101 

F .  Health  resources  development 103 
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HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 

HEALTH  RESOURCES  AND  SERVICES 

PROGRAM  OPERATIONS 

For  carrying  out  titles  II,  III,  VII,  VIII,  X.  XII,  XVI,  XIX,  and  XXVI  of 
the  Public  Health  Service  Act,  section  427(a)  of  the  Federal  Coal  Mine  Health 
and  Safety  Act,  title  V  of  the  Social  Security  Act,  the  Health  Care  Quality 
Iinprovement  Act  of  1986,  as  amended.  Public  Law  101-527,  and  the  Native 
Hawaiian  Health  Care  Act  of  1988,  as  amended,  [$3,0S6,203,000] 
$3,087,035,000^,   of  which  $411,000  shall  remain  available  until  expended  for 
interest  subsidies  on  loan  guarantees  made  prior  to  fiscal  year  1981  under 
part  B  of  title  VII  of  the  Public  Health  Service  Act:  Provided,   That  when  the 
Department  of  Health  eind  Human  Services  administers  or  operates  an  enqployee 
health  program  for  any  Federal  department  or  agency,  payment  for  the  full 
estimated  cost  shall  be  made  by  way  of  reimbursement  or  in  advance  to  this 
appropriation:  Provided  further.   That  of  the  funds  made  available  under  this 
heading,  $933,000  shall  be  available  until  expended  for  facilities  renovations 
at  the  Gillis  W.  Long  Hcinsen's  Disease  Center:   Provided  further.  That  in 
addition  to  fees  authorized  by  section  427(b)  of  the  Health  Care  Quality 
Improvement  Act  of  1986,  fees  shall  be  collected  for  the  full  disclosure  of 
information  under  the  Act  sufficient  to  recover  the  full  costs  of  operating 
the  National  Practitioner  Data  Bank,  and  shall  remain  available  until  expended 
to  carry  out  that  Act:  Provided  further.   That  [of  the  amounts  available  for 
Area  Health  Education  Centers,  $24,625,000  shall  be  for  section  746(i){l)(A) 
of  the  Health  Professions  Education  Extension  Amendments  of  1992, 
notwithsteinding  section  746 (i) (1) (C)':   Provided  further.  That  no  more  than 
$5,000,000  is  available  for  carrying  out  the  provisions  of  Public  Law  102- 
501]'  the  Secretary  shall  use  amounts  available  for  section  2603(b)   of  the 


^   Excludes  $15,360,000  for  the  National  Bone  Marrow  Registry,  which  has 
been  transferred  from  the  National  Institutes  of  Health. 

^  Not  needed  under  proposed  Performance  Partnerships. 

^  Legislative  proposal  will  be  submitted. 
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Public  Health  Service  Act  as  necessary  to  ensure  that  FY  1996  grant  awards 
made  under  section  2603(a)   of  such  Act  to  eligible  areas  that  received  such 
grants  in  FY  1995  are  not  less  than  the  FY  1995  level.    (Department  of  Health 
and  Human  Services  Appropriations  Act,  1995.) 
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HEALTH  RESOURCES  AND  SERVICES 
Language  Analysis 


Language  Provision 

...of  the  amounts  available  for  Area 
Health  Education  Centers, 
$24,625,000  shall  be  for  section 
746(i)(l)(A)  of  the  Health 
Professions  Education  Extension 
Amendments  of  1992,  notwithstanding 
section  746(i) (1) (C) . 


Bamlanation 

The  language  proposed  for  deletion 
is  no  longer  needed  as  the  authority 
for  the  Area  Health  Education 
Centers  has  expired.  New 
authorization  language  has  been 
proposed. 


...no  more  than  $5,000,000  is 
available  for  carrying  out  the 
provisions  of  Public  Law  102-501. 


The  language  proposed  for  deletion 
is  no  longer  needed.  A  new 
legislative  proposal  will  be 
submitted  to  amend  the  Public  Health 
Service  Act  regarding  Tort  Claim 
payments  which  would  allow  HRSA  to 
transfer  funds  from  the 
Community/Migrant  health  cluster. 


The  Secretary  shall  use  amounts 
available  for  section  2603(b)  of  the 
Public  Health  Service  Act  as 
necessary  to  ensure  that  FY  1996 
grant  awards  made  under  section 
2603(a)  of  such  Act  to  eligible 
areas  that  received  such  grants  in 
FY  1995  are  not  less  than  the 
FY  1995  level. 


Under  existing  statute,  fifty 
percent  of  Ryan  Vfhite  Title  I  funds 
availiUsle  are  awarded  according  to  a 
formula,  based  in  part,  on  the 
number  of  AIDS  cases  in  the  Extended 
Metropolitan  Area.  The  remainder  is 
awarded  conc>etitively  to  areas  that 
demonstrate  the  greatest  need  and 
the  ability  to  use  the  funds 
pronptly  and  effectively  to  improve 
client  services.  Currently,  there 
is  no  authority  to  increase  the 
amount  available  for  formula  grants 
to  more  than  50  percent  of  the  Title 
I  appropriation.  The  language 
proposed  %«>uld  assure  that  the 
formula  grants  to  areas  funded  in  FY 
1995  are  held  harmless  in  FY  1996. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

HEALTH  RESOURCES  AMD  SERVICES  ADMINISTRATICm 

Health  R«Bourc«s  and  Services 

AmountB  Avllabl*  for  Qblioation  ^' 

1995 
1994       199S  Adjusted     Current        1996 

Actual      Anproprlatlon Rgrjimir.f!  *'   KHr.Jmat-.ft 

Appropriation $2,926,381,000  $3,056,203,000  $3,056,203,000  $3,087,035,000 

Rent  reduction  purstiant 

to  P.L.  103-333 -144.000       -144,000  

Cash  avfard  reduction  pursuant 

to  P.L.    103-333 -360,000  -360,000  

Program  Reorganization  from  NIH 

Bone  Marrow  Program.  +15,360,000 

Real  Transfer  from  PHS 

Emergency  Fund +10,000.000  

Real  Transfer  to  Health 

Center  Malpractice 

Claims  Fund -5,000,000  -5,000,000  

Conqjarable  Transfer  from 

Health  Centers  Malpractice 

Claims  Fund +5,000,000  +5,000,000  

Comparable  Transfer  from  NIH 

Bone  Marrow  Prog .. .    +11,171,000    +15,360,000    +15,360,000  

Comparable  Transfer 

to  OASH  for  BMP -750,000       -750,000       -750,000  

Comparable  Transfer 

to  IMS -211,000 

Proposed  Rescission..  -29,147,000  — 

Proposed  Legislation  -- 

Administrative  Savings  z^z.     zzz.         zzz.  -6.000.000 

Subtotal,  adjusted 

budget  authority. . .2,946,591,000  3,070,309,000  3,041,162,000  3,096,395,000 

Unobligated  balance, 

restored 591,000  

Unobligated  balance, 

start  of  year 13,595,000     11,178,000     11,178,000      9,058,000 

Procurement  reduction  pursuant 

to  P.L.  103-333 —     -2,472,000     -2,472,000 

Unobligated  balance, 

end  of  year -11,178,000     -9.058,000     -9.058.000     -9.058,000 

Unobligated  balance, 

lapsing -718.000  zzz.  =:ii  zzz. 

Total  obligations..   $2,948,881,000  $3,069,957,000  $3,040,810,000  $3,096,395,000 

"     Excludes  the  following  amounta  for  relnbursenients :  FY  1994  Actual  - 

$134,782,000  and  325  FTEs;  FY  1995  Current  Eatimate  -  $157,069,000  and  285 
FTEs;  and  FY  1996  Estimate  -  $160,780,000  and  252  FTEs. 

"  Includes  reductions  proposed  in  the  FY  1995  Rescission  of  $29,147,000. 
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HEALTH  RESOURCES  AND  SERVICES 


SinWARY  OF  CHAMGES 


1995  Adjusted  Appropriation $3,070,309,000 

1995  Proposed  rescission -29.147.000 

Total  estimated  budget  authority 3, 041, 162, 000 

1996  Estimate 3.096.395.000 

Net  change ♦55,233,000 

1995  Current 

«■«•<'""•"  *>*■«• Chanag  from  Bjib«» 

Budget  Budget 

1EX£I   Authority      IFTE)     Authority 
Increases: 
A.  Built-in: 


1.  Annualized  cost  of  1995 

pay  raise —  130,100,000 

2.  One  more  day  of  pay --  130,100,000 

3.  January  pay  raise  of  2.4% —  130,100,000 

4.  Within  grade  increases —  130,100,000 

Subtotal 

Program: 

I.AIDS —  656,189,000 

2.  Family  Planning (49)  193,349,000 

3.  Hansen's  Disease  Center (292)  20,826,000 

4.  Transfer  of  DHHS  regional  staff 

to  HRSA ~     4,324,000 

Subtotal 

Total  increases •. 


(+20) 


+407,000 

♦473,000 

+3,120,000 

♦2,287,000 

+6,287,000 


♦90,500,000 
♦5,492,000 
♦1,321,000 

+1,500,000 


(+20)    +98,813,000 


(+20)   +105,100,000 


Decreases: 

A.  Bttilt-in: 


1 .  Wor)cing  Capital  Fund  -  reduction 

related  to  regional  staff 
reduction 

2.  Federal  telecatnmunicatlons  system 

3 .  Non-recurring  pay  costs 

Subtotal 


4,324,000 

3,333,000 

347,000 


{  — ) 


-744,000 
-119,000 
-347,000 

-1,210,000 
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1995  Current 

Budget 
(PTEl    Authority 
B.  Program: 

1.  Primary  Care: 
Programs  for  special 

populations —   17,965,000 

2.  Health  Profession: 

Health  professions  workforce 

development  cluster (45)  129,147,000 

3.  Maternal  and  Child  Health: 

a.  MCH  block  grant --  683,950,000 

b.  Healthy  start —  110,000,000 

4.  Health  Resources  Development: 

Health  care  facilities —   13,000,000 

5.  Rural  Health: 

a.  Rural  health  research —   13,176,000 

b.  Rural  health  cluster —   30,904,000 

6.  Streamlining (1,683)  141,735,000 

7 .  Administrative  Savings  due  to 

progrcun  consolidation —         

8.  Absorption  of  built-in 

increases —         

9.  Tremsfer  of  WCF  activities 

to  support  20  FTEs —    4,324,000 

Subtotal 

Total  decreases 

Net  Change 


Change  from  Rubp 
Budget 
(FTE)      Authority 


-704,000 


(••'35)   -2,868,000 


-5,084,000 
-10,000,000 


-11,000,000 

-3,750,000 
-1,875,000 

(-81)   -4,606,000 

(-90)   -6,000,000 

-1,270,000 

-1,500,000 


(-136)   -48,657,000 


(-136)   -49,867,000 


(-116)   +55,233,000 


638 


10 


0<  1   1   1 

1 

o>  1 

1 

1 

1 

1 

lO 

1 

« 

0>  1   1   1 
CI  1   1   1 

1 

in  1 

N  1 

1 
1 

1 

[ 

[ 

CO 

1 

CO 

u> 

r» 

o 

<• 

in 

iH 

r» 

o\ 

1  1  1  1 
1  1  1  1 

1 
1 
1 

1  1 

1 
1 

i 

1 

1 
1 

in 

i 

in 

CO  in  o  in 

CO 

in  rf 

* 

<e 

5 

w 

to 

1 

Ol 

•H  tn  o  « 

«-l 

«o  « 

«o 

r» 

M 

m 

n 

1 

o 

in  m  o  « 

in 

a\  r1 

m 

o> 

in 

01 

CO 

1 

r> 

«0  IS  in  in 

o» 

f  • 

•H 

CI 

^ 

» 

o 

in 

in  iH  lo  vo 

»H  — 

n 

Ol 

r.  «o 

p- 

1  1  1  1 

1 
1 

1   1 

1 

1 

1 

1 
1 
1 

j 

_ 

_ 

_ 

_ 

_ 

CD  in  o  in 

oo 

m  M 

^ 

io 

91 

to 

ei 

^  in  o  9 

lO  •• 

vo 

p- 

M 

in 

rj 

o 

in  in  o  « 

in 

o\  r^ 

m 

Ot 

in 

o\ 

CO 

1 

m 

vo  to  in  in 

Cl 

r~  « 

f-i 

n 

^ 

» 

o 

in 

in  iH  vo  lo 

i-i  — 

(N 

o\ 

c~  «> 

r- 

1  1  1  1 

i 

1  1 

i 

1 

1 
1 

i 

1 

<N 

_ 

_ 

_ 

_ 

_ 

^^ 

^  o  o  ^^ 

m 

iH  M 

CO 

lO 

\o 

C\ 

c» 

o 

r« 

00  in  O  rH 

r» 

CO  « 

lO 

r- 

n 

in 

^ 

o 

m  ID  o  o 

«71 

r>  tH 

e> 

Ol 

m 

o> 

p- 

o 

r~ 

•»  i->  o\  n 

00 

t~  « 

tN 

^ 

•» 

o 

o 

n 

m  o  in  so 

<N 

CD 

p-  >o  >'  ~- 

p- 

1  1  1  1 

1 

1  1 

1 

1 

1 
1 

1 

01 
CO 
P» 

1 

CD 
IN 

639 


11 


X 

d      (^  at  « 

? 

a      ^  r-  >» 

i<3      at  '«  o 

0 

IT)    Cl 

CTl 

0\    4. 

-^s 

^    ^    CD    00 

1^  ^  ^  in 
^  o  m  9t 


»H  a\  ro  ^  o  m  <N    I     I 


CD  o  m  u>  m  «H  (N 


I     I     I     t     I 


*ninff»cN*Hom\©in 


ff^  ^  n  rn 


r-  ^  ^  fs 

>«    O    VC    *H 


o  r*-  o  tn 


*fi  IN  (N  <^  ^  m  m 

^    C4    -^^  —   — '   —   — 


91-285    0—95 


12 


640 


t^    I     I     I 


I     I 
1     I 


I     I     I     I     I 


I     I     I     I 


in       <r^  m  iH  o\ 
rn         o  ^  0\  OD 


o  ^  tn  m  ^  CM  a\ 


w  9t  «  4n  ^  *-t  m 
m  r*  o  m  r-  o  \o 


I     I     I     I     I     I     I 


<N   CO  »H  l^   flO  ^   r- 

CM   «•  *H  in  M  o   ^ 


(N  ^  *n  **  t^  *c  vo 

t*^  9t  o\  m  c\  ^  00 

^o  iH  w  in  ^  r^  en 

o  r-  ^o  to  <H  r- 

CO  «*    »H    *^  '—  '— * 


^  a\  n  t^  ^  ^ 

o  u>  rs  (N  m  m 


I     I     I     I     I     I 


111(111 


fn        t-i  »H  en  m 

m        ^  w  in  f>i 
^         04  9^  o  9t 


«0  ^  r^  ^  o  ^  in 

o  OS  ^  in  o  «-4  at 

OS  «H  oo  m  in  00  o% 

o  r*  lo  «>  1-*  r- 

flO  ^  tH   ^  '—  ^^ 


00  o  ^  m  CN  r*  o\ 
^  ^  o^  rj  r*-  ^  u> 


^  rH     C 


3g 


IS    B   OU    Q   tj  Dl 

-H    iJ           (b    3  « 

Q    B    >i    I     *J  .U 

V   iJ    QiM  C 

ki  •o  -H  -H  a 

O    3   C  £  -a  > 


O  iH   iJ  -H 

IDS" 

-        ^"8   0 
■H   B   a  u   M  «-i 


Cb  a  ■  «  ^   B  a 


«i  i  Q  a 


a  -rt   B  -H  js 
«g.o  e^ 


■H  <u    B    U    L) 
U    O    V    H  m 


js  ti  «  S 

i-l  a  r-l  10 

rH  B  e  O  9 

8  a  S  X  iJ 

t)  o  o  u  n 

X  iJ  >3  01 


S0>    k4    _ 

tl    B    l4  X 
B  -H   Ck 
•H     B  I-l 

u  >i  «  a 

■O  -H     C 

«  «  u  « 

Z    4J  -H    li 

rt  •O    B 

tl     «    »    H 
MUX 

B  X        '-> 
U  >■  B 

SA  8  S 


:E-3s 

0>  "OS 

B   a  V  ki 

-H   -  SB  pi 

EM  5 

■H    «l  ft  M 

8  U  >  O. 
ki  -H  -H 

H  <u  4J    B 
<M    B    O 

U    O     <l  -H 

9  «    ^    B 

a  X  £  'U 

-H  "^  a 

a  B  j:  -H 

a  -H  3  E 

§n  w  'i 
X  < 

•H     O 

U  -^    V  Ji 

•H   tM  -H  4-» 

a  -H   iH  iH 

S  U  A  B 

X    B   p  «l 

0<   0>   &  X 


a  -H  B  -H   B  h 

«l  4J    »  O    B  -H  W 

O    O  "O  -  - 

*J  T->X 


•H  -H  B  . 
4J  B  M  -^ 
B    h  (•  O 


o  -H  ij  a  « 


U  -H 

■H  3  a 

n  J3  r^  g 
Z  a  B  Qi 


■6  oi  cu  «  <  a  a 
HE        u        a  8 


641 


13 


«  w  o  n 


o  m  o  «n  o 

in  9>  o  VI  o 

ei  r-  o  t~  o 

n  «  o  «  o 

W  wH  r*  —  r^ 

<•  ~-       1-1 


r4  o>  o  o 
•H  r<  o  vo 
»  <c  o  «n 


I     I 
I     I 


o  m  o  m  o 
m  A  o  o\  o 


m  «  o  «  o 

00    W    fH    —   *H 
W  —  iH 


<   a       <r<   Q  I 


«  vo  o  n 


•  i~-  o  t~  o 
m  m  o  m  o 
o  m  ID  00  in 


in  rj    I    1-1 


.-I  iH     u 


I     I     I   n 


g     5 

X         X 

S    2 


o  -o 

•  X  H    M 

I  X   U  •    • 

U  o  m 

:  •  I  £" 

o  o  01  a  jj 


u  n 


:::§^? 

g 

U  -H    U    « 

3 

a  ij  iH 

0 

h.   •  ^  h 

■ 

• 

llll 

S 

X 

!c  a 

u 

U    ■    «    B 

iH 

8 

H    ki  U    ki 

X 

x^xl 

iiSii. 

^ 

•  01  e  B 

•   ki   «   0 

X  o  X  d 

^ 

642 


14 


i-i       0>  o  a 


sli 


j     j 

[ 

(N 

o\  Ol 

o 

^ 

(s  r- 

o> 

O    (N 

r- 

U  h  a 

«  p  V 

M   «  OS  -w 

U    U  >U  -H 

o  a  o  rt 

so  -H 

r-i  a  u        Ol 

u  A  «i  a       e 

£           £   rH  -H                           q 

iJ         U    fl  lu  <«         C 

rH           iH     «  •»                           a 

«       «  X  o  ■      ■-• 

V  V  tTI         Bi 

S        S  'H  «  c 

B  iJ  23          >> 

«       •  p  «  •-'      -d 

h        n  16  m  -^        e 

p       p  2       « 


^       I 


643 


IS 


I    ^ 


C    4J 

a 


01 

E 

•H 

4J 

M 

« 

> 

O)    '■ 

0 

c    ■ 
•0    • 

o 

3     • 

u 

o    • 

C  a 

X   • 

«i  k 

i  : 

•H  : 

a  c 

>x 

£ 

« 

&■ 

'it 

■<    < 

X 

e 

- 

( 

^ 

«IX 

< 

0 

i 

a 
n      a 

.-I         fH  .-I    « 


U  C9  C9  J-> 

0)  01  V  **-> 

Di  t7>  Dl  01 

IB  a  «  C 

h  V4  h  0! 

01  01  V  £> 


644 


16 


b   O  k        (M 
U  U         •H 


3     O 
3      O 
3      O 

o 
o 
o 

o 
o 
o 

O 

O 

o 

o 
o 
o 

O 

o 
o 

o 
o 
o 

o 
o 
o 

o 
o 
o 

o 
o 
o 

e    fH 

3      <N 

t-i 

iH 

in 

00 

in 

o\ 

in 

M    m 

O 

in 

CM 

CO 

oo 

o 

in  0) 


m      \o      c\      in 


m  «  .H 
n  r*  *-( 
m      m      »n 


fH  in      \o 


m      rH  so 

^      in  ^ 


a   i 


•H    01 


O  a 

gu  « 

«  -H 

w  ^  ai 

5  S  a 


la-H 
a  A 


51 


CO         U         M 


645 


17 


Health  Resources  emd  Services  Administration 

Administrative  Costs 

(Budget  Authority) 

1995 
Current       1996 

Personnel  Compensation: 

Full-time  permanent  (11.1) $97,149,000   $94,872,000  -$2,277,000 

Other  than  Full -Time  Permanent 

(11.3) 2,999,000     2,990,000       -9,000 

Other  Personnel  Compensation 

(11.5) 4,933,000     4,809,000     -124,000 

Total  Personnel  Compensation 

(11.9) 105,081,000   102,671,000   -2,410,000 

Civilian  Personnel  Benefits  (12.1)  24,672,000    23,552,000   -1,120,000 

Benefits  for  Former  Eirployees 

(13.0) 347,000  — -     -347,000 

Travel  (21.0) 2,380,000     2,346,000      -34,000 

Transportation  of  Things  (22.0)..   1,109,000     1,092,000      -17,000 

Communications,  Utilities,  and 

Miscellaneous  Charges  (23.3)...   3,333,000     3,214,000     -119,000 

Printing  and  Reproduction  (24.0).     376,000       376,000         

Advisory  and  assistance 

services  (25.1) 4,776,000     4,244,000     -532,000 

Other  Services  (25.2) 48,916,000    50,716,000   +1,800,000 

Purchase  of  Goods  and  Services 
from  other  Government  Accounts 
(25.3) 23,258,000    23,194,000      -64,000 

Supplies  and  Materials  (26.0) 2,867,000     2,859,000       -8,000 


Total $217,115,000   $214,264,000   -$2,851,000 
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SIGNIFICANT  ITQIS  FOR  INCLUSION  IN 

THE  FY  1996  CONGRESSIONAL  JUSTIFICATION 

AND  OPENING  STATEMENTS 

HOUSE  REPORT  NO.  103-S53 


Item 

Community  health  centera 

1.    The  Coonittee  encourages  HRSA 
to  give  particular  attention 
to  the  needs  of  the  southifest 
border  conmunities  and  their 
underserved  populations  as  it 
makes  its  funding  allocations. 


Action  Taken  or  to  be  Taken 


HRSA  intends  to  make  a  limited 
amount  of  funds  available  in 
FY  1995  to  support  new  health 
centers  and  to  expand  the 
capacity  of  existing  centers. 
The  organizations  funded  in  FY 
1995  will  be  derived  from  the 
list  of  approved/unfunded 
applications  from  the  FY  1994 
New  Start /Expansion  review 
cycle.   Grant  awards  will  be 
made  to  centers  that  will 
provide  primary  health  care  to 
underserved  populations  in 
many  areas  around  the  country. 
To  assure  that  our  resources 
are  targeted  to  the  areas  of 
highest  need,  the  selection 
process  for  new  grantees  will 
be  heavily  weighted  towards 
the  need  of  a  given  population 
or  service  area,  as  well  as 
from  a  review  of  each  State's 
list  of  priority  need  areas. 
Therefore,  HRSA  anticipates 
reaching  those  in  greatest 
need. 


Emergency  Medical  Services  for 

Children 

2 .    The  Conanittee  encourages  HRSA 
to  support  other  activities  to 
improve  emergency  medical 
services  for  children, 
including  data  collection  and 
analysis  and  peer  reviewed 
research  projects.  The 
Committee  also  encourages  HRSA 
to  work  with  the  National 
Highway  Traffic  Safety 
Administration  to  review 
pediatric  emergency  response 
system  needs  and  to  develop 
reconmendations  that  the  two 


HRSA  continues  to  support 
efforts  to  improve  emergency 
medical  services  for  children 
through  Maternal  and  Child 
Health  Bureau  (MCHB)  programs 
and  interagency  agreements. 
Peer-review  Bnergency  Medical 
Services  for  Children  (EMSC) 
research  projects  are  funded 
through  the  MCHB  Research  and 
Training  Branch.   An 
interagency  agreement  with  the 
Agency  for  Health  Care  Policy 
and  Research  (AHCPR)  provides 
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respective  agencies  might 
pursue . 


another  mechanism  to  sponsor 
I>eer-reviewed  researched 
projects  with  an  EMSC  focus. 
An  interagency  agreement  with 
the  National  Highway  Traffic 
Safety  Administration  (NHTSA) 
enables  HRSA  to  participate  in 
identification  of  an  planning 
for  the  pediatric  emergency 
response  system  needs.  HRSA 
and  NHTSA  are  collaborating 
with  other  federal  agencies  to 
develop  and  disseminate 
programs  such  as  'Make  the 
Right  Call'  to  teach  children 
how  to  call  9-1-1  for  help  in 
an  emergency  (U.S.  Fire 
Administration) ,  training  for 
EMS  dispatchers  to  identify 
and  respond  to  pediatric 
emergencies,  and  the  special 
needs  of  children  during 
disasters  (Federal  Bnergency 
Management  Agency) . 


Health  Professions 


In  anticipation  of  the 
reauthorization  of  the  health 
professions  programs  in  1995, 
the  Committee  urges  HRSA  to 
worlc  with  the  Department  of 
Labor  in  reconfiguring  its 
health  professions  programs  so 
that  they  reflect  the  future 
wor)cforce  needs  of  the  health 
care  fields.   This 
collaboration  with  the  Leibor 
Department  should  be  aimed  at 
gaining  a  more  thorough 
understanding  of  the  role 
allied  health  professions, 
various  nursing  specialties, 
and  primary  care  physicians 
will  play  in  the  U.S.  health 
care  system  following 
conprehensive  health  reform. 


The  Department  of  Labor  and 
HRSA  are  collaborating  through 
their  joint  participation  on 
the  National  Commission  on 
Allied  Health,  a  conmittee 
that  is  advisory  by  statute  to 
both  the  Secretary  and 
Congress.   A  senior  official 
of  the  Department  of  Labor 
chairs  one  of  the  Conanission's 
subconmi  t  tees .   The 
Consoission's  final  report  is 
expected  to  be  completed  by 
spring . 
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Item 

House  Report  No.  103-S53 

Allied  Health  Special  Projects 

4.    The  Comnittee  continues  to 

encourage  HRSA  to  give  greater 
consideration  to  those 
projects  for  schools  training 
allied  health  professions 
experiencing  shortages  such  as 
medical  technologists  and 
cytotechnologistB . 


Nurse  Practitioners/Nurse  Midwives 

5.    The  Comnittee  would  be 

interested  in  an  analysis  of 
the  impact  of  barriers  to 
advemced  nurse  practitioner 
practice,  including  issues 
such  as  the  impact  of 
restrictive  State  scope  of 
practice  acts;  scope  of 
practice  which  is  limited  to 
geographic  or  institutional 
locations;  and  limited  access 
to  professional  liability- 
insurance  and  institutional 
privileges. 


Action  Taken  or  to  be  Taken 


nie  majority  of  grants  awarded 
under  the  existing  Allied 
Health  Special  Projects  Grtuit 
authority  have  been  to  schools 
that  provide  training  for 
•Iliad  health  professions 
which  are  experiencing  severe 
shortages  i.e.,  physical 
therapy,  occupational  therapy, 
cytotechnologists,  and  medical 
technologists  programs . 


The  Division  of  Nursing  {DH) , 
in  its  leadership  role 
pertaining  to  nursing 
workforce  issues,  has 
continued  to  monitor  the 
practice  barriers  experienced 
by  advanced  practice  nurses. 
This  issue  was  studied  by  the 
National  Advisory  Council  on 
Nurse  Education  and  Practice 
subconmittee,  staffed  by  the 
OH,   and  formed  to  advise  on 
the  projections  for  nurse 
practitioners  and  nurse 
midwives.   This  report  was 
forwarded  to  the  Secretary. 

Recently,  the  DN  awarded  a 
contract  to  the  Research 
Triangle  Institute  to  carry 
out  an  indepth  analysis  of  the 
practice  acts  and  rules  and 
regulations  governing  the 
practice  of  nurse 
practitioners  and  physician 
assistants.  This  contract 
also  includes  an  analysis  of 
factors  outside  the  regulatory 
domain  that  are  believed  to 
impact  on  the  practice 
environment  of  nurse 
practitioners.  The  factors 
include  scope  of  practice 
barriers  specifically 
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Item 

Hou«e  Report  No.  1Q3-5S3 


Aetion  Taken  or  to  be  Taken 


identified  by  the  coooittee 
•uch  •■  geographic  and 
institutional  locations  as 
well  as  barriers  stenoing  froni 
liaited  access  to  professional 
liability  insurance  and 
institutional  privileges.  The 
contract  report  will  be 
coapleted  in  July  199S. 


Acquired  Tnmin*  neficienev  Cy^,..<.->»~. 

6 .    Because  of  the  increase  in 

AIDS  cases  among  young  persons 
aged  13  to  24,  the  Coamittee 
urges  that  priority  be  given 
to  establishing  youth-centered 
conprehensive  care  systems  in 
all  titles  of  the  Ryan  Mhite 
C.A.R.E.  Act,  and  that,  in 
order  to  provide  an  enhanced 
continuum  of  care  for  youth 
and  all  persons  affected  by 
AIDS,  services  hf.   coordinated 
across  all  titles  and  joint 
technical  assistance  programs 
be  provided. 


BRSA  has  a  nuaber  of  in^ortant 
initiatives  underway  dealing 
with  adolescents  and  HIV  care. 
Several  of  the  pediatric  and 
family  HIV  demonstration 
projects  funded  under  Title  IV 
of  the  CARE  Act  are  focusing 
on  developing  cooprehensive 
systems  of  care  for  adolescent 
populations.  With  the 
cooperation  of  other  programs 
within  HRSA,  Title  III  (b) 
recently  undertook  a  special 
initiative  to  look  at  the 
primary  care  needs  of  lesbian, 
gay,  and  bisexual  adolescents, 
an  under served  group  that  is 
at  high  risk  for  HIV. 

The  largest  adolescent  HIV 
initiative  within  HRSA  has 
been  undertaken  by  the  Special 
Projects  of  National 
Significance   (SPNS)  program, 
trtiich  is  funded  under  Title  II 
of  the  CARE  Act  to  implement, 
evaluate,  and  disseaiinate 
innovative  models  of  care  for 
individuals  and  cowninities 
affected  by  HIV  disease.   In 
1993,  after  extensive 
consultation  with  the  field 
and  other  HRSA  HIV  programs, 
SPNS  funded  10  demonstration 
projects  focused  on 
adolescents.  These  grants, 
trtiich  cure  in  both  urban  and 
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rural  settings  around  the  U.S. 
include  (1)  projects  to  expand 
and  ensure  access  to  health 
care  and  support  services  for 
underserved  adolescents  with 
HIV/ AIDS  through  outreach, 
risk  reduction  counseling,  HIV 
testing,  health  status 
screening,  and  lollom-vp 
services,  (2)  projects  to 
provide  peer-based 
psychological,  social,  and 
practical  support  services  in 
a  mentor,  group,  or  one-on-one 
format,  and  (3)  projects  to 
expand  the  scope  and  intensity 
of  treatment  for  adolescents 
with  HIV  by  integrating  mental 
health  services  and  substance 
abuse  treatment  into  primary 
care  systems.  One  project, 
focusing  on  intensive  case 
management  for  high  risk  and 
HIV-infected  adolescents,  was 
funded  two  years  eetrlier,  and 
in  1994,  SPNS  funded  a  new 
grant  to  develop  residential 
services  for  adolescents  with 
late  stage  HIV  disease  or 
AIDS.   All  of  the  adolescent 
projects  being  funded  by  SPNS 
participate  in  a  national 
evaluation. 


In  order  to  enhance 
coordination  with  grantees 
across  all  titles  of  the  Ryan 
White  CARE  Act  as  well  as  with 
other  HRSA  grantees  who 
provide  AIDS  services,  on 
December  15-16,  1994  HRSA 
convened  an  All  Programs 
Meeting  in  Washington,  DC.   In 
addition,  a  Cross-Title 
Technical  Assistance  Cooniittee 
is  active  at  HRSA  and  has  been 
examining  how  technical 
assistance  activities  can  be 
coordinated  among  all  Titles 
of  the  Ryan  White  CARE  Act 
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through  auch  Mecbanlsma  as 
joint  project  officer  aite 
viaita  aa  well  aa  other  waya 
in  «Aich  technical  aaaiatance 
can  be  effectively  provided. 

Aa  part  of  ita  reconaandations 
for  reauthorization  of  the 
I^an  tmite  CASE  Act  in  1996, 
HRSA  ia  propoaing  that  Title 
II  contain  a  proviaion  for 
developing  a  Statewide 
atateaent  of  need,  States 
would  be  required  to 
denxinstrate  a  participatory 
process ,  including 
consultation  with  all  HIV- 
related  care  programs  in  their 
State.   Similarly,  the  other 
titles  of  Ryan  White  vrould 
require  their  grantees  to 
participate  in  the  development 
of  Statewide  statements  of 
need.  Statewide  statements  of 
need  would  be  expected  to 
include  all  population  groups 
in  the  State  which  have  been 
affected  by  HIV,  including 
youth. 
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Item 


Action  Taken  or  to  be  Talctin 


Native  Hawaiian  Health  Care 

1.    . .  .n>e  Coomittee  wishes  to 
nake  it  absolutely  clear 
Native  Hawaiian  scholarship 
recipients  should  not  be 
required  to  serve  an 
obligation  outside  the  State 
of  Hawaii  as  there  are  ample 
native  Hawaiian  coniminities 
which  qualify  as  medically 
underserved  areas.   In 
addition,  the  Committee 
recoranends  that  the  Secretary 
work  in  collaboration  with 
Papa  Ola  Lokahi  in  determining 
the  placement  of  such 
scholarship  recipients  within 
the  State  of  Hawaii. 


Tlie  Agency  has  always 
professed  a  desire  to  have 
participants  in  the  Native 
Hawaiian  Scholarship  Program 
serve  their  obligations  within 
the  State  of  Havraii. 
Currently  the  Agency,  through 
its  Division  of  Scholairships 
and  Loeui  Repayments,  Papa  Ola 
Lokahi,  and  the  Primary  Care 
Office  of  the  Hawaii 
Department  of  Health  have  been 
successful  in  placing  students 
entering  the  service  phase  of 
their  obligations  within  the 
State  of  Hawaii. 

However,  the  number  of 
medically  underserved  areas 
(MUAs)  available  and  the 
available  employers  in  those 
areas  are  not  synonymous . 
Providers  of  care  in  MUAs  are 
few  in  number.   The  number  of 
dental  and  psychiatric  Health 
Professional  Shortage  Areas 
(HPSAs)  are  also  few  in  number 
within  the  State  of  Hawaii. 
As  such,  the  ability  to  place 
Hawaiian  scholarship 
recipients  within  Hawaii  will 
beccoe  more  difficult  in  the 
years  to  come. 


Current  law  is  based  on 
National  Health  Service  Corps 
placement  provisions  and 
provides  for  assignment  to  a 
Federal  agency  in  the  event  a 
scholar  is  unable  to  be  placed 
within  the  state  of  Hawaii . 
Without  some  form  of  relief, 
either  monetary  (provisions  of 
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salary)  or  legislative 
(forgiveness  of  indebtedness 
if  no  placement  opportunity  is 
available  or  a  broadening  of 
the  placement  provisions  for 
Native  Hatraiian  scholars) ,  the 
Agency  will  inevitably  be 
faced  with  the  inability  to 
place  a  student  within  the 
state  of  Ha«raii  and  remain  in 
conqpliance  with  the  current 
statute . 


Medical  Officer  Training  Program 

2.     ...the  Committee  intends  that 
$1,5000,000  shall  be  used  to 
continue  the  Medical  Officer 
Training  Program. . .this 
Federal  program  will 
significantly  contribute  to 
the  health  status  of  the 
Pacific  basin  region. . .The 
Committee  remains  supportive 
and  again  funds  the  Institute 
of  Medicine's  development  of  a 
long-term  strategic  plan  for 
the  future  of  this  region, 
which  includes  dental-care,  as 
well  as  the  efforts  of  the 
Waianae  Coast  Comprehensive 
Health  Center,  which  has  an 
outstanding  record  of  being 
responsible  to  the  primary 
health  care  needs  in  the 
region.   The  Committee 
accordingly  strongly  urges  HHS 
to  implement  these 
recommendations  in  a  timely 
fashion.  The  remaining  funds 
are  to  support  a  wide  range  of 
health  promotion  and  disease 
prevention  training  activities 
euid  to  esteiblish  the 
authorized  national  advisory 
panel. 


The  PHS  has  investigated 
having  the  Institute  of 
Medicine  (lOM)  develop  a  long- 
term  strategic  pleui  for  the 
Pacific  Basin  and  has  decided 
against  such  a  project  for 
several  reasons:  (1)  The  PHS 
conducted  evaluations  for 
health  services  in  the  Pacific 
Basin  in  1984  and  1989;  (2) 
the  lOM  fonim  would  have  a 
broader  focus  beyond  Pacific 
Basin  areas  eligible  for  PHS 
funds;  (3)  similar  activities 
in  1989  and  1990  have  had 
little  measurable  outcomes; 
and  (4)  the  PHS  recently 
funded  a  contract  to  develop 
an  evaluation  strategy  for  the 
Pacific  Basin  Health 
Initiative.   Each  of  the 
Pacific  Basin  jurisdictions, 
through  the  Pacific  Islemds 
Health  Officers  Association 
(PIHOA) ,  is  currently  involved 
in  technical  assistance 
activities  to  develop  their 
internal  capacity  in 
anticipation  of  an  evaluation 
of  the  Initiative,  e.g.,  data 
systems  iii9>rovement  and  the 
identification  of  measurable, 
functional  program  outcomes. 
The  evaluation  of  projects  and 
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the  initiative  study  will  be 
ioplemented  «rtten  these 
activities  are  cooctleted  in 
the  Pall  of  1995. 

The  funds  allocated  for  the 
Pacific  Basin  Health 
Initiative  will  be  used  to 
support  health  pronotion  and 
disease  prevention  activities . 
The  'national  advisory  panel* 
to  irtiich  the  report  refers  and 
indicates  that  funds  should 
support  is  authorized  by 
section  10  of  the  Minority 
Health  iDBprovement  Act.  Since 
the  funds  for  this  program  are 
awarded  under  section  301  of 
the  Public  Health  Service  Act 
and  not  the  Minority  Health 
Improvement  Act,  a  national 
advisory  panel  will  not  be 
established.   (While  section 
301  would  not  prohibit  the 
creation  of  an  advisory  panel, 
it  is  not  necessary  to  do  so 
to  administer  the  program. ) 


Sudden  Infant  Death  Syndrome  (SIDSl 

3 .    The  Committee  notes  that  HRSA 
has  conducted  a  nationwide 
survey  of  SIDS  services  that 
demonstrates  the  need  for  a 
greater  MCH  presence  in 
supporting  SIDS  services 
nationwide.   The  Committee 
urges  that  HRSA  carefully 
consider  this  report  and  take 
appropriate  steps  to  implement 
its  reconmendations . 


In  response  to  the 
recommendation  of  the 
Nationwide  Survey  of  Sudden 
Infant  Death  (SIDS)  Services, 
that  'the  Maternal  t   Child 
Health  Bureau  (MCHB)  support 
regional  training  programs  for 
health  professionals  in  case 
management  of  families 
experiencing  an  infant/child 
death, *  the  MCHB  is  funding  a 
grant  for  the  Association  of 
SIDS  Program  Professionals 
(ASPP)  to  produce  a  core 
curriculum  suitable  for 
multiple  disciplines  who 
encounter  families  bereaved  by 
the  death  of  an  infant.  Three 
additional  entities  (the 
Maryland  SIDS  Information  & 
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Counseling  Proyram,  Mianesota 
Sudden  Infant  Death  Center, 
and  the  New  Mexico  SIOS 
Znfomation  &  Counseling 
Program)  are  also  being 
funded.  Iltey  will  participate 
with  the  ASPP  in  developing 
the  core  curriculum  that  will 
focus  on  bereavement  support 
following  an  infant  loss  and 
reduction  of  risks  for  future 
infant  deaths.  The  core 
curriculum  will  then  be  used 
in  three  different  • train- the- 
trainer*  type  training 
conferences  in  the  Eastern, 
Central  and  Western  portions 
of  the  United  States.   Those 
people  will,  in  turn,  train 
additional  individuals  at  the 
State  and  coomunity  levels, 
the  intent  is  that  the 
services  provided  will  better 
assist  families  through  the 
grief  process  and  reduce  risks 
for  future  infant  losses . 


Pediatric  Emergency  Care 

4.    In  1993,  the  Institute  of 

Medicine  (lOM)  completed  a  2- 
year  study  on  children's  EMS, 
concluding  that  children's 
needs  have  been  overlooked  in 
the  development  of  many  EMS 
systems.   The  Comnittee 
requests  that  the  Maternal  euid 
Child  Health  Bureau  continue 
to  assist  States  in  the 
establishment  of  comprehensive 
systems  of  emergency  medical 
services  for  children  as 
envisioned  by  the  lOM  report. 
The  Comnittee  also  directs  the 
Bureau  to  use  funding  to 
support  activities  to  improve 
emergency  medical  services  for 


The  Maternal  and  Child  Health 
Bureau  (MCHB)  agrees  with  the 
findings  of  the  Institute  of 
Medicine  (icm)  reix>rt  and  has 
developed  a  5-year  plan  with 
goals  and  objectives  for  the 
Bnergency  Medical  Services  for 
Children  (SISC)  program  to 
promote  comprehensive  systems 
of  emergency  care  for 
children.  Forty  states  and 
territories  have  successfully 
competed  for  program  grants 
through  the  DISC  program. 
States  with  no  prior  EMSC 
funding  are  eligible  to 
compete  for  planning  and  state 
systen  ijqplementation  funds. 
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peer-reviewed  research 
projects. 
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States  with  prior  state  system 
implementation  funding  are 
eligible  to  compete  for  system 
enhancement  grants  providing 
an  opportunity  to  further 
develop  the  State's  EMSC 
program.  Two  technical 
assistance  centers  provide 
support  to  states  during 
project  start-up  and 
implementation. 

In  FY  1995  two  new  technical 
assistance  centers  will  be 
funded  to  support  the  work  of 
state  EMSC  projects,  one  in 
Data  Use  and  Linkages,  the 
other  in  Economics  and  Health 
Insurance/Itenaged  Care.   These 
centers  will  identify 
resources  in  data  collection 
and  emalysis  that  can  promote 
a  state  EMSC  program.   Peer- 
reviewed  EMSC  research 
projects  are  funded  through 
the  MCHB  Research  and  Training; 
Branch.  An  interagency 
agreement  with  Agency  for 
Health  Care  Policy  and 
Research  (AHCPR)  will  provide 
another  mechanism  to  sponsor 
peer-reviewed  research 
projects  with  an  EMSC  focus. 


Contribution  of  Social  Workers 


5.    The  Committee  directs  the 
Secretary  to  ensure  that 
funding  for  Programs  under 
title  VII  of  the  Public  Health 
Service  Act  be  made  availeible 
to  schools  of  social  work 
which  train  individuals  in 
roaster's  degree  programs  with 
a  health  or  mental  health 
concentration  in  order  to 
expand  support  for  the 
critical  contribution  social 
workers  make  as  primary  health 
and  mental  health  care 


In  FY  1994,  three  social  work 
projects  were  funded  providingr 
Health  Career  Opportunity 
Program  (HCOP)  services  that 
include  recruitment, 
facilitation  of  entry, 
preliminary  education  and 
retention  activities  leading 
to  Master's  level  social  work 
training.   In  FY  1995,  two 
social  work  projects  will 
receive  continuation  funding 
for  10  to  15  HCOP  participants 
at  each  institution.  Target 
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Area  Health  EAieation  Centers 

6.     ...The  Coomittee  notes  that  a 
number  of  predcninately  rural 
States,  such  as  Iowa, 
Pennsylvania,  and  Vemont,  do 
not  have  AHEC's  and  should  be 
given  highest  consideration  in 
awarding  new  starts.   It  is 
the  Comnittee's  understanding 
that  Vermont's  application  was 
approved  but  unfunded  in 
fiscal  year  1994. 


Action  Taken  or  to  be  Taken 


participants  are 
tindergraduates  and/or  bachelor 
level  persons  currently 
working  in  the  health  field. 


niere  is  an  awareness  of  the 
need  to  establish  AHBC 
prograaa  in  States  irtiere  there 
are  none  currently.   In  that 
regard,  AHEC  Program  funds 
were  atiarded  at  the  end  of  FY 

1994  to  Pennsylvania  to 
initiate  AHEC  progreunning  that 
will  involve  four  medical 
schools  and  associated 
coonunity-based  sites  in  a 
collaborative  effort  to 
establish  euid  expand  primary 
care  training  n  rural 
underserved  areas.  The 
initial  a«Ard  of  $352,610  was 
matched  with  Pennsylvania 
State  Health  Department  funds . 
The  Vermont  application,  which 
was  approved  but  unfunded  in 
FY  1994,  will  be  resubmitted 
and  reconsidered  in  FY  1995;  a 
competing  application  from 
Iowa  is  anticipated  for  FY 

1995  or  FY  1996.   Technical 
Assistemce  is  being  provided 
to  all  applicants. 

Although  there  is  no  funding 
preference  in  FY  1995  for 
applicants  from  States  trtiere 
there  are  no  AHEC  programs, 
every  consideration  will  be 
given  to  new  start  and 
coqpeting  renewal  applications 
in  the  competitive  review 
process . 
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Area  Health  Education  r>nfr«»ra 

7.    The  Ccmnittee  has  included 
bill  language  which  deletes 
the  limitation  for  core 
programs  included  in  Public 
Law  102-408.   It  is  the 
Committee's  intention  that 
funds  appropriated  over 
$18,700,000  be  equally  divided 
between  core  centers  and  model 
centers . 


Support  for  Small  Hospitals 

8.    The  Committee  is  encouraged  by 
the  work  of  the  University  of 
Washington's  Community  Health 
Services  Development  Program, 
emd  its  cooperative  venture 
with  the  States  of  Alaska, 
Montana,  and  Idaho  in 
strengthening  small  hospitals 
otherwise  at  risk  of  closure. 
The  Committee  urges  the 
continuation  of  funding  for 
this  program  at  a  level  which 
will  maintain  this  activity 
and  positions  in  each  of  the 
participating  States  during 
fiscal  year  1995. 


The  FY  199S  appropriation  of 
$24.6  million  is  an  increase 
of  $2.4  million  above  the  FY 
1994  appropriation  and  will 
allow  $19.9  million  for  core 
AHBC  programs  (versus  $18.7 
Billion  in  FY  1994)  and  $4.4 
million  for  Model  State- 
Supported  AHEC  programs 
(versus  $3.2  million  in  FY 
1994).   It  is  estimated  that 
the  increase  will  support  one 
to  three  new  starts  of  core 
AHEC  programs,  and  seven  new 
State  matching  Model  AHEC 
awards . 

Reference  is  made  to  the 
University  of  Washington's 
Conmunity  Health  Resources 
Development  Program  tuid  its 
cooperative  venture  with  the 
States  of  Alas]ca,  Montana,  and 
Idaho.   In  FY  1994,  a  Model 
State-Supported  AHEC  Program 
award  in  the  amount  of 
$213,741  was  provided  to 
support  this  multi-State 
effort  to  assist  small 
hospitals.  These  Federal 
funds  were  matched  with  State 
and  local  funds. 

It  is  anticipated  that  a 
single  Model  State-Supported 
AHEC  Program  application 
involving  the  AHEC  programs  in 
the  four  States  will  be 
submitted  in  FY  1995  for  a 
three-year  project  period. 
Every  consideration  will  be 
given  to  the  application 
during  the  coitpetitive  review 
process.   In  FY  1994,  a  total 
of  $3.3  million  was  awarded  to 
thirteen  awardees.   For  FY 
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1995,  it  is  estinated  that 
there  will  be  twenty 
applicants  for  the  estimated 
$4.4  million  that  will  be 
available,  as  more  States 
^iply  for  Model  State- 
Supported  AHEC  Program  funds. 


Geriatric-   TVaininn  anH   Muration 

Centers 

9 .    The  Comnittee  also  recognizes 
that  in  1992,  the  Health 
Professions  Education 
Extension  Amendments  Act  was 
enacted  triiich  included  a 
geriatric  training  program  for 
optometrists.   Since  that 
time,  the  Comnittee  has 
directed  that  funds  for 
geriatric  training  and 
research  in  optometry  be  made 
available  for  this  purpose. 
The  Comnittee  is  concerned 
that  these  recoomendations 
have  largely  been  ignored  and 
views  the  geriatric  program 
for  optometry  as  an  ijq>ortant 
endeavor.   Again,  the 
Committee  directs  the  Health 
Resources  and  Services 
Administration  to  identify 
funds  and  implement  this 
program  for  fiscal  year  1995. 


In  June  1993,  a  contract  was 
awarded  to  the  Association  of 
Schools  and  Colleges  of 
Optontetry  (ASCO)  for  the 
purpose (s)  of  1)  determining 
the  current  status  of 
geriatric  training  for 
optometrists  in  the  U.S.,  2) 
identifying  the  training  needs 
of  faculty  and  instructors  who 
will  teach  geriatric  optometry 
and  3) providing 
recomsendations  to  assist 
HRSA  to  eiqplore  and  inqplement 
funding  for  optometric 
training . 

The  ASCO  submitted  the  final 
contract  report  in  March  1994. 
While  need  exists  to  train 
optometrists  in  geriatrics, 
faculty  development  emerged  as 
a  more  fundamental  need  for 
new  and  established  faculty. 
Optametry  at  this  time  does 
not  have  the  critical 
interdisciplinary  faculty 
resources  to  create  and 
isplement  a  faculty 
development  program. 
Resources  to  meet  this  need  do 
exist  through  linkages  with 
the  established  national 
Geriatric  Education  Centers 
(6BC)  network.  Faculty 
development  for  all  the  health 
professions  faculty  is  a  core 
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program  of  the  GBCS.   In  FY 
1995,  a  resclaalon  ia  propoaed 
•a  part  of  the  Praaident'a 
overall  budget  refom  plan  to 
curtail  Federal  Govemaient 
■pending.  The  reviaed  budget 
propoaal  will  only  fund 
projecta  capected  to  be 
continued  in  FY  1995. 

Additional  iaauea  relating  to 
optcaMtry  training  in 
geriatrica  are  under 
diacuaaion  by  the  Allied 
Health  Study  Group  in 
preparation  for  the  National 
Forxiin  on  Geriatric  Education 
and  Training  to  be  hold  in 
April,  1995.   Optometry 
faculty  are  members  of  the 
Study  Group. 


Access  to  Nursing  Services 

10.    The  Comnittee  also  urges  HRSA 
to  continue  its  efforts  to 
demonstrate  methods  to  improve 
access  to  nursing  services  in 
nontraditional  settings  and 
demonstrate  innovative  nursing 
practice  models.   The 
Committee  further  urges  that 
significant  support  be 
provided  for  nursing 
pediatric-EHS  efforts,  as  well 
as  preparing  nurses  to  respond 
to  national  disasters .  The 
Committee  is  pleased  that  the 
Division's  national  advisory 
council  is  working  on 
developing  projections  for  the 
workplace  needs  of  advanced 
practice  nursing.   The 
Committee  strongly  reconmends 
that  a  great  priority  be 
provided  to  developing  nursing 
expertise  to  work  with  the 


The  Division  of  Nursing 
continues  its  efforts  to 
demonstrate  methods  to 
improve  access  to  nursing 
services  in  nontraditional 
settings  and  to  demonstrate 
innovative  nursing  practice 
models.   In  FY  1994,  26 
projects  in  16  States  had  this 
as  their  focus .   More  than 
$5.2  million,  equivalent  to  51 
percent  of  the  Special 
Projects  funds  were  used  to 
support  grants  for  this 
purpose.   Approximately  2,500 
students  benefited  from 
clinical  experience  in  these 
sites  and  more  than  34,000 
individuals  «rere  provided 
access  to  services.  A  total 
of  nine  projects  were  approved 
but  not  funded  totalling  $1.69 
million. 
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pressing  health  care  needs  of 
native  Hawaiians,  American 
Indians,  and  rural 
populations . 


Action  Talcen  or  to  be  Taken 


The  Division  has  maintained 
its  pediatric  EMS  efforts 
through  its  agi cement  with  the 
Division  of  Maternal,  Infant, 
Child  and  Adolescent  Health, 
nie  DiviaioD  of  Nursing  has 
CO- funded  a  project  at  the 
Dblvarsity  of  Cann«cticut 
Bealth  Canter,  Dq>artBent  of 
Pediatrics,  for  'School  Nurse 
Bnergency  Medical  Services  for 
Children* .   Ae  purpose  of  the 
project  is  to  refine  and 
disseminate  an  effective 
national  BISC  training  model 
for  nurses  and  nurse 
practitioners  vrorJcing  in 
schools.   No  applications  were 
suhmitted  directly  to  the 
Division  of  Nursing  for 
continuing  education  in  this 
area  despite  technical 
assistance  to  potential 
applicants. 

The  special  projects  grants 
program  as  %fell  as  other 
programs  administered  by  the 
Division  of  Nursing  prepare 
nurses  to  meet  the  health  care 
needs  of  native  Hawaiians, 
American  Indians  and  rural 
populations.   This  is 
accomplished  through  the 
funding  of  projects  which  have 
as  their  focus  service  to 
underserved  populations  and 
geographic  areas  as  well  as 
funding  priorities  for 
programs  that  have 
significantly  increased  their 
enrollment  of  minorities.  In 
addition,  funding  preferences 
are  given  to  programs  that 
demonstrate  that  their 
graduates  practice  in 
underserved  inner  city  and 
rural  areas. 
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Murse  Practitionera/Murae  Midwivea 

11.   The  Conmittee  is  interested  in 
seeing  the  Division  of 
Nursing,  in  its  role  as  the  . 
leader  for  the  nurse  work 
force,  to  analyze  the  iac>act 
of  barriers  to  advanced  nurae 
practitioner  practice.   The 
analysis  should  address 
restrictive  State  scope  of 
practice  acts  and  limits  on 
access  to  professional 
liability  insurance  and 
institutional  privileges. 


Action  Taken  or  to  be  Takan 


The  Division  of  Nursing,  in 
its  leadership  role  pertaining 
to  nursing  workforce  issues, 
haa  awarded  a  contract  to  the 
Research  Triangle  Institute  to 
carry  out  an  indepth  analysis 
of  the  practice  acts  and  rules 
and  regulations  govaming  the 
practice  of  nurse 
practitioners  and  physicians 
assistants.   In  addition,  the 
contract  will  identify  and 
analyze  factors  outside  the 
regulatory  domain  that  are 
believed  to  impact  on  the 
practice  environments .  The 
factors  include  scope  of 
practice  barriers  impacted 
upon  by  geographic  and 
institutional  locations  as 
well  as  barriers  stemming  from 
limited  access  to  professional 
liability  insuremce  and 
institutional  privileges .   The 
contract  report  will  be 
conpleted  July  1995. 


Pediatric  AIDS  Demonstrations  -- 

Title  IV 

12.    The  Committee  intends  that 
with  the  additional  funds 
provided,  support  should  be 
expanded  for  the  established 
family  centered  and  youth- 
centered  programs.   In  view  of 
the  preliminary  research 
findings  that  the  reduction  of 
perinatal  HIV  transmission  is 
possible  through  the  use  of 
AZT,  the  Ccomittee  encourages 
HRSA  to  collaborate  with  the 
CDC  to  ensure  the  involvement 
of  title  IV  projects  in  HIV 
conmunity  planning 
initiatives.   Furthermore,  the 


The  Title  IV  program  intends 
to  use  the  additional  funds  to 
expand  existing  family- 
centered  and  youth- centered 
programs;  to  iiqplement  a 
Women's  Initiative  for  HIV 
care  and  reduction  of 
perinatal  HIV  tranamiasion  and 
to  continue  support  of 
existing  Title  IV  programs . 
HRSA  has  collaborated  closely 
with  CDC  in  the  development  of 
the  Nooen'B  Initiative  «^ich 
expands  the  access  for  wooen 
and  adolescent  fanales  to 
comprehensive  care,  testing. 
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Committee  encourages 
interagency  coordination 
between  title  IV,  Head  Start, 
and  the  Abemdoned  Infants 
Assistance  Program  to  further 
assist  children  and  youth 
affected  by  HIV  and  AIDS. 


Action  Taken  or  to  be  Taken 


education  and  to  evaluate  the 
efficacy  of  these  strategies 
and  acconplish  them.  HRSA 
will  collaborate  with  the 
Abandoned  Infants  Assistance 
Program  to  support  permanency 
planning,  custody,  and  other 
issues  surrounding  children 
and  teenagers  who  have  lost 
their  mothers  to  HIV/AIDS. 


Program  Management 

13 .   The  Committee  has  included  an 
additional  $300,000  in  program 
administration  and  directs 
HRSA  to  establish  an  Office 
of  Adolescent  Health  to  study 
the  special  needs  of  high-risk 
adolescents  including  those 
living  in  poverty,  adolescents 
from  racial  and  ethnic 
minority  groups,  native 
Americaui  adolescents,  and 
adolescents  in  rural  areas. 


13.   To  anplify  the  ispact  of 
existing  HRSA  adolescent 
progranming  through  the 
Adolescent  Health  Branch  of 
its  MCHB,  HRSA  is  pleuining  to 
establish  an  Office  of 
Adolescent  Health  in  the 
Office  of  the  Administrator. 
This  reorganization  is  being 
considered  in  the  context  of 
Agency  streamlining  plans  and 
downsizing  obligations 
pertaining  to  program 
consolidations  and  reinvention 
of  government  initiatives . 

The  existing  Adolescent  Health 
Branch  in  MCHB  was  estcUslished 
in  FY  1993  and  serves  as  the 
national  focal  point  on  issues 
concerning  the  health  status 
of  adolescents  regardless  of 
their  race,  ethnicity  or 
inhabitancy.  The  MCHB  will 
continue  to  fund  research, 
demonstration  and  training 
greuits  targeted  to  adolescent 
health  using  the  SPRANS  funds, 
setaside  of  the  Maternal  and 
Child  Health  Block  Grant. 
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APPROPRIATIONS  HISTORY  TABLE 

Health  Resources  and  Services  Administration 

Budget 

Estimate  House          Senate 

to  CoagreaS  Allowancg         Xllowanrg  Appronriation  1/ 

1987  1,162,670,000  1,267,068,000  1,499,753,000  1,470,763,000 
Supplemental       -—  104,625,000        48,750,000       64,750,000 

1988  1,106,977,000  1,365,476,000  1,665,513,000  1,556,265,000 

1989  1,225,257,000  769.554,000  2/  1,642,685,000  2.1     1,632,584,000 
Supplemental       800,000          800,000 

1990  1,351,643,000  1,553,465,000  1,820,245,000  1,770,386,000 

Sequester          -23,262,000 

Supplemental        2,300,000        2,300,000 

1991  1,556,822,000  1,626,393,000  2,474,940,000  2,139,382,000 
Reduction          -54,240,000 

1992  2,018,500,000  i/  2,137,533,000  1/4/  2,389,822,000  2.1     2,360,841,000  2.1 

Reduction          -6,729,000 

Appropriation 

Transfer         —  —              —       55,000,000  i/ 

1993  2,440,534,000  2,392,343,000  2,625,466,000  2,601,625,000 

Reduction  -24,751,000 

Appropriation 

Transfer         -1,000,000  i/ 

1994  3,086,962,000  2,833,588,000  2,954,341,000  2,926,381,000 

Appropriation 

Treuisfer                      -5,000,000  £/ 

Appropriation 

Treuisfer                       10,000,000  2/ 

1995  3,014,253,000  3,008,225,000  3,066,254,000  3,055,699,000 

Rescission                       -29,147,000  fl/ 

J^propriation 

Transfer                       -5,000,000  £/ 

1996  3,096,395,000 
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1/  Reflects  enacted  supplementals  and  reappropriations. 

2/  The  House  and  Senate  deferred  action  on  funding  consideration  for  sone 
programs  within  the  Health  Resources  and  Services  account  because  of  lack 
of  authorization. 

1/  Does  not  include  $1.5  million  for  HEAL  program  management  requested  in 
HEAL  account . 

1/  The  House  deferred  funding  for  the  Family  Planning  Program  because  of  lack 
of  authorization. 

^/  Available  July  1,  1992  fron  the  Department  of  Bducation,  Bducational 
Excellence. 

£/  Transferred  to  the  Health  Centers  Malpractice  Claims. 

2/  Transferred  from  PHS  Bnergency  Fund  for  Los  Angeles  earthquake. 

fi/  Proposed  rescission  of  $27,147,000  for  BHPr  programs  and  $2,000,000  for 
Health  Care  Facilities  program. 
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Gengral  Statement 

The  President's  appropriation  re<iuest  is  $3,096,395,000  for  the  Health 
Resources  and  Services  Administration  (HRSA) .  This  includes  an  increase  of 
$55,233,000  above  the  FY  1995  current  estimate. 

Consistent  with  the  government -wide  reinvention  effort,  the  HRSA  request 
consolidates  programs  into  nine  clusters.  Major  program  consolidations  are 
proposed  for  health  professions  programs,  conminity  and  migrant  health 
centers,  special  populations  programs,  and  emergency  medical  services. 

The  health  services  cluster  will  enhance  the  ability  of  confiiunities  to  improve 
the  health  of  their  clients  and  close  the  gaps  in  the  health  status  of 
vulnerable  population.  The  clusters  include: 

•  The  Conmunity  and  Migrant  Health  Centers  cluster  consolidates  four 
progreuns  into  one.   This  cluster  includes:  Community  Health 
Centers;  Migrant  Health  Centers;  Health  Care  for  the  Homeless;  and 
Health  Care  for  Residents  of  Public  Housing.  This  proposal  would 
streamline  legislation  regarding  services,  application  criteria, 
and  grant  requirements . 

•  The  Programs  for  Special  Populations  cluster  consolidates  five 
programs  into  one.   This  cluster  includes:   Black  Lung  Clinics; 
Pacific  Basin  Initiative;  Payment  to  Hawaii;  Native  Hawaiian 
Health  Care;  and  State  Alzheimer's  Disease.  This  proposal  is 
designed  to  enhance  the  ability  of  the  Secretary  to  demonstrate 
more  effective  approaches  for  improving  the  health  status  of 
certain  populations  through  delivery  of  primary  and  preventive 
health  care  services,  enabling  and  supporting  services  and 
infrastructure  development. 

The  Rural  Health  cluster  addresses  the  distinctive  need  to  inprove 
health  services  in  rural  areas .   States  would  have  greater 
flexibility  by  virtue  cf  having  a  consolidated  grant  application. 
This  cluster  consolidates  the  State  Offices  of  Rural  Health 
program  and  the  Rural  Hea''th  Outreach  program. 

•  The  Qnergency  Medical  Services  Cluster  combines  the  EMS  for 
Children  program  and  the  Trauma  Care  program.   This  cluster  works 
toward  eliminating  the  barriers  which  still  exist  in  many  parts  of 
the  country  today  that  prevent  quick  and  efficient  emergency 
medical  services. 


675 


47 


The  Health  Professions  request  combines  categorical  programs  into 
five  consolidated  programs.   The  consolidations  include:   Health 
Professions  Workforce  Developoient  Cluster;  Enhanced  Area  Health 
Education  Centers  Cluster;  Minority/Disadvantaged  Health 
Professions  Cluster;  Primary  Care  Medicine  and  Public  Health 
Training  Cluster;  and  Nursing  Education/Practice  Cluster. 

The  budget  proposes  $723  million  for  programs  authorized  under  the  Ryan  White 
Act,  tui  increase  of  $91  million,  or  14  percent  over  fiscal  year  1995.   This 
level  will  provide  funds  for  categorical  grants  to  cities  disproportionately 
affected  by  the  HIV  epidemic;  to  states  to  provide  medical  and  support 
services  to  infected  individuals;  and  to  conminity-based  organization  to 
provide  early  HIV/AIDS  treatment  services  and  support  demonstration  projects 
on  pediatric  AIDS  issues.   The  fiscal  year  1996  level  will  provide  assistance 
to  an  estimated  10-14  new  cities  that  may  become  eligible  for  Title  I 
emergency  relief  grants  in  1996. 

The  budget  includes  $679  million  for  the  Maternal  and  Child  Health  (HCH)  Block 
Grant.   This  request  continues  to  build  the  MCH  service  infrastructure  to 
assure  that  needed  services  are  available  to  vulnere±ile  MCH  populations  and 
for  assisting  this  population  in  accessing  available  services.   The  request 
includes  $569  million  for  grants  to  states,  $100  million  for  special  projects 
of  regional  and  national  significance,  and  $10  million  for  community 
integrated  service  systems. 
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Health  Resources  and  Services  Administration 
Prior  Year  Output  Data 


PHS  Act  1994 

Section  Actual 

Community  Health  Centers:  330 

Dollars  (000) $603,650 

Sites 1,517 

Service  Capacity  (000)  6,550 

CPCP  Grantees 297 

Infant  Mortality  Reduction 

Initiative  Grantees  41 

Prenatal  Users 185 ,  53  0 

Migrant  Health  Centers:  329 

Dollars  (000) $59,000 

Sites 370 

Service  Capacity  (000)  550 

Health  Care  for  the  Homeless:  340 

Dollars  (000) $63,011 

Grantees 119 

Homeless  Children  Grantees  (10) 

Sites 495 

Service  Capacity  (000)  420 
School-Lased  Health 

Dollars  (000) ($3,250) 

SBH  Gramtees 15 

SBH  Svc.  Capacity  (000)  21 

Health  Services  for  Residents 

of  Public  Housing:  340A 

Dollars  (000) $8,923 

Grantees 21 

Sites 36 

Svc.  Capacity  (000)..  25 

Blaclc  Lung:  Fed.  Mine,  Health  &  Safety 

Act  of  1977,  Sec.  427(a) 

Dollars  (000) $4,142 

Number  of  Centers ....  14 

Persons  Served 47,350 

State  Alzheimer's  Disease  Grants:   398-399A 

Dollars  (000) $4,959 

Sites 9Q 

Service  Capacity 5,900 

Payment  to  Hawaii:  320 

Dollars  (000) $2,976 

Avg.  Daily  Patient  Census  72 


1995 
1995     Current 
Approo  ■    RgtiiMfp 


$616,555  $616,555 

1,549  1,549 

6,650  6,650 

297  297 


41 

41 

185 

,530 

185 

,530 

$65 

,000 

$65 

,000 

380 

380 

580 

580 

$65 

,445 

$65 

,445 

119 

119 

(10) 

(10) 

495 

495 

420 

420 

($4, 

,467) 

($4, 

,467) 

20 

20 

25 

20 

$9,518  $9,518 

21  21 

38  38 

25  25 


$4, 

,142 

$4 

,142 

14 

14 

47, 

,350 

47, 

,350 

$4, 

,959 

$4, 

,959 

92 

92 

6, 

,000 

6, 

,000 

$2, 

.976 

$2, 
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70 

70 
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PUS   Act 
Section 


1994 

Actual 


Pacific  Basin  Initiatives:       P.L.  101-527 

Dollars  (000) $968 

Projects 11 

Native  Hawaiian  Hlth.  Care:  Native  Hawaiiem  Hlth. 

Care  Act,  P.L.  102-396 

Dollars  (000) $4,336 

Case  Mgmt.  Enrol lees.  14,248 

Nafl  Health  Service  Corps:  331-338,  338C,  338F 

Dollars  (000) $44,720 

Scholarship  Obligors.  330 

Loan  Repayors 1, 109 

Careerists 98 

State  Loan  Repayors..  319 

Connnun.  Based  Scholars  11 


1995 
ApproD ■ 


$1,364 
18 


1995 

Current 
VBf.iimt.f. 


$1,364 

18 


$4,524 

$4,524 

14,248 

14,248 

$44,979 

$44,979 

409 

409 

1,123 

1,123 

98 

98 

319 

319 

Total  NHSC  Field  Strength 

NHSC  Scholarship/Loan  Repayment: 

Dollars  (000) 

Scholarships 

New  Fed .  L . R 

State  Loan  Repayirent . 


1,867 


1,987 


1,987 


$79,250 

$80,144   ! 

$80,144 

429 

438 

438 

536 

569 

569 

350 

350 

350 

Grants  to  Communities  -  Health 
Professions  Scholarships: 

Dollars  (000) 

Scholarships 

338L 

$478 
60 

$474 
60 

$474 

60 

Nursing  Loan  Repayment : 

Dollars  (000) 

L.R.  Agreements 

846 

$2,044 
180 

$2,044 
180 

$2,044 
180 

Emergency  Medical  Services 
for  Children: 

Dollars  (000) 

Number  of  Projects... 

1910 

$7,500 
42 

$10,000 
50 

$10,000 
50 

Trauma  Care: 

Dollars  (000) 

State  Grants 

Rural  Grants 

Other  Grants 

1201-1232 

$4,837 
30 

3 
6 

$4,793 

23 

3 

5-7 

$4,793 

23 

3 

5-7 

Rural  Hlth.  Outreach  Grants: 

Dollars  (000) 

Grant  Awards 

301 

$26,279 
146 

$27,029 
150 

$27,029 
150 
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50 


1995 
PHS  Act       1994        1995     Current 
Section      Actual       Appron.    Ratinuit-g 


State  Offices  of  Rural  Hlth: 

Dollars  (000) 

Grant  Awards 


338J 


$2,750      $3,875    $3,875 
50  50        50 


MINORITY/DISADV.  REPRESENT: 

Centers  of  Excellence: 

Dollars  (000) 

I  Grants  &  Contracts . . 

Health  Careers  0pp.  Prog: 
Dollars  (000) 

#  Grants  &  Contracts . . 

Loan  Repay. /Fellows-Fac: 
Dollars  (000) 

#  Contracts 

STUDENT  ASSISTANCE  PROGS: 


739 


$23,481     $23,481   $23,040 
25         26        25 


$24,961     $26,282   $24,315 
138         140       130 


$1,053      $1,043      $911 
38  37        32 


Excep.  Fin.  Need  Scholar: 
Dollars  (000) 

#  Scholarships 

Fin.  Assist,  for  Disadv. 
Hlth.  Profs.  Students: 
Dollars  (000) 

#  Stipends 

Loans  for  Dis.  Students: 
Dollars  (000) 

#  Student  Recipients . . 

Scholarships  for  Disadv. 
Students : 

Dollars  (000) 

«  Scholarships 

PRIM.  CARE/PUB.  HLTH.  PROG: 

Area  Health  Educ.  Ctrs: 
Dollars  (000) 

#  Grants  k   Contracts . . 

Hlth.  Educ.  &  Tmg.  Ctrs: 
Dollars  (000) 

#  Grants 


$10,433     $11,113   $10,335 
644         686       638 


$6,241      $6,571    $6,079 
377         397       367 


$7,925      $8,472    $7,849 


2,556 


746(a) 


746(f) 


2,732     2,531 


$17,102     $18,262    $16,939 
9,432      10,071     9,342 


$22,203     $24,625   $20,699 
36         40        34 


$2,836      $3,709    $3,313 
11  10         9 
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Geriatric  Programs: 

Dollars  (000) 

#  Grants 

Rural  Hlth.  Inter.  Tmg: 
Dollars  (000) 

#  Grants  &  Contracts . . 

General  Dentistry  Tmg: 
Dollars  (000) 

#  Grants  &  Contracts.. 

Allied  Health  Spec.  Pro j : 
Dollars  (000) 

#  Grants  i  Contracts.. 

Chiropractic  Dem.  Projs: 
Dollars  (000) 

#  Grants  &  Contracts.. 

Podiatric  Med. -Prim.  Care 

Training:  751 

Dollars  (000) 

#  Grants 

Family  Medicine  Programs:         747 
Dollars  (000) 

#  Grants  &  Contracts.. 

General  Internal  Medicine 

and  Pediatrics:  748 

Dollars  (000) 

#  Grants  i  Contracts.. 

Physician  Assistant  Tmg:         750 
Dollars  (000) 

#  Grants  &  Contracts.. 

Pacific  Basin  Medical 

Officers  Training:        Sec.  10(b)(1)  of 
P.L.  101-527 
Dollars  (000) 

#  Grants  &  Contracts . . 

Public  Health/ Preventive 

Medicine  Programs:         761,  762,  763 
Dollars  (000) 

#  Grants  &  Contracts . . 


ras  Act 
Section 

1994 

Actual 

1995 
ADoroD. 

199S 
Current 
EBtilMtifr 

777 

$9,175 
32 

$9,092 
36 

$6,804 
26 

778 

$4,017 
23 

$3,981 
10 

$3,880 
9 

749 

$3,730 
27 

$3,730 
34 

$1,853 

17 

767 

$3,467 
33 

$3,935 
38 

$2,252 
22 

782 

$750 
3 

$936 
5 

— 

$615 
7 


$47,194 
388 


$16,847 
105 


$6,554 
52 


$1,500 

1 


$7,816 
96 


$615 
7 


$47,194   $44,494 
357       337 


$16,695   $16,503 
84        83 


$6,554    $5,344 
55        45 


$1,497    $1,482 
1         1 


$7,746    $7,277 
67        63 
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1995 
PHS  Act        1994        1995     Current 

Section  Actual  Aimrop.      gghiiMha 


Health  Admin.  Progrcuns: 
Dollars  (000) 

*  Grants 

NURSING  PROGRAMS: 

Nursing  Special  Projects: 

Dollars  (000) 

t  Grants  fc  Contracts . . 

Nurse  Practitioner/ 

Nurse  Midwife  Training: 
Dollars  (000) 

*  Grants  t   Contracts . . 

Advanced  Nurse  Education: 
Dollars  (000) 

#  Grants  &  Contracts . . 

Nurse  Anesthetist  Tmg: 
Dollars  (000) 

•  Gremts 

Profess .  Nurse  Trainees : 

Dollars  (000) 

t  Traineeships 

Nsg.  Educ.  Opport.  for 
Indivs.  from  Disadv. 
Bac)cgroundis : 

Dollars  (000) 

t  Grants 


$995 
36 


$986 
36 


$976 
35 


$10,401     $10,401    $9,479 
62  61        56 


S16, 

,943 

$16, 

,943 

$15, 

,604 

71 

66 

61 

$12, 

,253 

$12, 

,253 

$11, 

,235 

62 

66 

61 

$2, 

,724 

$2, 

,724 

$2, 

,474 

77 

85 

77 

$15, 

,473 

$15, 

,473 

$14, 

,401 

4, 

,551 

4, 

,551 

4, 

,236 

$3,693      $3,693    $3,563 
22  22        21 


HEALTH  PROFESSICmS  RESEARCH 
AND  DATA: 


Health  Prof.  Data  System: 
Dollars  (000) 

*  Contracts 

Research  on  Certain  H.P. 
Issues: 
Dollars  (000) 

•  Grants  t   Contracts . . 


$643 
15 


$637 
13 


$548 
11 


$1,123      $1,113      $958 
22  8         7 


Note  for  Bureau  of  Health  Professions  Programs :  The  number  of  awards  for  some 
programs  may  vary  between  years  even  though  the  dolleir  levels  remain  the  same  or 
change  very  little.   The  number  of  awards  is  affected  by  a  lower  and/or  higher 
iunount  per  type  of  awitrd  (i.e.  continuation,  competing  renewal  and  new)  . 
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romnunitv  and  Miorant  Health  Centera 

Authorizing  Legislation  -  Legislative  proposal  is  being  prepared  to 
consolidate  Sections  329,  330,  340  and  340A  of  the  Public  Health  Service  Act. 


HM.JM.aOO  rn4.SU.M0  (IM.lM.tM 

fiiM  iilty  mmia  c«««» (HU.CM.MO)  (MU.M>. 

IU«nDC  iMltk  0»«n im.Mt.Mei  IMS.M*. 

■Mich  Cua  tor  cba  KaalaH 114]. Oil. 000)  iUi.Ui. 

■mill  rill  rill  »niii»in  nf  niiiiii  iniiiiiii —       <M.ta>.oooi  (••.>u, 

1996  Authorization Expired.   Legislative  authority  is  being  proposed. 


Purpose  and  Method  of  Operation 

Funds  requested  for  this  cluster  empower  conmunities  to  address  the  medical 
emd  social  needs  of  their  populations  through  a  flexible  funding  source. 
Proposed  legislation  consolidates  authorities  for  the  conmunity  health 
centers,  migrant  health  centers,  health  care  for  the  homeless,  and  health  care 
for  residents  of  public  housing  programs  which  were  previously  authorized 
under  individual  sections  of  the  Public  Health  Service  Act. 

Federal  gremt  funds  from  this  consolidated  program  will  prov.de  approximately 
3  5  percent  of  the  operating  revenue  for  conmunity-based  systems  of  health  care 
that  provide  access  to  conprehensive,  high  quality,  case-managed,  family-based 
primary  health  care  services  which  serve  populations  living  in  urban  and  rural 
medically  underserved  areas.   Without  this  Federal  support,  these  systems  of 
care  would  not  be  economically  viable  and  their  clients  would  be  forced  to 
seek  care  in  less  effective  and  more  costly  settings,  such  as  hospital 
emergency  rooms.   Continuation  of  this  support  is  vital  if  this  very  cost 
effective  care  to  underserved,  generally  poor,  and  often  uninsured  populations 
is  to  remain  available. 

The  grant  awards  empower  medically  underserved  coniminities  to  develop  systems 
of  care  that  effectively  address  the  highest  priority  health  and  social  needs 
of  their  residents   (e.g.,  to  address  the  needs  of  pregnant  wooen  and  infants, 
migrant  and  seasonal  farmworkers  and  their  families,  homeless  persons,  school 
aged  children,  substance  abusers,  the  elderly,  residents  of  ptiblic  bousing 
projects,  and/or  others).   Specifically,  within  the  amounts  awarded  to  each 
coinminity,  grantees  have  the  flexibility  to  use  resources  to  address  the 
highest  priority  health  needs  and/or  to  respond  to  changing  local  health  needs 
and/or  priorities,  while  maintaining  a  level  of  cooiiitiDent/ effort  to 
traditional  populations. 

This  cluster  of  programs  continues  to  support  the  development  of  local, 
community-based  systems  of  health  ceure  that  provide  primary  and  preventive 
services.   Grant  awards  are  made  directly  to  camminity-based  non-profit  and 
public  organizations  located  in  the  areas  of  highest  need  across  the  country. 
Grants  are  awarded  to  the  highest  need  communities  across  the  country  through 
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a  national  competitive  process  which  affords  States  a  significant  role  in 
determining  need  and  resource  priorities. 

The  clustering  of  these  programs  reduces  and  streamlines  administrative 
requirements  and  further  empowers  underserved  coonunities  to  address  the 
priority  health  and  social  needs  of  their  residents.  The  clusters  will 
maintain  an  appropriate  level  of  accountability  for  the  program  and  the  people 
served.  The  overall  goal  of  the  cluster  program  is  to  sisplify  access  to 
cost-effective  preventive  and  primary  care  and  to  improve  the  health  status  of 
medically  underserved  people,  particularly  poor  and  minority  populations. 

People  Served 

Health  centers  are  located  in  areas  throughout  the  country  trtiere  there  are 
financial,  geographic,  or  cultural  barriers  to  primary  health  care  for  a 
substantial  portion  of  the  population.   In  many  camminities,  these  centers  are 
the  sole  providers  of  care  to  a  highly  vulnerable,  culturally  diverse, 
medically  needy  population.  Itany  underserved  individuals  live  in  inner  cities 
or  rural  areas  that  lack  adequate  resources,  especially  primary  care 
physicieuis.  Most  are  poor  or  near  poor.  Memy  face  financial,  racial,  ethnic 
and  language  barriers  that  inhibit  their  seeking  of  primary  care  and  the 
efficacy  of  care  they  receive.  They  are  at  risk  for  communicable  and  chronic 
illnesses,  and  multiple  health  and  social  needs. 

As  a  result,  health  centers  also  offer  related  social /support  services  on-site 
or  in  proximity  such  as  translation,  health  education,  outreach,  and  prenatal 
services.   Health  centers  also  link  with  services  such  as  WIC,  welfare, 
Medicaid  eligibility,  substance  abuse  and  other  social  services. 

Currently,  more  than  7.6  million  medically  underserved  individuals  receive 
care  through  these  community  based  centers. 

Large  proportions  of  poor  and  minority  people  are  served;  61  percent  of  the 
users  are  minority  including  28  percent  Black,  27  percent  Hispanic,  and  6 
percent  Asian/other.  Sixty-six  percent  of  health  center  users  are  below  the 
poverty  level,  20  percent  are  between  100  and  200  percent  of  poverty,  and  14 
percent  are  above  200  percent.  Forty-three  percent  of  individuals  receiving 
services  at  health  centers  were  children  from  newborn  infants  to  19  years  of 
age. 

Capacity  Building 

Critical  to  the  successful  delivery  of  health  services  to  underserved 
populations  is  the  developoient  of  systems  of  primary  care  and  comprehensive 
networks.   Collaborating  with  other  public  and  private  partners  to  obtain 
needed  capital  and  infrastructure  resources,  the  health  center  program  has 
begun  a  major  effort  to  iissure  the  development  of  primary  health  care  capacity 
in  the  highest  need  underserved  areas.   The  effort  will  focus  on  State  needs 
assessment  and  planning,  comminity  development  to  lay  the  organizational 
groundwork  for  new  sites  and  services,  and  the  developoient  of  nettrorks  of 
providers.   Investment  in  telecommunications  systems,  especially  in  rural 
areas,  and  information  systems  to  tie  providers  together  will  also  be  targeted 
to  support  the  information  needs  critical  to  the  success  of  health  centers  and 
also  to  link  them  to  tertiary  care  centers. 
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•  From  FY  1989  to  FY  1994,  health  centers  were  able  to  Increase  the  niunber 
of  clients  receiving  primary  health  care  by  approximately  1,400,000 
through  expanded  grant  funding,  changes  in  Medicaid  eligibility  and 
increases  in  Medicaid  revenues  due  to  the  ioplementation  of  primary 
health  care  Federally  Qualified  Health  Center  (FQHC)  legislation.   The 
Bureau  has  also  identified  and  recooniended  to  the  Health  Care  Financing 
Administration  approximately  100  centers  for  designation  as  FQHC  look- 
alike  organizations  to  provide  care  to  approximately  600,000  medically 
underserved  individuals. 

•  In  FY  1994,  the  health  center  program  provided  operational  grant  funds 
to  62  organizations  which  resulted  in  the  creation  of  62  new  service 
delivery  sites.   Overall,  an  estimated  200,000  new  patients  «rere  served 
by  health  centers  in  FY  1994. 

•  In  addition,  the  health  center  program  awarded  planning  grant  funds  to 
20  communities  to  assist  them  in  the  development  of  a  new  health  center. 

In  FY  1996,  the  program  will  continue  to  integrate,  collaborate,  and  network 
with  State  and  local  health  departments  and  explore  opportunities  for  other 
public  and  private  partnerships.   Networks  are  creating  linkages  among  centers 
and  other  providers,  such  as  hospitals  and  private  providers.   At  the  present 
time,  over  300  health  centers  are  currently  participating  in  managed  care 
throughout  the  Nation,  and   the  number  is  growing. 

In  addition,  over  115  health  centers  are  involved  in  managed  care  contracting 
throughout  the  Nation,  smd  the  number  is  growing.   These  health  centers  serve 
primarily  Medicaid  managed  care  patients  and,  while  a  few  serve  as  health 
maintenance  organizations  (HMOs),  most  are:   (1)  part  of  an  HMO's  network  of 
primary  care  providers;  or  (2)  part  of  the  State's  Medicaid  network  of  mcuiaged 
care  case  managers.   Health  centers  have  operating  attributes  which  are 
consistent  with  mamaged  care,  they  are:   primary  care  providers;  offer  24-hour 
coverage;  have  multiple  delivery  sites;  link  health  and  social  services  for 
high  risk  patients;  and  are  cost  effective  because  of  their  lower 
hospitalization  rates. 

Under  a  study  conducted  by  Lewin-VHI,  Inc.,  findings  demonstrate  that  health 
centers  have  cost-effective  performance  comparable  to  other  providers  in  HMO 
networks.   This  study  also  found  that  centers  are  high  quality  primary  care 
providers  who  bring  culturally  sensitive  services  to  high  risk  Medicaid 
patients  in  the  HMO  network.   The  Tufts  Associated  Health  Plan,  an  HMO  in 
Massachusetts,  reported  health  center  performance  as  excellent  in  terms  of  per 
member  per  month  costs  and  inpatient  utilization.   In  Ohio,  Wisconsin,  Oregon, 
and  California,  health  centers  which  contract  directly  with  HMO's  and  with  the 
States  as  HMOs  have  proven,  effective  performance. 
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In  addition,  evaluation  studies  that  have  conpared  health  center  patients  to 
similar  patients  that  did  not  use  health  centers  found  that  health  center 
patients  have: 

-  lower  hospital  admission  rates  ' 

-  shorter  hospital  lengths  of  stay  ' 

-  lower  total  annual  Medicaid  costs  ' 

-  lower  infant  mortality  rates  * 

A  recent  study  of  Aid  to  Families  with  Dependent  Children  (AFDC)  recipients  in 
California  and  New  York  who  use  or  do  not  use  health  centers  Indicated  that: 

•  Regular  use  of  a  health  center  results  in  a  30  percent  savings  to 
Medicaid  on  both  a  per  case  and  per  person  per  year  basis  (with  the 
exclusion  of  maternity  cases) . 

•  When  maternity  related  services  are  included,  which  tend  to 
disproportionately  increase  costs  for  health  centers,  savings  attributed 
to  health  center  range  from  -14  percent  in  California  to  24  percent  in 
New  York. 

•  About  half  of  the  savings  associated  with  health  center  regular  user 
status  is  produced  by  reduced  inpatient  care,  and  the  remainder  through 
reduced  payments  for  outpatient  care  and  other  services . 

•  Diagnoses-specific  findings  were  also  significant.   In  New  York, 
diabetics  whose  customary  source  of  primary  care  was  a  health  center 
averaged  35  percent  lower  costs  to  Medicaid  than  did  diabetics  who  did 
not  use  health  centers,  while  asthmatic  regular  health  center  users 
incurred  20  percent  lower  costs.' 


'  Howard  E.  Freeman,  K.  Jill  Kiecolt,  and  Harris  M.  Allen  II,  rnmmini ty 
Health  Centers:   An  Initiative  of  Enduring  Utility.  1982.   Joshua  M.  Weiner 
and  Jeannie  Engel,  Tmnrovino  Access  to  Health  Services  for  Children  and 
Pregnant  Womffn .  1991. 

'     Freeman. 

'  Benjamin  Duggair,  Brian  Balicki,  Ann  Zuvekas,  Posts  wnd  ntillzation 
Patterns  for  rnrnnrehensive  Health  Center  nners.  1961. 

*  Michael  Grossmeui  and  Fred  Goldman,  An  Eeonn'n'i<'  Analysis  of  Coiimiinifv 
Health  Centers.  1982. 

'  Center  for  Health  Policy  Studies,  and  SysteMetrics ,  Health  Services 
Utilization  and  Costs  to  Medicaid  of  AFDC  Recipients  in  California  SgrveH  KnA 
Not  Served  bv  Communirv  Health  Centers.  February,  1992. 
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A  recent  study  of  Medicaid  patients  in  Marylemd  that  compared  the  costs  versus 
quality  of  care  in  different  types  of  primary  care  settings  indicated  that: 

•  Conqpared  to  patients  who  use  hospital  outpatient  clinics  or  physician's 
offices  for  their  source  of  care,  health  center  patients  receive  a 
higher  quality  of  care. 

•  Lower  cost  providers  of  primary  care,  such  as  health  centers,  provide 
the  same  or  higher  level  of  quality  services  as  coopared  to  higher  cost 
providers,  such  as  hospital  outpatient  departments . * 

Sub-PoDulations  Served  bv  Health  Centers 

Frasnast  Ncaaa  and  Children 

The  health  centers  program  provides  cooprehensive,  continuous,  case-managed 
perinatal  care  for  underserved,  minority,  and  disadvantaged  women  of  child 
bearing  age  and  their  infimts.  This  sub-activity  provides  services  that  help 
reduce  the  incidence  of  low  birthweight  babies  which  results  in  lower  infant 
mortality  rates.  This  specialized  effort  has  yielded  increases  in  first 
trimester  enrollment,  postpartum  ciure  visits,  and  well  child  care  for  center 
users . 

Also  provided  are  perinatal  care  services  to  adolescent  pregnant  populations 
which  comprise  about  21  percent  of  pregnant  tromen  served  through  this  program. 
In  FY  1993  the  program: 

•  provided  perinatal  care  to  185,530  women. 

•  arranged  or  provided  for  the  delivery  of  104,344  babies  to  women 
receiving  these  services . 

•  enrolled  79,572  women  in  prenatal  care  in  the  first  trimester  of 
pregnemcy . 

•  served  38,898  pregnant  teens. 

Migrant  and  ■•aaonal  raxiiurlte rs 

Also  within  health  center  cluster  program  is  the  migrant  health  activity  that 
provides  comprehensive,  high  quality,  family  based  primary  health  services  to 
migrant  and  seasonal  farmworkers  and  their  families.   Special  outreach  and,  in 
some  areas,  environmental  services  are  offered. 

The  level  of  activity  is  related  to  length  of  time  the  migrant  population  is 
in  the  service  area,  and  the  availability  and  accessibility  of  health 
resources.   These  factors  determine  irtiether  the  program  will  be:   a  year- 
round,  full-time,  multi-disciplinary  primary  health  care  delivery  model;  a 


'  Barbara  Starfield,  Neil  R.  Powe,  Jonathan  R.  Weiner,  Mary  Stuart, 
Donald  Steinwachs,  Sarah  H.  Scholle,  Andrea  Gerstenberger,  Costs  vb.  Quality 
in  Different  IVpes  of  Primary  Cjirf   Settin<;is.  JAMA,  December  28,  1994. 


686 


58 


seasonal  or  tenporary  (4-6  aoaths)  physician  and/or  nurse  model  with  specialty 
referral;  or  a  seasonal  prograa  which  provides  service  with  local  health 
providers  on  a  contractual  arrangement. 

A  migrant  or  seasonal  faraworker  is  defined  as  an  individual  %diose  principal 
employment  within  the  last  24  ■onths  is  in  agriculture.   Migrant  farmworkers 
have  some  of  this  Hation's  most  severe  health  and  social  problems. 
Farmworkers  have  high  rates  of  infectious  diseases,  including  high  rates  of 
tuberculosis'*;  high  rates  of  chronic  disease,  and  face  increased  risk  for  HIV 
infection.  They  live  and  work  in  substandard  coaditiaos  including  low  wages, 
geographic  isolation,  lock  of  sanitary  facilities,  exposure  to  vegetation 
which  causes  a  rash  on  contact  (poison  oak.  Ivy),  vsposure  to  toxic  chemicals, 
extremes  of  weather,  long  working  hours  and  inadequate  housing.   They  face  the 
consequences  of  a  life  oo  the  road  without  continuity  of  any  needed  health 
care  services.  Other  barriers  to  health  care  are  language  and  culttxral 
differences,  and  ec<Hianic  status.   In  addition,  aost  States  consider  migrants 
to  be  temporary  residents,  thus  making  them  ineligible  for  Medicaid. 

In  FY  1994,  approximately  550,000  migrant  and  seasonal  farmworkers  were  served 
through  over  100  organizations  and  370  sites  located  in  rural  areas  in  35 
States  and  Puerto  Rico. 

BcBalasB  Populatloma 

Within  the  health  center  cluster  is  the  health  care  for  the  homeless  activity 
which  provides  access  for  hoateless  individuals  to  ccnprehensive,  family- 
oriented  primary  care   services,  incliiding  inmunizations  and  substance  eUsuse 
services.   Targeted  populations  include  hooeless  families,  single  adults, 
runaway  and  homeless  youth,  minorities,  and  the  elderly  iriio  conqsrise  the 
homeless  street  population  and  the  homeless  sheltered  population. 

Primary  health  care  and  substance  abuse  services  are  provided  in  locations 
which  are  accessible  to  homeless  individuals.   By  working  in  emergency  shelter 
systems,  soup  kitchens,  congregate  meal  programs,  and  with  other  street 
outreach  workers,  critical  health  care  is  aade   available  to  a  large  segment  of 
sick  and  untreated  hooieless  persons.   Other  arrangements  include  access  to 
emergency  health  services,  referral  of  homeless  persons  for  necessary  hospital 
services,  referral  of  homeless  persons  for  needed  mental  health  services 
unless  provided  on  site,  outreach  services,  and  aid  to  homeless  individuals  in 
establishing  eligibility  for  assistance  and  obtaining  services  under  entitle- 
ment programs. 

In  FY  1994,  services  «*ere  provided  to  qiproximately  420,000  homeless 
individuals  located  in  48  States,  the  District  of  Columbia  and  the 
Commonwealth  of  Puerto  Rico. 


^  Centers  for  Disease  Control,  Morbidity  »n<t   Mortal  irv  weekly  Renort. 
June  5,  1992,  Volume  41,  Number  RR-10.   A  survey  ccnducted  by  CDC  during  the 
period  1965-1989  assessed  the  occiq>ational  and  residential  characteristics  of 
tuberculosis  cases  reported  in  29  States;  overall  migrant  and  seasonal 
farmworkers  accounted  for  more  than  5  percent  of  all  employed  cases.   Based  on 
data  from  that  survey,  the  risk  of  tuberculosis  among  migrant  and  seasonal 
farmworkers  was  estimated  to  be  six  times  greater  than  the  general  population 
of  employed  adults. 
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Kasldanta  of  Public  Bousing 

Also  within  the  health  center  cluster  program  is  the  health  services  for 
residents  of  public  housing  activity  «rtiich  seeks  to  iiqprove  the  health  status 
of  residents  by  delivering  conprebensive,  accessible,  and  affordable  primary 
care  services  to  residents  in  public  housing  units.   Services  are  made 
available  through  a  cooperative  efforts  with  HUD  and  other  appropriate 
Federal,  State  or  local  organizations. 

Residents  of  public  housing  face  a  variety  of  public  health  problems  including 
infant  mortality,  HIV/AIDS,  tuberculosis,  substance  abuse,  violence,  lead 
poisoning,  cancer  and  other  chronic  diseases.  These  individuals  also  face 
barriers  to  accessing  adequate  health  care,  including  a  lack  of  transportation 
and  financial  resources  as  well  as  language  barriers.   Health  problems  are 
addressed  through  primary  care  services  which  are  non- fragmented  and  focused 
on  early  diagnosis  and  prevention  «rtiich  result  in  improved  health  outccoes  for 
residents  of  public  housing  projects.   Also  addressed  are  the  access  barriers 
of  clinic  location,  transportation,  operating  hours  and  other  factors  that  are 
in^ediments  to  timely  and  appropriate  health  care  utilization. 

In  FY  1994,  services  to  approximately  25,000  individuals  located  in  38  public 
housing  sites  were  supported. 

School  Childrao 

The  health  center  cluster  program  also  supports  school-based  clinics  in  high- 
need  areas  in  order  to  inprove  the  health  and  school  performance  of  at-risk 
children.   In  FY  1994,  school-based  primary  health  care  services  to 
approximately  21,000  at-risk  children  were  supported. 

Funding  for  the  community  euid  migrant  health  center  program  for  the  last  five 
years  has  been  as  follows: 


1991  584,251,000 

1992  651,712,000 

1993  683,051,000 

1994  734,564,000 

1995  756,518,000 


K*tlon»l«    tor   tlM   ■ufltMt:   ■■mi««t 


It  is  projected  that  this  request  will  provide  approximately  35  percent  of 
revenue  for  the  ccaniunity  and  migrant  health  center  cluster  in  FY  1996  and 
represents  the  financing  increment  required  for  these  providers  to  remain 
economically  viable.  Without  this  fuiuUng,  most  centers  would  cease 
operation,  and  the  client  populations  would  be  forced  to  obtain  care  in  other 
less  efficient  and/or  remote  settings  such  as  hospital  emergency  rooms,  or,  ir 
extreme  circumstances,  not  find  care  available. 

Consistent  with  proposed  legislation,  the  FY  1996  budget  request  consolidates 
funding  previously  requested  under  consmmity  health  centers,  migrant  health 
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centers,  health  care  for  the  homeless,  and  public  housing  primary  care 
authorities  of  the  Public  Health  Service  Act. 

Under  the  consolidated  approach,  grants  will  be  more  flexible,  simplified, 
streamlined  and  less  burdensome  for  conmunities  receiving  health  center 
awards .  Rather  than  the  previous  categorical  aK>roach,  the  proposed  grant 
consolidation  will  offer  greuitees  the  flexibility  to  re-direct  resources  among 
the  various  program  categories  during  the  grant  project  period.  This  new 
flexibility  will  permit  the  grantee,  in  coordination  with  State  and  local 
health  agencies,  to  quickly  identify  and  address  the  specific  needs  of  their 
coonmnity  (e.g.,  the  needs  of  pregnant  wonen  and  infants,  migrant  and  ••asonal 
farmworkers  and  their  families,  homeless  persons,  school  aged  children, 
substance  abusers,  the  elderly,  residents  of  public  housing  projects,  and 
others)  even  after  the  grant  award  has  been  made.  This  has  not  been  generally 
possible  under  the  past  categorical  grant  approach  and  represents  a 
significant  enheuicement  in  program  responsiveness  and  effectiveness. 

This  cluster  will  also  decrease  the  number  of  grants  being  awarded  each  year, 
as  well  as  reduce  the  amount  of  administrative  and  categorical  burdens  being 
placed  on  grantee  organizations  while  still  maintaining  an  appropriate  level 
of  accountability  for  the  program  and  the  people  served.   The  cluster  program 
will  also  maintain  the  level  of  services  available  to  the  medically 
underserved . 

Thus,  for  FY  1996,  through  the  clustering  of  these  grant  programs,  the  Agency 
will  be  able  to  reduce  the  number  of  grant  awards  from  916  in  FY  1995  to  723 
in  FY  1996  while  still  maintaining  the  same  level  of  services  for  the 
approximately  7.7  million  underserved  individuals  served  through  these  grant 
progreuns . 

The  FY  1996  request  of  $756,399,000  is  a  decrease  of  $119,000  from  the  FY  1995 
appropriation.  This  decrease  is  associated  with  administrative  savings 
generated  by  the  proposed  consolidation  of  these  programs . 
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Outnut  Data: 


Services  to  sub-populations  included 
in  total  service  capacity: 


61 


FY  1994 

FY  1995 

FY  1996 

- 

Actual 

Funding  (OOO's) 

$734,584 

$756,518 

$756,399 

Grantee  Orgs . 

703 

723 

723 

Sites 

2,166 

2,204 

2,204 

Grant  Awards 

875 

916 

723 

Total  Service  Capacity 

7,566,000 

7,700,000 

7,700,000 

Perinatal 

185,530 

185,530 

185,530 

Migrant 

550,000 

580,000 

580,000 

Homeless 

420,000 

420,000 

420,000 

Public  Housing 

25,000 

25,000 

25,000 

School  Health 

21,000 

25,000 

25,000 

SOURCES  OF  FUNDING  FOR  COMMUNITY  AND  MIGRANT  HEALTH  CENTERS 
(In  millions  of  Dollars) 


FY  1994 

Estinate 


FY  1995 
Appropriation 


FY  1996 
Estimate 


Health  Centers 


Other  Sources : 
Medicare 
Medicaid 
Other  3rd  Party 
Patient  Fees 
State/Local /other 

Subtotal,  other 


100.0 

110.0 

115.0 

650.0 

700.0 

740.0 

150.0 

160.0 

165.0 

130.0 

140.0 

150.0 

230.0 

240.0 

240.0 

1.260.0 

1.350.0 

1.410.0 

1,994.6 


2,106.5 


2,166.4 


690 


62 


Programs  for  Special  Ponulationa 

Authorizing  Legislation  -  Iiegialative  proposal  is  being  prepared  to 
consolidate  Federal  Mine,  Health,  and  Safety  Act  of  1977,  Section  427(a); 
Sections  398-399A  and  320  of  the  Public  Health  Service  Act;  Public  Law  101- 
527,  Section  10;  and  the  Native  Hawaiian  Health  Care  Act,  Public  Law  102-396. 


U*4 

IMS 

1*M 

m 

l» 

M 

.   m.Mi.M* 

•tl.tO.MO 

tii.nt.ttt 

.     <*4.14a.*MI 

IM.MI.MOI 

.      IM.MI.aMI 

IM.Mt.NO) 

.    (U.nt.OMi 

(tl.nt.OOOl 

(iMi.oeei 

(U.IM.OM) 

.      (M.IX.OM) 

(l4.93t.M0l 

■lack  laaw  cllslu <*4.14a.*MI 

•uu  Utimimmr-B  d1mu«  Hlot  Onou 

PsyMot  to  HaMll 

tacifie  teain  ZnitUtlv* 

Itativ«  Hamiian  Haaltb  Caza 

1996  Authorization: 

Black  Lung  Clinics Indefinite 

State  Alzheimer's  Disease  Pilot  Grants Expired 

Payment  to  Hawaii Indefinite 

Pacific  Basin  Initiative Expired 

Native  Hawaiian  Health  Care SSAN 


Purpose  and  Met  hod  of  Operation 

This  proposal  is  a  consolidation  of  the  Black  lung  clinics,  the  State 
Alzheimer's  pilot  gremt,  payment  to  the  State  of  Hawaii  health  department  for 
Hansen's  disease  services,  the  Pacific  Basin  initiatives,  and  the  Native 
Hawaiian  Health  Services  programs.   Over  the  past  20  years,  a  number  of 
specific  programs  have  been  developed  to  address  the  health  needs  of  these 
special  populations  which,  for  a  variety  of  reasons,  have  extreme  difficulty 
in  accessing  appropriate  health  care.   This  cluster  proposal  will  streamline 
support  for  these  progreims  cmd  foster  the  development  of  more  effective 
approaches  for  improving  the  health  status  of  these  populations  through 
delivery  of  primary  and  preventive  health  care  services,  enabling  and 
supportive  services,  and  infrastructuie  development. 


Black  Luna  Clinics 

This  program,  through  project  grants  or  contracts,  assists  public  and  private 
entities  to  establish  and  operate  clinics  which  provide  for  the  diagnosis, 
treatment  emd  rehabilitation  of  active  and  retired  coal  miners  with 
respiratory  and  pulmonary  impairments.   The  major  function  of  these  clinics  is 
to  provide  services  to  minimize  the  effect  of  respiratory  and  pulmonary 
impairments  in  coal  miners,  emd  to  reduce  the  incidence  of  expensive  inpatient 
treatment  of  these  conditions. 
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Output  Data: 

FY  1994  FY  1995  FY  1996 

Actual         Appropriation  RBtinwl-g 

Number  of  Centers  14  14  14 

Persons  Served  47,350  47,350  47,350 

State  Alzheimer's  Diaeaae  Pilot  GranM.  -  n^Mllr.na^T■fl)^ jpn  nroHeets 

The  State  Alzheimer's  Disease  Pilot  Orant  program  is  a  demonstration  program 
with  grants  being  awarded  to  13  agencies  of  State  governments,  to  the  District 
of  Columbia,  and  to  Puerto  Rico  to  assist  them  In  planning,  establishing  and 
operating  programs  that  coordinate  health  care  services  to  Individuals  with 
Alzheimer's  disease  or  related  disorders.   In  the  first  year  of  a  State's 
participation  in  the  progreun,  the  State  matching  re<]uirement  is  25  percent. 
In  the  second  and  third  year,  the  State  matching  requirement  is  35  and  40 
percent,  respectively. 

The  program  coordinates  the  development  and  operation  of  State  Alzheimer's 
disease  programs  with  public  euid  private  organizations  of  diagnostic, 
treatment,  care  management,  respite  care,  legal  counseling,  and  education 
services  to  individuals  with  Alzheimer's  disease  or  related  disorders. 

A  second  aspect  of  the  program  provides  home  health  care,  personal  care,  day 
care,  companion  services,  and  short-term  care  in  health  facilities  to 
Alzheimer's  disease  patients.   A  third  portion  of  the  program  provides 
information  on  Alzheimer's  disease  services,  assistance,  and  legal  issues  to 
health  care  providers,  Alzheimer's  disease  patients  and  their  families,  and 
the  general  public . 


Output  Data: 

FY  1994  FY  1995  FY  1996 

Actual         Appropriation  Estimate 

Serv.  Delivery  Sites  90  92  105 

Program  Users  5,900  6,000  6,300 

Pavment  to  Hawaii 

Payments  are  made  to  the  State  of  Hawaii  for  the  care  and  treatment  in  its 
facilities  of  persons  with  Hansen's  disease,  at  a  per  diem  rate  not  greater 
than  the  conparable  per  diem  operating  cost  per  patient  at  the  Gillis  W.  Long 
National  Hansen's  Disease  Center,  Carville,  Louisiana.   In  FY  1992,  the 
Hansen's  Disease  program  in  Hawaii  supported  about  3,457  outpatient  visits 
with  an  average  daily  patient  census  of  72  persons  with  Hansen's  disease. 
Expenses  above  the  level  of  the  Federal  funds  appropriated  for  the  support  of 
medical  care  are  borne  by  the  State  of  Hawaii. 
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Output  Patfl: 


FY  1994 

FY  1995 

FY  1996 

Actual  . 

ADPC 

72 

70 

65 

Patient  days 

26,388 

25,550 

23.725 

Inpatient  cost 

$191.25 

$200.81 

$210.85 

Outpatient  visits 

3,457 

3,400 

3,350 

Cost/visit 

$55.27 

$58.03 

$60.93 

Est.  Program  cost       $5,620,273 

$5,327,998 

$5,206,532 

Est .  Percent 

of  cost 

53% 

56% 

57% 

Pacific  Basin  Initiatives 

Funding  for  this  initiative  is  used  to  provide  for  projects  to  build  capacity 
and  in^rove  health  services  and  systems,  particularly  preventive  health 
services,  and  to  provide  technical  assistance  to  carry  out  such  projects  in 
the  Commonwealth  of  the  Northern  Mariana  Islands,  American  Samoa,  Guam,  the 
Federated  States  of  Micronesia,  the  Republic  of  the  Marshall  Islands,  and  the 
Republic  of  Palau.  Current  priorities  are  focused  on  mental  health,  substance 
abuse,  epidemiological  issues,  maternal  and  child  health,  and   environmental 
health  concerns. 


Output  Data : 


Projects 


FY  1994  FY  1995  FY  1996 

Actual  Appropriation  F.iii-im«t-»» 


Native  Hawaiian  Health  Care 

The  purpose  of  this  activity  is  to  improve  the  health  status  of  Native 
Hawaiians  by  making  primary  care,  health  promotion,  and  disease  prevention 
services  available  through  the  support  of  Native  Hawaiian  Health  Care  Systems 
(Systems) .   Native  Hawaiians  face  cultural,  financial  and  geographic  barriers 
which  prevent  them  from  utilizing  existing  services.   In  addition,  health  care 
services  are  often  unavaileOsle  in  the  community. 

When  existing  services  are  available,  the  Systems  use  a  combination  of 
outreach,  referral,  and  lin]cage  mechaniams  to  provide  services. 
When  services  are  not  available,  the  Systems  will  provide  the  services 
directly.   Services  provided  include  health  screening,  nutrition  programs,  and 
contracting  for  basic  primary  care  services.  This  activity  also  supports  a 
health  professions  scholarship  program  for  Native  Hawaiians  and  administrative 
costs  of  Papa  Ola  Lolcahi,  a  consortium  of  Native  Hawaiian  Health  care 
organizations. 
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Output  Data: 

Native  Hawaiian  Health  Systems  Case  Management  Enrollees: 


FY  1994  FY  1995  FY  1996 

^t^t^""!         Appropriation  KBtiwatr. 

14,248  14,248  14,248 


Funding  for  this  consolidation  program  during  the  last  five  y«ara  has  been  as 

follours: 

S 

1991  11,337,000 

1992  15,326,000 

1993  16,365,000 

1994  17,381,000 

1995  17,965,000 

Rationale  for  the  Budget  Request 

The  request  of  $17,259,000  is  a  decrease  of  $706,000  from  the  FY  1995 
appropriation  level .  Administrative  savings  equal  to  the  amount  of  the 
decrease  will  permit  the  program  to  maintain  the  same  level  of  services. 
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Hansen's  Diseage  Center 

Authorizing  Legislation  -  Titles  III,  Section  320  of  the  Public  Health 
Service  Act. 


1994  1995  1996  or 

Actual Annropriation Bntiimnnfi Pficrease 

FTE  BL      £X£  a&   £Z£  BL      £I£  && 

289   $20,747,000   292    $20,826,000   245   $20,826,000   -47 

1996  Authorization Indefinite 

Purpose  and  Method  of  Operation 

The  National  Hansen's  Disease  (NHDP)  progreun  consists  of  the  Gillis  W.  Long 
Hansen's  Disease  Center  (GWLHDC)  at  Carville,  Louisiana,  in  Baton  Rouge,  and 
the  Regional  Ambulatory  Care  program  for  Hansen's  Disease  (HD)  patients.   The 
GWLHDC  offers  health  care  to  HD  patients  utilizing  direct  care,  and  is  a  World 
Health  Organization  (WHO)  Center  of  Excellence  for  HD  research.   Regional 
Patient  Care  provides  secondary  and  tertiary  care  in  support  of  direct  care  at 
the  Center,  regionalized  care  of  patients  on  an  outpatient  basis,  euid 
coordination  with  local  health  agencies.  Medicare  emd  Medicaid  to  assure  care 
for  HD  patients.   The  HD  population  in  the  United  States  approximates  6,000  of 
whom  about  3,000  are  cared  for  under  the  NHDP  regional  care  program.   It  is 
expected  that  the  service  population  of  these  very  cost  effective  clinics  will 
increase  over  time.   There  are  currently  approximately  135  long  term 
residential  patients  at  Carville.   As  required  by  statute,  care  for  the 
current  long-term  residents  will  continue  at  the  Carville  location  for  the 
foreseeable  future.   Since  1988,  less  than  10  long-term  custodial  care 
admissions  have  occurred  from  a  group  of  former  patients  eligible  under  1987 
guidelines,  cuid  no  new  patients  have  been  given  custodial  care  status. 

In  addition  to  providing  specialized  therapy  to  HD  patients,  the  NHDP  serves 
as  an  international  clearinghouse  for  HD  and  other  mycobacterial  information 
and  research.   The  staff  conducts  major  international  training  efforts  through 
seminars  within  the  U.S.  and  teaching  engagements  abroad  under  the  auspices  of 
the  WHO  emd  the  Pan  American  Health  Organization.   Rehabilitation  techniques 
developed  for  the  care  of  the  insensitive  limbs  of  HD  patients  have  been  shown 
to  be  effective  in  preventing  aiqputation  of  the  'diabetic  foot.*   This 
technology  is  now  being  transferred  to  other  sectors  and  progrfuns,  including 
Community  and  Migrant  Health  Centers. 

Research  acconqplishments  include  the  identification  of  a  potential  anti- 
leprosy  vaccine  which  is  now  being  tried  in  subjects,  the  manufacture  and 
distribution  of  thalidomide  for  the  outpatient  management  of  reactive 
episodes,  and  the  manufacture  and  distribution  of  lepr«nin  skin  tests  under 
contract  with  WHO  (approximately  945,000  doses  to  date).  Reseetrch  into  the 
prevention  and  treatment  of  the  insensitive  foot  and  hand  also  continues  with 
services  provided  for  HD  patients  and  other  patients  with  simileu:  limb 
disorders,  such  as  diabetes.   A  major  effort  to  develop  new  drugs,  improved 
diagnostic  tests  and  enhemced  control  methods  for  tuberculosis  is  also 
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underway  through  grants  and  cooperative  agreements  with  the  NIH  and  CDC. 

Funding  for  the  National  Hansen's  Disease  program  during  the  last  five  years 
has  been  as  follows: 


1991 
1992 
1993 
1994 
1995 


S 

FTE 

19, 

,792, 

,000 

300 

19, 

,489, 

,000 

315 

20, 

,023, 

,000 

300 

20, 

,747, 

,000 

300 

20, 

,826, 

,000 

292 

Rationale  for  the  Budget  Request; 

The  FY  1996  request  of  $20,826,000  is  the  same  as  the  FY  1995  appropriation. 
In  FY  1995,  salary  savings  will  be  offset  by  additional  costs  associated  with 
the  termination  of  the  pmployees  kdiose  jobs  are  eliminated  and  the  funding  of 
these  staff  for  the  portion  of  the  fiscal  year  during  which  they  are  still 
employed  by  the  Program.   By  FY  1996,  the  increased  cost  of  providing  medical 
care  to  resident  patients  will  have  more  than  offset  the  savings  from  the 
proposed  FTE  reduction. 

Output  Data: 


FY  1994 
Actual 


FY  1995 
Appropriation 


FY  1996 
EstinBte 


NHDP 

Average  Daily  Patient 
Load  -  Residential 
Population 

Average  Daily  Patient 
Load  -  Non-residential 


Regional  Patient  Care: 

*  Regional  centers  10 

«  Users  2,824 

«  Visits  9,886 


10 

3,000 

10,000 


10 

3,000 

10,000 
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Hansen's  Disease  Program  bv  Sub-Activity 


(In  Thousemds 

of  Dollars) 

FY  1994 

FY  1995 

FY  1996 

Actual 

Estimate 

Residential  Care; 

Residential  Direct  Cost 

1,240 

1,246 

1,250 

Facilities 

1,022 

1,025 

955 

Administration 

390 

aai 

364 

Subtotal 

2,652 

2,662 

2,569 

Clinical/Rehabilitation: 

Clinical  Direct 

Cost 

7,477 

7,503 

7,550 

Facilities 

1,178 

1,186 

1,105 

Administration 

1.S87 

1.894 

1.765 

Subtotal 

10,542 

10,583 

10,620 

Regional  Care: 

Direct  Regional 

Care  Cost 

3,100 

3,112 

3,200 

Facilities 

113 

114 

106 

Administration 

117 

115 

107 

Subtotal 

3,330 

3,341 

3,413 

Training 

Direct  Training 

Cost 

550 

552 

r50 

Facilities 

208 

209 

194 

Administration 

102 

102 

95 

Subtotal 

860 

863 

839 

Research 

Direct  Research 

Cost 

2,956 

2,968 

3,000 

Facilities 

103 

105 

101 

Administration 

304 

304 

284 

Subtotal 

3,363 

3,377 

3,385 

Total,  Direct  Funding 

20,747 

20,826 

20,826 

Reimbursements : 

Bureau  of  Prisons 

3,875 

-0- 

-0- 

Other 

379 

925 

925 
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Health  Professions 

Authorizing  Legislation  -  Public  Health  Service  Act,  Titles  III,  VII  and  VIII 


111  MM. MO. 000  Ut  •U1.MT.eOO  i2t  UM. ISO, 000  _^  -tn. 141.000  la  WH.IM.OOO  lU  -n.oM.ooo 
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The  FY  1996  budget  continues  the  Administration's  effort  begun  two  years  ago 
to  join  with  the  Congress  in  strengthening  and  reshaping  the  role  of  the 
Federal  govemnent  in  addressing  health  professions  shortages  and  issues  of 
critical  need.   The  Agency  continues  to  give  attention  toward  promoting 
primary  care  education,  strengthening  public  health  education  and  practice, 
strengthening  the  capacity  of  nursing  and  allied  health  professions  to  meet 
increasing  demands  for  services,  increasing  the  numbers  of  health  care 
providers  from  minority/disadvantaged  backgrounds,  promoting  educational 
strategies  to  recruit  and  retain  health  care  providers  for  underserved 
populations,  advancing  continuous  quality  improvement  in  health  professions 
education  and   practice;  and  strengthening  health  professions  data,  information 
systems,  and  education  research. 

The  Vice  President ' s  National  Performance  Review  task  force  recommended  that 
the  Department  of  Health  and  Human  Services  (HHS)  work  with  the  Congress  to 
consolidate  and  refocus  existing  health  professions  education  programs.   In 
response  to  this  recommendation,  and  in  the  interest  of  rationalizing  and 
sinplifying  progr£un  administration,  existing  multiple  categorical  grant  and 
contract  programs  under  Titles  VII,  VIII  and  several  under  Title  III  of  the 
PHS  Act  would  be  replaced  by  consolidated  programs  addressing  special  health 
workforce  needs  and  initiatives.   Under  this  proposed  budget,  existing 
legislative  authorities  will  be  consolidated  into  5  clusters.   Following  are 
the  five  cluster  areas: 

Health  professions  workforce  development  cluster 

Enhemced  area  health  education  centers  cluster 

Minority/disadvantaged  health  professions  cluster 

Primary  care  medicine  and  public  health  training  cluster 

Nursing  education/practice  cluster 

A  consolidated  Health  Professions  Workforce  Development  Cluster  would 
establish  em  integrated  system  of  financial  assistance  and  field  service  for 
students  in  high  priority  health  professions.   It  will  provide  benefits  to 
individuals  linked  to  extent  of  service  obligation.   Major  scholarship  and 
loan  repayment  benefits  would  be  provided  to  students  in  exchange  for  primary 
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care  service  in  a  health  professional  shortage  area.   Placement  of  individuals 
obligated  to  serve  through  the  National  Health  Service  Corps  Field  progreun 
would  continue.   Funds  would  also  be  available  for  activities  which  increase 
knowledge  about  health  professions  needs  and  resources,  including  support  for 
research  and  analytical  capabilities  of  non-Federal  entities. 

An  Enhanced  Area  Health  Education  Centers  Cluster  would  provide  for  a 
conqprehensive,  flexible,  and  effective  authority  for  support  of  Area  Health 
Education  Centers  and  related  ccoisunity-based  educational  partnerships  to 
inprove  health  workforce  quality  and  distribution.  Projects  supported  could 
provide  connmnity-based  training  of  public  health  and  primary  care  providers 
to  serve  rural  or  inner-city  medically  underserved  coominities;  provide 
education  on  the  special  health  care  needs  of  the  elderly,  the  disabled;  train 
health  workers  in  skills  to  function  in  integrated  delivery  systems  and 
managed  care  settings  and  develop  new  approaches  to  interdisciplinary  training 
of  health  workers. 

The  consolidated  Minority/Disadvantaged  Health  Professions  Cluster  will 
provide  for  a  comprehensive,  flexible,  and  effective  authority  for  support  of 
activities  to  increase  the  number  of  minority/disadvantaged  health 
professionals  and  strengthen  educational  institutions  that  have  a  demonstrated 
commitment  to  improving  minority  health.   Funds  would  be  available  both  for 
institutional  activities  to  expand  the  numbers  of  health  professions  students 
from  minority/disadvantaged  backgrounds  and   for  nonservice-conditional 
scholarship  support  to  financially  needy  individuals. 

Under  the  consolidated  Primary  Care  Medicine  and  Public  Health  Training 
Cluster,  support  would  be  provided  for  a  comprehensive,  flexible,  and 
effective  Federal  authority  for  increasing  the  number  emd  enhtmcing  the 
quality  of  primary  medical  care  providers  and  public  health  workers  to  meet 
national,  state  and  local  health  care  needs;  and  to  extend  the  authority  for 
the  Council  on  Graduate  Medical  Education. 

The  consolidated  Nursing  Education/ Practice  Cluster  will  provide  for  a 
comprehensive,  flexible,  and  effective  authority  for  Federal  support  of 
nursing  workforce  development.   This  authority  would  provide  support  to 
strengthen  the  capacity  for  basic  nurse  education  and  practice;  train  nurse 
practitioners,  midwives,  and  other  advanced  practice  nurses  and  increase 
nursing  workforce  diversity. 

In  each  program  area,  en^ihasis  would  be  placed  on  support  of  innovative 
demonstration  projects  and  provision  for  strategic  workforce  supplementation 
activities  as  required  to  meet  performance  outcomes  established  by  the 
Secretary.   Projects  would  be  required  to  be  consistent  with  related  Federal 
and  state  initiatives  in  the  health  workforce  field.   In  expending  funds, 
grantees  would  be  required  to  provide  for  linJcages  among  relevant  educational 
and  health  care  entities  in  the  commmity. 

In  total,  the  FY  1996  consolidated  budget  for  health  professions  clusters 
represents  a  net  decrease  of  $1,994,000  and  a  net  increase  of  35  FTEs  con^ared 
with  the  FY  1995  current  estimate  and  a  net  decrease  of  $29,141,000  and  a  net 
increase  of  35  FTEs  conpared  with  the  FY  1995  appropriation. 
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Health  Professions  Workforrg  nAVl.l^»p~»n^  P^na^«.r 

Autborizixig  l.egislation  -  Legislative  proposal  is  being  prepared  to 
consolidate  Sections  338A,B,I  and  L,  701ff,  721£f,  723,  781,  792,  793,  836, 
and  846  of  the  Public  Health  Service  Act. 
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1996  Authorization Legislative  authority  is  being  proposed. 


Purpose  and  Method  of  Operation 

This  establishes  a  consolidated  system  of  financial  assistance  and  field 
service  for  students  in  high  priority  health  professions,  and  provides  for 
research  and  data  activities.  The  programs  affected  are  National  Health 
Service  Corps  (NHSC)  Scholarship  and  Loan  Repayment  programs,  NHSC  Field 
program.  State  Loan  Repayment  program.  Community- Based  Scholarship  program. 
Nursing  Loan  Repayment  program.  Research  on  Certain  Health  Professions  Issues 
and  Health  Professions  Data  System.   The  existing  programs  would  be  clustered 
under  the  following  two  headings: 

Federal  Primary  Care  Service-Conditional  Scholarships  and  Loan 
Repayment  emd  Related  Field  Service 

Consolidated  Research  and  Data  Activities 

The  Federal  Primary  Care  Service-Conditional  Scholarships  and  Loan  Repayment 
and  Related  Field  Service  program  would  provide  major  benefits  to  students 
(full-cost  scholarships  or  sizeable  loan  repayment),  in  exchange  for  an 
agreement  to  provide  primary  care  service  in  a  health  professional  shortage 
area.   Specifics  for  this  progreun  are  as  follows: 

A.  Sebolarahlpa  aad  Zioaa  Kepayent.   This  program  %rould  provide  major 
benefits  to  students  (full-cost  scholarships  or  sizeable  loan 
repayment) ,  in  exchange  for  an  agreement  to  serve  as  a  primary  care 
provider  in  a  high  priority  federally  designated  health  professional 
shortage  area. 
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The  program  would  be  patterned  after  the  existing  NHSC  Scholarship  and 
Loan  Repayment  programs,  except  that  there  would  be  greater 
flexibility  for  use  of  funds,  as  follows: 

—  A  portion  of  funds  appropriated  under  the  authority  could  be  used 
for  matching  grants  for  State  Loan  Repayment  programs  as  defined  in 
existing  law. 

B.  rield  vro0raa.  Existing  authorities  for  placcnent  of  MHSC  Scholarship 
and  Loan  obligees  through  the  HHSC  Field  program  would  be  continued  in 
essentially  their  present  form. 

The  existing  separate  authority  for  Stafce  X«aa  ■epaj— iit  iiinuiams  would  be 
incorporated  into  the  NHSC  Scholarship  and  Loan  Repayment  program,  as 
described  above. 

Existing  separate  authorities  for  Oo^Bnalty-Based  aebolarsblps  and  ■arslav 
I>oan  Kapaymant  would  not  be  continued. 

The  consolidated  Research  and  Data  activities  trould  support  efforts  to 
increase  knowledge  about  the  Nation's  health  professions  needs  and  resources, 
including  direct  Federal  initiatives  as  well  as  support  for  research  and 
zmalytical  capabilities  of  State  and  other  non-Federal  entities. 

There  would  be  broad  eligibility  for  gr«uit  and  contract  recipients,  including 
health  professions  schools,  academic  health  centers,  professional 
organizations,  State  or  local  governments,  foundations,  comnunity 
organizations,  or  other  appropriate  entities. 

Funds  could  be  used  for  costs  of  planning  or  carrying  out  research  and  data 
programs,  technical  assistetnce,  equipment,  stipends  to  trainees,  and 
dissemination  of  information,  aiDong  other  items.   Enphasis  would  be  placed  on 
the  development  of  infrastructure  for  collection  and  analysis  of  data  in  the 
non-Federal  sector  and  on  analytic  vrork  concerning  State  workforce  issues, 
particularly  as  related  to  the  use  of  NHSC  Scholarship  and  Loan  Repayment 
recipients . 

Funding  for  the  categorical  scholarship,  loem  repayment,  field  program,  and 
research  cind  data  activities  to  be  consolidated  have  been  as  follows: 


S 

FTE 

1991 

94,756,000 

313 

1992 

102,346,000 

320 

1993 

119,747,000 

300 

1994 

128,258,000 

288 

1995 

129,147,000 

320 

Rationale 

tor  the  Budget 

Regueat 

The  FY  1996  request  of  $127,218,000  is  a  decrease  of  $1,929,000  below  the  FY 
1995  current  estimate  and  a  decrease  of  $2,173,000  and  an  increase  of  35  PTEs 
coD^ared  with  the  FY  1995  appropriation. 
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The  proposed  system  of  student  assistance  programs  would  provide  for  a 
logically  consistent  approach  to  student  aid  in  the  health  professions  and 
nursing  fields,  with  amounts  of  assistance  varying  with  degree  of  obligation 
to  serve. 

The  Federal  PrinuiT^  Pare  Servio-Pondi fioniil  .SrholarBhipa  and  Loan  Rmnitviimnt 
and  Related  Field  Service  program  suj^wrt  would  include  increased  flexibility 
in  meeting  cooiminity  needs  for  primary  care  health  professionals  in  high 
priority  federally  designated  health  professional  shortage  areas. 

The  National  Health  Service  Corps  and  other  service  programs  assure  the 
availability  of  primary  health  care  providars  to  the  neediest  tmdarserved 
health  professional  shortage  areas  of  our  Hatioa.  Primary  health  care 
professionals  are  recruited,  through  service  obligated  scholarship  and  loan 
repayment  programs  and  volunteer  activities,  and  placed  in  priJMry  care 
settings  such  as  comunlty  and  migrant  health  centers,  other  federally 
qualified  health  centers,  health  departments  and  other  similar  systems  of  care 
offering  a  full  range  of  coiqprehensive  and  continuous  primary  care  services, 
and  free-standing  private  practices,  niese  systems  of  care  are  financially 
viable  and  tied  into  a  health  care  system  ccnmitted  to  serving  the  underserved 
and  willing  to  see  everyone  without  regard  for  their  ability  to  pay. 

Because  primary  care  physicians,  nurse  practitioners,  physician  assistants, 
certified  nurse  midwives,  dental  and  mental  health  professionals  are  generally 
not  attracted  to  practicing  in  the  neediest  areas,  the  health  care  systems 
which  serve  these  areas  rely  heavily  on  these  activities  for  their  cadre  of 
culturally  competent,  coaniunity  responsive,  primary  care  providers.   Primary 
care  physicians  include  family  practice,  general  internal  medicine,  general 
pediatrics,  and  obstetrics/gynecology. 

The  National  Health  Service  Corp  field  activity  provides  logistical  and 
clinical  support  for  field  assignees  including  travel  and  transportation  costs 
of  assignees,  training  and  education  required  for  the  maintenance  of 
licensure,  retention  activities,  and  other  activities  in  support  of  field 
providers.   Salary  costs  of  most  new  assignees  will  be  paid  by  the  enploying 
entity  such  as  a  ccumunity  health  center,  local  health  department,  health  care 
for  the  homeless  project,  or  other  system  of  care. 

As  a  complement  to  the  scholarship  and  loan  repayment  program,  the  field 
activity  also  supports  a  major  recruitment  program  including  direct  mail, 
professional  journal  advertising,  professional  meeting  exhibits,  and  training 
program  visitations  to  expose  providers  to  the  benefits  and  challenges  of 
serving  the  underserved  through  the  MHSC.  Tbese  extensive  recruitment  efforts 
are  undervay  to  assist  in  attracting  ccnminity  responsive  providers  who   are 
sensitive  to  the  needs  of  underserved  populations  in  the  cooDunities  in  trtiich 
they  will  work,  and  who  are  likely  to  remain  in  the  areas  after  completing 
their  service  obligation.  Prograias  targeted  at  exposing  students  aiid 
residents  to  pruuury  care  career  fields  and  to  the  socio-cultural  aspects  of 
successful  trork  in  underserved  areas  include  service  and  education 
opportunities  in  underserved  areas,  mentoring  and  orientation  to  increase 
awareness  of  the  needs  of  underserved  coanunities  and  vulnerable  populations. 
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National  Health  Service  Corps  •cholarahips  and  loan  repayment  activity 
supports  scholarship  a«fards  to  health  professions  students  and  assists  health 
professionals  in  repaying  their  student  loans.   In  return  for  every  year  of 
support,  these  health  professionals  are  obligated  to  provide  a  year  of  service 
in  health  professional  shortage  areas  usually  located  in  inner  cities  or  rural 
areas,  with  a  two  year  mininuin  obligation. 

Federal  scholarship  and  loan  reiwynent  awards  are  aiade  directly  to  individuals 
who  agree  to  serve  in  federally  designated  health  professions  shortage  areas 
of  greatest  need.  Under  the  State  loan  repayment  activity,  grants  are  made  to 
States  for  support  of  loan  repayment  agreements  with  individuals  who  agree  to 
serve  in  health  professions  shortage  areas  in  their  respective  States. 

The  Health  ProfeBBJoriH  Reii«»»rrh  and  Data  activities  would  permit  the  Federal 
Government  to  work  in  partnership  with  State  and  local  governments, 
educational  institutions,  professional  organizations,  ccmnunity  groups,  and 
others  to  provide  for: 

•  targeted  data  collection  and  emalysis  activities; 

•  research  on  high  priority  workforce  questions;  and 

•  development  of  State  and  other  non-Federal  analytic  and  research 
infrastructure . 

At  a  tine  of  increased  eiqphasis  on  measurement  of  program  effectiveness  on  the 
basis  of  measurable  outcomes,  it  is  particularly  iiiq>ortant  that  improved 
methods  be  found  of  assessing  requirements  for  health  workers,  detei-mining  how 
best  to  recruit  and  train  such  personnel,  and  evaluating  the  success  of 
various  methods  of  achieving  objectives . 

The  Federal  Government  has  a  unique  role  to  play  in  providing  leadership  for 
ongoing  monitoring  and  surveillance  of  the  workforce  environment.  Activities 
to  be  supported  would  include: 

•  Data  eolleetion  and  analvBJB;   Activities  would  address  national  gaps  in 
information  about  health  workforce  needs  and  resources  through  support 
of  sanple  surveys  and  other  'proxies*  for  census-type  studies.   There 
also  has  been  increased  recognition  of  the  importance  of  providing  data 
on  local  or  regional  needs  as  affected  by  new  methods  of  financing  and 
organizing  health  care.  Attention  has  been  focused  on  appropriate 
workforce  mix,  diversity,  distribution,  cultural  competency,  and 
staffing  in  the  health  care  delivery  system. 

•  Research :   Funds  would  support  studies  of  such  subjects  as  the 
effectiveness  of  various  methods  of  training  primary  care  providers, 
especially  those  from  disadvantaged  backgrounds,  to  provide  services  to 
underserved  populations;  appropriate  scopes  of  practice  for  a  wide 
variety  of  care  providers;  and  costs,  quality,  and  outcanes  of 
nultidisciplinary  team  practices  and  interdisciplinary  educational 
programs . 

Other  areas  in  which  research  is  needed  include  the  efficacy  of 
different  approaches  to  providing  for  continuing  competency  of  health 
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personnel;  and  relative  weight  of  various  factors — preprofessional 
educational  preparatioif,  admissions  processes,  student  finances,  and 
others — creating  barriers  to  ioproved  diversity  in  the  health  workforce. 

•  Development  of  State  and  other  non-Federal  health  wprltforr>  iiniilviile  and 
research  infraatructure  dew^n^«lM.n^  •  Assistance  could  take  the  form  of 
helping  State  and  local  governments  establish  a  basis  for  workforce 
monitoring  and  planning  at  the  coaminity  level;  siq^orting  necessary 
research  training;  and  encouraging  the  growth  of  centers  for  h*altfa 
workforce  research. 

While  some  State  and  local  governments  and  professional  organizations 
have  developed  sophisticated  health  workforce  research  and  analytical 
programs,  many  other  such  entities  lack  the  organization,  funding,  and 
expert  knowledge  needed  to  carry  out  workforce  training  and  practice 
activities  in  a  coiiQ>rehensive  and  cost-effective  memner. 

Output  Data 

Hatiooal  Health  Sezvlea  Corps  aeholarsblpa  and  Loaa  Kapayaeats 

Source  of  Oblio. 


New  Awards 

Scholarships 
New  Fed.  Loan  Repay. 
State  Loan  Repayment 
Community-Based  Schol. 
Nursing  Loein  Repayment 


1994 

1995 

1996 

Actual 

ADorooriation 

Estimate 

429 

438 

425 

536 

569 

559 

350 

350 

350 

60 

60 

— 

leo 

180 

— 
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Output  Pata 

■ktleoal  Baaltta  ■•rriea  Oezps  rlald 


1994 

1995 

1996 

330 

Schol.  Obligors 

409 

547 

Loan  Repayors 

1,109 

1,123 

1,128 

Careerists 

98 

98 

98 

State  LRP 

319 

319 

319 

Coon. -Based  Schol. 

11 

.    3a 

a 

21 

48 

1,264 

756 

508 

36 

35 

1,667 

965 

702 

56 

18 

1,867 

1,077 

790 

Total  NHSC  Field  Strength    1,867  1,987  2,161 

Other  MHSC  Pjgld  Data 

MD/DO     DP     MP     PA   OBI   Other    Total    Rural    Drban 

FY  1992*  924  87  97  87 
FY  1993*  1,151  146  129  170 
FY  1994*    1,147   217   160   269 

*  FY  1992  as  of  9/30/92,  FY  1993  as  of  9/30/93,  FY  1994  as  of  9/30/94 

MD/DO  -  Medical  Doctor/Doctor  of  Osteopathy 

DD  -  Dentist 

NP  -  Nurse  Practitioner 

PA  -  Physician  Assistant 

CNH  -  Certified  Nurse  Midwife 

Quteomes 

■.V.  BesaToh  aad  Data 

Under  the  proposed  clustered  authority,  we  would  anticipate  a  smaller  number 
of  larger  grants,  contracts,  and  cooperative  agreestents  awarded  in  FY  1996. 
Since  this  is  a  new  legislative  a^proe^h,  no  historical  data  are  available  on 
cluster  outcomes.  We  would  expect  to  see  outcomes  in  the  following  areas: 

Technical  assistance  to  States  and  regions  involved  in  local  health 
workforce  planning  and  support  of  data  infrastructure  developoient . 
Projections  of  supply  of  physicians  by  specialty,  nurses  by  work 
setting,  and  advanced  practice  nurses  and  physician  assistants. 
Projections  of  requirements  for  physicians  by  specialty,  nurses  by  work 
setting,  cmd  advanced  practice  nurses  and  physician  assistants. 
Integrated  (MD,  DO,  PA,  and  NP)  health  workforce  requirements  for 
primary  care. 

Conduct  of  the  sixth  national  sample  survey  of  registered  nurses,  the 
only  cooprehensive  database  on  the  nursing  workforce. 

Maintenance  and  updating  of  the  Area  Resource  File,  a  ccoposite  database 
including  information  about  health  personnel,  health  facilities,  and 
population  demographics  at  the  cotinty  level.  The   database  will  be  used 
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by  a  number  of  Federal  and  State  agencies,  ae  well  as  educational 

institutions  and  researchers. 

An  agenda  for  health  workforce  private  and  public  research  activities. 

Formal  «uid  informal  nettrorking  of  workforce  researchers,  industry 

representatives,  and  policymakers,  including  conferences  and  advisory 

group  meetings. 

Information  about  issues  iiq>ortant  to  the  current  delivery  of  health 

care,  such  as  international  medical  school  graduate  supply  and 

distribution,  managed  care  staffing,  and  advanced  practice  nurse 

education . 

Maintenance  of  three  national  centers  for  medical  education  research. 

Special  studies  on  diversity  of  the  health  workforce  and  geographic 

distribution  of  health  professionals. 
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Enhanced  Area  Health  Education  Centers  Cluster 

Authorizing  Legislation  -  Legislative  proposal  is  being  prepared  to 
consolidate  Sections  746,  749,  751,  767,  777,  778,  and  782  of  the  Public 
Health  Service  Act. 


UM 
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1996  Authorization Legislative  authority  is  being  proposed. 

Purnose  and  Method  of  Operation 

This  consolidates  specific  existing  authorities  to  provide  for  a 
comprehensive,  flexible,  and  effective  authority  for  support  of  Area  Health 
Education  Centers  (AHECs)  and  related  coomunity-based  educational  partnerships 
to  iinprove  health  workforce  quality  and  distribution.  The  programs  affected 
are  Allied  Health  Special  Projects,  AHECs,  Chiropractic  Demonstration 
Projects,  General  Dentistry  Training,  Geriatric  Education  Centers  (GECs) , 
Geriatric  Medicine  etnd  Dentistry  Faculty  Training,  Geriatric  Optometry 
Training,  Health  Education  and  Training  Centers  (HETCs) ,  Pediatric  Primary 
Care  Residencry  Training  and  Rural  Health  Interdisciplinary  Training. 

The  authority  would  (1)  achieve  specific  outcomes  in  the  area  of  health 
workforce  supply  and  distribution;  (2)  streamline  the  administration  of 
Federal  progreun  initiatives;  and  (3)  protect  the  content  amd  effectiveness  of 
ongoing  training  activities  central  to  HRSA's  mission. 

Applications  for  funding  would  be  accepted  from  one  or  more  of  the  following: 
health  professions  schools,  academic  health  centers.  State  or  local 
governments,  or  other  ^>propriate  public  or  private  nonprofit  entities. 
Direct  Federal  activities  also  could  be  supported  as  ^ipropriate. 

Each  applicant  would  be  required  to  specify  and  meet  performance  outcome 
standards  that  address  relevant  strategic  education  or  practice  objectives. 

In  the  award  of  grants,  priority  would  be  given  to  States.  Special 
consideration  would  be  given  to  applicants  that  eqphasize  training  of  health 
workers  to  meet  special  health  needs  of  the  aging  and  of  rural  populations. 
Preference  would  be  given  to  applicants  meeting  specified  requirements  for 
output  of  graduates  «rtio  practice  in  underserved  coomunities . 
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Con^etition  for  a%<ards  would  be  based  on  ability  to  meet  targeted,  outcome- 
oriented  goals  for  expanded  conmmity-based  primary  care  teaching  capacity, 
output  of  graduates  entering  generalist  careers,  output  of  graduates  vAio  serve 
in  health  professional  shortage  areas,  extent  of  interdisciplinary  training, 
and  increased  workforce  diversity,  among  other  goals. 

Under  the  proposed  authority,  eligible  entities  would  coopete  for  awards  to 
plan  or  carry  out  cooperative  arrangeoients  to  provide  for  innovative 
demonstrations  or  strategic  workforce  supplementation  activities.   Based  on 
feedback  from  participants  and  cuatoners  (including  students,  graduates, 
employers,  and  purchasers,  among  others),  programs  would  be  modified  as 
appropriate. 

Bnphasis  would  be  placed  on  regional.  State  or  local  health  professions 
infrastructure  development.  States,  academic  health  centers,  conDunity 
organizations,  and  employers  would  collaborate  to  expand  the  operation  of 
interdisciplinary,  outcome-oriented  training  networks  that  go  beyond  a  focus 
on  production  of  a  particular  health  discipline. 

Projects  would  be  required  to  involve  at  least  one  academically  based  health 
professions  school,  training  programs  in  at  least  two  other  health  professions 
disciplines,  at  least  one  organization  that  provides  or  arranges  to  provide 
health  care  services,  and  at  least  one  conmunity-based  organization. 

Funds  could  be  used  for  costs  of  planning,  developing,  or  operating 
demonstration  training  programs,  faculty  development,  curriculum  improvement, 
trainee  support,  technical  assistance,  workforce  analysis,  dissemination  of 
information,  or  other  activities  that  will  produce  desired  outcomes. 

Projects  would  be  required  to  be  consistent  with  related  Federal,  State,  and 
regional  program  plans  and  priorities.   Grantees  would  be  required  to  provide 
for  linkages  among  relevant  health  care  and  educational  entities,  including 
training  programs  for  several  disciplines  as  feasible.   They  would  be  required 
to  have  a  plan  for  providing  professional  support  for  National  Health  Service 
Corps  Scholarship  recipients  who  are  currently  in  training  and  for  Field 
Program  participants  in  the  service  area. 

The  Secretary  would  be  authorized  to  require  non-Federal  matching  of  Federal 
funds  as  appropriate  to  assure  institutional  commitment  to  projects  and  to 
increase  total  funding  available  for  the  activity.   Gremtees  would  be  required 
to  meet  information  requirements  as  specified  by  the  Secretary. 

The  authority  would  allow  phased- in  restructuring  or  'clustering*  of  programs 
that  address  cross-cutting  issues  relating  to  training  sites,  ambulatory 
community-based  curriculum,  and  quality  control.  At  the  same  tiine,  the 
authority  would  permit  orderly  continuation  of  existing  training  activities. 

Existing  grantees  under  programs  in  effect  prior  to  the  enactment  of  this 
authority  would  be  allowed  to  continue  to  be  funded  under  those  authorities 
through  the  end  of  the  approved  project  period  for  the  particular  project. 
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Funding  for  the  various  categorical  AHEC  and  related  coimiiunity-based 
educational  partnerships  programs  to  be  consolidated  has  been  as  follows: 


1991 

47,333,000 

1992 

48,276,000 

1993 

44,490,000 

1994 

46,793,000 

1995 

38,801,000 

Rfltionale 

The  FY  1996  re<iuest  of  $38,783,000  is  a  decrease  of  $18,000  below  the  FY  1995 
current  estimate  and  a  decrease  of  $11,840,000  below  the  FY  1995 
appropriation . 

The  authority  would  make   possible,  where  appropriate,  a  smaller  number  of 
grants,  contracts,  and  cooperative  agreements  for  support  of 
multidisciplinary,  service-linked  educational  networks  for  health  workforce 
development . 

There  would  be  an  elimination  of  unnecessarily  restrictive  eligibility  and 
project  requirements,  which  would  allow  increased  flexibility  in  responding  to 
health  workforce  needs.  This  flexibility  »rould  inprove  the  ability  of 
educational  institutions  and  other  entities  to  target  resources  to  areas  of 
greatest  need. 

Consolidation  of  program  activities  would  be  responsive  to  the  Gore  Task 
Force's  concern  about  the  need  for  reducing  the  overall  number  of  Title  VII 
programs.  There  would  be  some  savings  in  administrative  costs  (e.g.,  reduced 
number  of  applications  and  reports  required) . 

Award  of  funds  based  on  ability  to  meet  performance  outcomes  would  be 
responsive  to  Administration  and  congressional  concerns  about  the  in5>ortance 
of  focusing  scarce  Federal  resources  on  activities  that  have  a  demonstretble 
impact  on  the  production  of  health  care  providers  to  meet  a  national  need. 

The  Federal  Government,  health  professions  schools.  State  and  local 
governments,  professional  organizations,  foundations,  community  organizations, 
and  other  non-Federal  entities  could  »^rk  in  pcurtnership  to  develop  model 
approaches  to  multidisciplinary,  service-linked  training. 

Among  the  special  purposes  for  which  projects  could  be  established  would  be: 

—  training  of  public  health  and  primary  care  providers /workers  to  serve 
rural  or  inner-city  medically  underserved  coaonunities; 

--  provision  of  education  in  the  special  health  care  needs  of  the 

elderly,  the  disabled,  substance  abusers,  or  other  special  population 
groups ; 

—  training  of  health  workers  in  skills  needed  to  function  in  integrated 
delivery  systems  and  memaged  care  settings;  emd 
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..  development  of  new  approaches  to  interdisciplinary  training  of  health 
workers  to  serve  underserved  populations,  including  communities  along 
the  U.S. -Mexico  Border. 

Priority  for  States  would  encourage  the  development  of  collaborative  programs 
under  the  auspices  of  State  Govemaents. 

Requirements  for  consistency  with  related  Federal  and  State  plans  and  for 
linkages  among  health  care  and  educational  entities  tfould  pronote  regional  and 
local  planning,  emphasize  multidisciplinary  and  interdisciplinary  approaches, 
and  encourage  comminity  involvesient  in  health  workforce  training. 

Permitting  use  of  available  funds  for  program  support,  faculty  dovelopnent, 
trainee  support,  workforce  analytic  activities,  or  dissemination  of 
information,  as  needed,  would  maximize  the  'leveraging  potential*  of  limited 
Federal  finemcial  help.   Grantees  would  have  broad  discretion  in  the  use  of 
funds. 

Non-Federal  matching  requirements  would  put  pressure  on  local  conminities  or 
educational  institutions  to  make  resource  comnitments  to  the  activity, 
enhancing  the  prospects  for  continued  operation  of  a  project  following  phase- 
out  of  Federal  aid  for  that  project. 

Special  consideration  for  applicants  that  enphasize  training  of  care  providers 
to  meet  special  health  needs  of  the  aging  and  of  rural  and  other  underserved 
populations  would  be  responsive  to  concerns  about  the  importance  of  such 
training  and  the  need  for  continued  Federal  assistemce  in  these  areas . 

Preference  based  on  output  of  graduates  practicing  in  medically  underserved 
communities  would  reflect  the  government's  continuing  coimii tment  to  help  meet 
the  needs  of  those  communities. 

Allowing  existing  grantees  to  receive  funding  through  the  end  of  their 
approved  project  periods  would  prevent  disruption  of  ongoing  grant-supported 
programs.   It  would  allow  time  for  institutions  now  receiving  support  to 
develop  collaborative  applications  for  funds  under  the  new  authority. 

Outcomes 

Under  the  proposed  clustered  authority,  we  would  emticipate  a  smaller  number 
of  larger  grants,  contracts,  and  cooperative  agreeoients  a«rarded  in  FY  1996. 
Since  this  is  a  new  legislative  approach,  no  historical  data  are  availeible  on 
cluster  outcomes.   We  would  expect  to  see  outcomes  in  the  following  areas: 

•  Increase  in  the  number  of  cnmmini  ty-based  training  networks  addressing 
problems  of  maldistribution  in  the  range  of  health  care  providers. 

•  Enhanced  attention  by  States  to  the  development  of  health  workforce 
training  resources  to  meet  needs  of  underserved  populations. 

•  Strengthened  systems  for  providing  professional  support  for  NHSC  field 
program  participants  and  other  health  professionals  serving  in  rural  or 
other  remote  areas . 

•  Demonstration  of  ways  to  improve  training  quality  as  well  as  effect 
economies  in  use  of  educational  resources  through  interdisciplinary 
approaches  to  training. 


710 


82 


Minoritv/Disadvantaaed  Health  Professions  Cluster 

Authorizing  Legislation  -  Legislative  proposal  is  being  prepared  to 
consolidate  Sections  724,  736,  737.  738,  739,  and  740  of  the  Public  Health 
Service  Act. 
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1996  Authorization Legislative  authority  is  being  proposed. 


Purpose  and  Method  of  Operation 

This  consolidates  existing  authorities  to  provide  for  a  con^irehensive, 
flexible,  and  effective  authority  for  support  of  activities  to  increase  the 
number  of  ininority/(iisadvantaged  health  professionals  and  to  strengthen 
educational  institutions  that  have  a  demonstrated  commitment  to  inproving 
minority  health.   The  programs  affected  are  Centers  of  Excellence  Program, 
Exceptional  Financial  Need  Scholarships,  Financial  Assistance  to  Disadvantaged 
Health  Professions  Students,  Health  Careers  Opportunity  Progreun  (HCOP) ,  Loan 
Repayments  and  Fellowships  regarding  Faculty  Positions  Program,  Loans  for 
Disadvauitaged  Students,  and  Scholarships  for  Disadvantaged  Students.   The 
existing  programs  would  be  consolidated  under  the  following  two  headings: 

Minority/Disadvantaged  Institutional  Awards 

•   Scholarships  for  Disadvemtaged  Students 

The  authority  would  (1)  achieve  specific  outcomes  in  the  area  of 
minority/disadvantaged  health  professions  training;  (2)  streamline  the 
administration  of  Federal  program  initiatives;  and  (3)  protect  the  content  and 
effectiveness  of  ongoing  training  activities  central  to  HRSA's  mission. 

The  authority  would  allow  phased-in  restructuring  or  'clustering*  of  programs 
that  address  cross-cutting  issues  relating  to  training  sites,  conmunity-based 
curriculum,  and  quality  control.  At  the  same  time,  the  authority  would  permit 
orderly  continuation  of  existing  training  activities . 

Under  the  Minoritv/Disadvantaoed  Institutional  Awards  program,  eligible 
entities  would  compete  for  awards  to  plan  or  carry  out  cooperative 
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arrangements  to  provide  for  innovative  demonstrations  or  strategic  workforce 
supplementation  activities. 

Applications  for  funding  «re>uld  be  accepted  from  one  or  more  of  the  following: 
health  professions  schools,  academic  health  centers,  other  educational 
institutions.  State  or  local  governments,  coomunity  organizations,  or  other 
appropriate  public  or  private  nonprofit  entities.  Direct  Federal  activities 
also  could  be  supported  as  appropriate. 

Each  applicemt  would  be  required  to  specify  and  meet  performance  outcone 
standards  that  address  relevant  strategic  minority/disadvantaged  health 
professions  objectives.   Exasples  of  performance  outcomes  that  would  be  loet 
include  number  of  students  trained,  improvements  in  retention  of  students 
through  graduation,  and  number  of  minority/disadvemtaged  faculty  es^loyed  or 
trained.   Con^etition  would  be  based  on  ability  to  meet  targeted,  outcome- 
oriented  goals. 

Projects  to  expand  the  number  of  health  professions  students  from 
disadv6mtaged  backgrounds  would  be  encouraged  to  include  recruitment  and 
training  of  students  early  in  the  educational  pipeline  (i.e.,  at  the 
elementary  or  secondary  school  level),  as  appropriate. 

Projects  would  be  required  to  be  consistent  with  related  Federal,  State,  and 
regional  program  plans  and  priorities. 

Grantees  would  be  required  to  provide  for  linkages  among  relevant  health  care 
and  educational  entities,  including  training  programs  for  several  disciplines 
as  feasible. 

Funds  could  be  used  for  costs  of  planning,  developing,  or  operating 
demonstration  training  programs,  faculty  development,  curriculum  improvement, 
trainee  support,  technical  assistance,  workforce  analysis,  dissemination  of 
information,  or  other  activities  that  will  produce  desired  outcomes. 

Preference  in  the  award  of  grants  would  be  given  to  projects  that  involve  more 
than  one  health  professions  discipline  and/or  training  institution  and  have  a 
good  record  of  retention  and  graduation  of  individuals  from  disadvantaged 
backgrounds . 

The  Secretary  would  be  authorized  to  lequire  non-Federal  matching  of  Federal 
funds  as  appropriate  to  assure  institu:.ional  conmitment  to  projects  and  to 
increase  total  funding  available  for  the  activity.   Grantees  would  be  required 
to  meet  information  requirements  as  specified  by  the  Secretary. 

Existing  grantees  under  minority/disadvantaged  programs  in  effect  prior  to  the 
enactment  of  this  authority  would  be  allowed  to  continue  to  be  funded  under 
those  authorities  through  the  end  of  the  approved  project  period. 

Under  the  Scholarships  for  Disadvantaged  Students  program,  the  Secretary  would 
make  grants  to  schools  in  certain  high-priority  health  professions  for  school- 
based  nonservice-conditional  scholarships  to  financially  needy  students  from 
disadvantaged  backgrounds . 
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Applications  for  grants  would  be  accepted  from  schools  of  medicine, 
osteopathic  medicine,  dentistry,  baccalaureate-  or  graduate-degree  nursing, 
emd  public  health,  and  from  training  programs  for  physician  assistants. 

Scholarship  recipients  would  be  required  to  be  in  fijuuicial  need  and  to  be 
from  disadviuitaged  backgrounds,  as  defined  by  the  Secretary. 

Schools  would  be  required  to  meet  conditions  relating  to  admittance  euid 
graduation  of  disadvantaged  students  and  hiring  and  retention  of  disadveuitaged 
faculty. 

Individual  scholarship  amounts  would  be  determined  by  the  schools  and 
there  would  be  no  specific  service  obligation  for  the  scholarships.   Schools 
would  be  required  to  provide  $3  in  non-Federal  matching  Cor  each  $7  in  Federal 
gramts . 

There  would  be  appropriate  phase-out  provisions  for  certain  existing 
scholarship  and  loiui  recipients. 

Funding  for  the  categorical  Minority/Disadvantaged  Health  Professions  programs 
to  be  consolidated  have  been  as  follows: 


1991 

66,926,000 

1992 

97,593,000 

1993 

91,196,000 

1994 

91,196,000 

1995 

89,468,000 

Rationale 

tox   the  Budget  Request 

The  FY  1996  request  of  $89,450,000  is  a  decrease  of  $18,000  below  the  FY  1995 
current  estimate  and  a  decrease  of  $5,774,000  below  the  FY  1995  appropriation. 

The  proposed  authority  for  Minority/Diaadvantagad  Xnatltntional  Awarda  would 
make  possible,  where  appropriate,  a  smaller  number  of  grants,  contracts,  and 
cooperative  agreements  for  support  of  targeted,  outcome-oriented  activities  to 
increase  the  number  of  minority/disadvantaged  health  professionals  and 
strengthen  institutions  committed  to  training  of  such  persons . 

There  would  be  2ui  elimination  of  unnecessarily  restrictive  eligibility  and 
project  requirements,  which  would  allow  increased  flexibility  in  responding  to 
minority/disadvantaged  health  professions  needs.   This  flexibility  would 
inprove  the  ability  of  educational  institutions  and  other  eligible  entities  to 
focus  resources  on  areas  of  greatest  need. 

The  Federal  Government,  health  professions  schools.  State  and  local 
governments,  professional  organizations,  foundations,  and  other  non-Federal 
entities  could  work  in  partnership  to  develop  and  demonstrate  model 
approaches . 

Award  of  funds  based  on  ability  to  meet  performance  outcomes  would  be 
responsive  to  Administration  and  congressional  concerns  about  the  importance 


713 


85 


of  focusing  scarce  Federal  resources  on  activities  that  have  a  demonstrable 
impact  on  the  availability  of  health  care  providers  to  meet  a  national  need. 

Permitting  use  of  available  funds  for  program  support,  faculty  development, 
trainee  support,  workforce  analytic  activities,  or  dissemination  of 
information,  as  needed,  would  maximize  the  'leveraging  potential*  of  limited 
Federal  financial  help.   Grantees  «rould  have  broad  discretion  in  the  use  of 
funds. 

Promoting  initiatives  at  the  elementary  and  secondary  school  level  would  help 
expand  the  'pipeline*  of  minority/disadvantaged  students  equipped  and 
motivated  to  undertake  health  professions  education  at  the  college  level  «md 
beyond. 

Requirements  for  consistency  with  related  Federal  and  State  plans  and  for 
linkages  among  health  care  and  educational  entities  would  promote  regional  and 
local  planning,  enqphasize  multidisciplinary  and  interdisciplinary  approaches, 
and  encourage  community  involvement  in  health  workforce  training. 

The  proposed  Scbolarahlps  for  DiaadvantaaeA  Studaata  authority  would  help  meet 
needs  for  individuals  from  disadvantaged  backgrounds  across  the  range  of 
professional  specialties  eind  subspecialties. 

Limiting  the  scholarship  program  to  schools  of  medicine,  osteopathic  medicine, 
dentistry,  baccalaureate-  or  graduate-degree  nursing,  and  public  health,  and 
physician  assistant  programs  would  focus  aid  on  those  disciplines  most  needed 
to  provide  community-based  health  care  for  underserved  populations. 

Requiring  schools  participating  in  the  new  scholarship  program  to  meet 
conditions  relating  to  admittance  and  graduation  of  disadvantaged  students  and 
hiring  and  retention  of  disadvantaged  faculty  would  target  scholarship  funds 
to  institutions  providing  a  supportive  environment  for  individuals  from 
disadvantaged  backgrounds. 

Allowing  schools  to  determine  scholarship  amounts  would  give  the  schools 
needed  discretion  in  "packaging"  student  aid  to  meet  individual  students' 
financial  needs. 

With  respect  to  both  Mlnorlty/Slaadrantaffad  Znatltutlonal  Awarda  emd  the 
Scbolaxahlps  for  Dlsadvantagad  Studants  programs,  non-Federal  matching 
requirements  would  put  pressure  on  local  communities  or  educational 
institutions  to  make  resource  commitments  to  the  activity,  enhancing  the 
prospects  for  continued  operation  of  a  project  following  phase-out  of  Federal 
aid  for  that  project. 

Consolidation  of  program  activities  would  be  responsive  to  the  Gore  Task 

Force's  concern  about  the  need  for  reducing  the  overall  number  of  Title  VII 

progreuns.   There  would  be  some  savings  in  administrative  costs  (e.g.,  reduced 
number  of  applications  and  reports  required) . 

Allowing  existing  grantees  emd  loan/scholarship  recipients  to  receive  funding 
through  the  end  of  approved  project  periods  or  courses  of  study  would  prevent 
unnecessary  disruption  of  ongoing  grant-supported  programs  and  individual 
educational  plans. 
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Outcomes 

Under  the  proposed  clustered  authority,  we  would  anticipate  a  smaller  number 
of  larger  grants,  contracts,  and  cooperative  agreements  awarded  in  FY  1996. 
Since  this  is  a  new  legislative  approach,  no  historical  data  eire  available  on 
cluster  outcomes.   We  would  expect  to  see  outcoiaes  in  the  following  areas: 

Enhancing  the  capacity  and  conwiitment  of  institutions  to  train 
minority/disadvantaged  health  professionals. 

Improvement  in  the  recruitment  and  retention  of  students  through 
graduation. 

•   Demonstration  of  ways  to  iii(>rove  recruitment  and  training  of 

disadvantaged  students  early  in  the  educational  pipeline  (e.g.,  at  the 
elementeiry  and  secondary  school  level)  . 

Increase  in  the  numbers  of  minority/disadvantaged  faculty  enployed  or 
trained . 
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Primary  Care  Medicine  and  Piihlir  Health  Training  Cluster 

Authorizing  Legislation  -  Legislative  proposal  is  being  prepared  to 
consolidate  Sections  747,  748,  750,  761,  762,  763,  771  of  the  Public  Health 
Service  Act;  Section  10  of  the  Disadvantaged  Minority  Health  Inprovement  Act 
of  1990;  and  Section  301  of  the  Health  Professions  Education  Extension 
Amendments  of  1992. 
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1996  Authorization Legislative  authority  is  being  proposed. 


Purpose  and  Method  of  Operation 

This  consolidates  existing  authorities  to  provide  for  a  comprehensive, 
flexible,  and  effective  Federal  authority  for  increasing  the  number  and 
enhancing  the  (juality  of  primary  medical  care  providers  and  public  health 
workers  to  meet  national.  State,  emd  local  health  care  needs;  and  to  extend 
the  authority  for  the  Council  on  Graduate  Medical  Education.   The  programs 
affected  are  Family  Medicine  Training  and  Departments,  General  Internal 
Medicine/General  Pediatrics  Training,  Health  Administration  Traineeships  and 
Special  Projects,  Pacific  Basin  Medical  Officer  Training,  Physician  Assistant 
Training,  Preventive  Medicine  euid  Dental  Public  Health  Training,  and  Public 
Health  Special  Projects  and  Traineeships.   The  multiple  existing  authorities 
and   programs  would  be  clustered  under  the  following  three  headings: 

Family  Medicine  Capacity  Building 

Training  Networks  for  Primary  Care  and  Public  Health 

•   Council  on  Graduate  Medical  Education 

The  purpose  of  the  proposed  program  authority  would  be  to  (1)  achieve  specific 
outcomes  in  the  area  of  primary  care  medicine  and  public  health  workforce 
supply  and  distribution;  (2)  streamline  the  administration  of  Federal  program 
initiatives;  and  (3)  continue  support  for  ongoing  training  activities  that 
have  demonstrated  success  in  meeting  public  needs. 

Enphasis  would  be  placed  on  phasing  in  restructured  or  'clustered'  programs 
that  address  cross-cutting  issues  relating  to  training  sites,  ambulatory 
community-based  curriculum,  and  quality  control.   At  the  same  time,  the 
authority  would  permit  orderly  continuation  of  existing  training  activities. 
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The  Family  Medicine  Capacity  Building  program  would  provide  funds  to  develop 
new,  or  enhance  existing,  family  medicine  departments,  medical  student 
clerkships,  and  faculty  development  and  residency  training  programs. 

The  Training  Networks  for  Primary  Care  and  Public  Health  program  would  provide 
funds  to  encourage  collaboration  among  academic  health  centers,  other 
educational  institutions,  health  care  facilities,  and  other  relevant  entities 
to  respond  to  local  and  regional  needs  for  general  internists,  general 
pediatricians,  family  physicians,  primary  care  physicitui  assistants,  and 
graduate  degree-  and  residency  training- level  public  health  personnel. 

Under  each  of  the  program  funding  headings  (Family  Medicine  and  Training 
Networks),  eligible  entities  would  conpete  for  awards  to  plan  or  carry  out 
collaborative  programs  to  attain  key  primary  care  and  public  health  training 
outcomes.   Based  on  feedback  from  participants  and  customers  (including 
students,  graduates,  employers,  and  purchasers,  among  others),  programs  would 
be  modified  as  appropriate. 

Applications  for  funding  would  be  accepted  from  one  or  more  of  the  following: 
health  professions  schools  (including  schools  of  public  health),  academic 
health  centers.  State  or  local  governments,  or  other  appropriate  public  or 
private  nonprofit  entities.   Direct  Federal  activities  also  could  be  supported 
as  appropriate. 

Each  applicant  would  be  required  to  specify  and  meet  perforaance  outcome 
standards  that  address  relevant  strategic  education  or  practice  objectives. 
In  the  area  of  primary  care  medicine,  competition  for  awards  would  be  based  on 
ability  to  meet  specific  standards  for  expanded  primary  care  teaching 
capacity,  output  of  medical  student  and  resident  graduates  into  generalist 
careers,  output  of  graduates  who  serve  medically  underserved  populations,  the 
mix  of  specialist  and  generalist  residents  within  em  institution,  and 
increased  workforce  diversity,  eunong  other  goals. 

Primary  medicine  projects  involving  an  academic  medical  center  would  be 
required  to  demonstrate  commitment  to  primary  care  medical  education  as 
evidenced  by  (1)  a  mission  statement  consistent  with  strategic  primary  care 
medical  education  objectives;  (2)  faculty  role  models  and  administrative  units 
in  family  medicine,  general  internal  medicine,  and  general  pediatrics;  and 
(3)  required  undergraduate  coranunity-based  medical  student  clerkships  in 
family  medicine,  internal  medicine,  and  pediatrics. 

All  projects  would  be  required  to  be  consistent  with  related  Federal,  State, 
and  regional  program  plans  and  priorities .  Grantees  would  be  required  to 
provide  for  linkages  among  relevant  health  care  emd  educational  entities, 
including  community-based  managed  care  and  public  health  systems  and,  as 
feasible,  training  programs  for  several  disciplines. 

Funds  could  be  used  for  costs  of  planning,  developing,  or  operating 
demonstration  training  programs,  faculty  development,  curriculum  inprovement , 
trainee  support,  technical  assistance,  workforce  analysis,  dissemination  of 
information,  or  other  activities  that  will  produce  desired  outcomes. 

Preference  in  the  award  of  funds  would  be  given  to  projects  meeting  specified 
performance  st2uidards  for  output  of  graduates  who  serve  medically  underserved 
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communities  or  populations  (defined,  in  the  case  of  public  health  workers,  as 
including  work  in  State  and  local  health  departments) . 

The  Secretary  would  be  authorized  to  require  non-Federal  matching  of  Federal 
funds  as  appropriate  to  assure  institutional  cowni tment  to  projects  and  to 
increase  total  funding  available  for  the  activity.  Grantees  would  be  required 
to  meet  information  requirements  as  specified  by  the  Secretary. 

Funds  would  be  allocated  in  approximately  the  same  proportion  as  such  funds 
were  appropriated  for  Fiscal  Year  1995. 

Existing  grantees  tinder  primary  care  medicine  and  public  health  training 
programs  in  effect  prior  to  the  enactment  of  this  authority  would  be  allowed 
to  continue  to  be  funded  under  those  authorities  through  the  end  of  the 
approved  project  period  of  the  particular  project. 

Funding  for  the  various  categorical  Primary  Care  Medicine  and  Public  Health 
Training  programs  to  be  consolidated  has  been  as  follows: 


1991 

76,137,000 

1992 

76,287,000 

1993 

70,399,000 

1994 

80,906,000 

1995 

76,078,000 

Rationale 

£gr  the  Budget  Reguest 

The  FY  1996  request  of  $76,055,000  is  a  decrease  of  $23,000  below  the  FY  1995 
current  estimate  and  a  decrease  of  $4,617,000  below  the  FY  1995  appropriation. 

The  authority  would  make  possible,  where  appropriate,  a  smaller  number  of 
larger  grants,  contracts,  and  cooperative  agreements  supporting  collaborative, 
outcome-oriented  activities  to  train  generalist  physicians  and  physician 
assistants  to  meet  increasing,  market -genera ted  primary  health  care  needs  euid 
to  train  public  health  and  health  administration  workers  required  at  the 
Federal,  State,  and  community  level. 

Consolidation  of  program  activities  would  be  responsive  to  the  Gore  Task 
Force's  concern  about  the  need  for  reJucing  the  overall  number  of  Title  VII 
programs.   There  would  be  some  savings  in  administrative  costs  (e.g.,  reduced 
number  of  applications  and  reports  required) . 

Award  of  funds  based  on  ability  to  meet  performance  outcomes  would  be 
responsive  to  Administration  and  congressional  concerns  about  the  iiqportance 
of  focusing  scarce  Federal  resources  on  activities  that  have  a  demonstrable 
inpact  on  the  production  of  primary  medical  care  providers  and  public  health 
workers  to  meet  a  national  need. 

By  eliminating  unnecessary  restrictive  eligibility  and  project  requirements, 
the  proposed  authority  would  allow  increased  flexibility  in  responding  to 
primary  care  medicine  and  public  health  workforce  needs.   It  would  iinprove  the 
ability  of  educational  institutions  and  other  eligible  entities  to  target 
resources  to  areas  of  greatest  need. 
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Federal  Government,  State  and  local  governments,  health  professions  schools 
(including  schools  of  public  health),  professional  organizations,  foundations, 
and  other  non-Federal  entities  could  work  in  partnership  to  develop  and 
demonstrate  model  approaches  to  preparing  well  trained  primary  care  medical 
providers  and  public  health  workers. 

Funding  would  be  used  to  support  academic  medical  centers,  conxminity-based 
health  facilities,  and  other  entities  with  caaniitment  and  demonstrated  success 
in  primary  care  and  public  health  training  for  a  coiqprehensive  approach  to 
meeting  local  and  regional  primary  care  and  public  health  needs.  The  program 
would  assist  in  developing  commmity  partnerships,  leveraging  increased 
private  sector  support,  and  encouraging  innovative  approaches  to  expanding 
primary  care  medicine  and  public  health  training. 

Preference  based  on  output  of  graduates  practicing  in  medically  underserved 
communities  would  continue  a  preference  already  applicable  to  awards  under  the 
existing  Family  Medicine,  General  Internal  Medicine  and  General  Pediatrics, 
Physician  Assistemt  Training,  and  Preventive  Medicine  and  Dental  Public  Health 
Residency  training  programs. 

Federal  support  would  be  provided  for  strategic  education  and  practice 
initiatives  in  areas  such  as  increasing  the  number  and  quality  of 
community-based  primary  care  and  public  health  faculty;  enhancing  training  in 
managed  care,  quality  improvement,  and  other  skills  needed  under  new  systems 
of  organizing  health  care;  encouraging  interdisciplinary  approaches  to 
training;  and  enhancing  the  eUoility  of  primary  care  providers  and  public 
health  workers  to  care  for  underserved  and  high-risk  populations. 

In  the  area  of  public  health  training,  support  could  be  provided  for 
retraining  of  existing  public  health  workers  as  well  as  for  increasing  the 
supply  of  new  practitioners  to  deal  with  priority  public  health  euid  health 
administration  needs.   The  authority  would  allow  support,  as  feasible  within 
available  funding  resources,  for  the  planning  emd  development  of  a  proposed 
Public  Health  Service  Corps  to  prepare  public  health  professionals  for 
employment  at  the  State  and  community  level . 

Permitting  use  of  available  funds  for  program  support,  faculty  development, 
trainee  support,  workforce  euialytic  activities,  or  dissemination  of 
information,  as  needed,  would  maximize  the  'leveraging  potential'  of  limited 
Federal  financial  help.   Grantees  would  have  broad  discretion  in  the  use  of 
funds. 

Requirements  for  consistency  with  related  Federal  and  State  plans  and  for 
linkages  among  health  care  and  educational  entities  would  promote  regional  emd 
local  planning,  enphasize  multidisciplinary  and  interdisciplinary  approaches, 
and  encourage  community  involvement  in  health  workforce  training. 

Non-Federal  matching  requirements  would  put  pressure  on  local  conxnunities  or 
educational  institutions  to  make  resource  commitments  to  the  activity, 
enhsuicing  the  prospects  for  continued  operation  of  a  project  following 
phase-out  of  Federal  aid  for  that  project. 

The  proposed  funding  strategy  would  be  responsive  to  growing  health  care 
system  needs  and  would  focus  Federal  support  on  training  activities  of  known 
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effectiveness  in  producing  needed  health  workers  in  family  medicine.   Although 
numerous  studies  have  shown  that  family  medicine  departments,  curriculum,  and 
role  models  increase  student  interest  in  generalist  careers  (eind  these 
elements  are  encouraged  in  accreditation  requirements) ,  some  medical  schools 
still  do  not  have  departments  of  family  medicine.   An  estimated  40  percent  of 
family  medicine  residency  training  programs,  most  of  these  located  in 
hospitals  in  rural  communities,  are  unaffiliated  with  a  medical  school. 

The  proposed  funding  strategy  would  assure  that  the  current  emphasis  on 
physician  assisteuit  and  public  health  training  would  not  be  lost  in  funding 
decisions  under  the  new  authority. 

Allowing  existing  grantees  to  receive  funding  through  the  end  of  their 
approved  project  periods  would  prevent  disruption  of  ongoing  gremt-supported 
programs.   It  would  allow  time  for  institutions  now  receiving  support  to 
develop  colleiborative  applications  for  funds  under  the  new  authority. 

The  functions  of  Family  Medicine  Capacity  Building  and  Training  Networks  for 
Primary  Care  and  Public  Health  are  distinguished  in  order  to  provide  targeted, 
temporary  support  for  critical  areas  in  capacity  building,  particularly  in 
family  practice,  while  developing  networks  that  would  yield  an 
interdisciplinary  approach  to  enhanced  primary  care  practitioners  emd  public 
health  professionals.   The  longer  term  goals  are  to  reduce  the  critical 
capacity  building  apparatus  (as  the  issues  are  addressed)  while  expeuiding  the 
training  network  con^sonent. 

Outcomes 

Under  the  proposed  clustered  authority,  we  would  anticipate  a  smaller  number 
of  larger  grsmts,  contracts,  and  cooperative  agreements  awarded  in  FY  1996. 
Since  this  is  a  new  legislative  approach,  no  historical  data  are  available  on 
cluster  outcomes.   We  would  expect  to  see  outcomes  in  the  following  areas: 

•  Increase  in  the  number  of  primary  care  and  public  health  graduates  who 
serve  medically  underserved  communities  or  populations. 

•  Increase  in  the  number  and  quality  of  primary  care  faculty,  particularly 
in  community-based  settings. 

•  Increase  in  the  number  of  medical  schools  with  family  medicine 
departments  and  required  clerkships. 

•  Programs  for  developing  managed  care,  quality  improvement  and  other 
skills  for  organized  health  care  systems. 

•  Increased  output  of  primary  care  physician  assistants. 

•  Increase  in  the  number  of  organized  primary  care  and  public  health 
networks . 
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Nursing  Rdnration/Practice  Cluster 


Authorizing  Legislation  - 
consolidate  Sections  620, 
Service  Act. 


Legislative  proposal  is  being  prepared  to 

821,  822,  827,  830,  and  831  of  the  Public  Health 
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1996  Authorization. 


Legislative  authority  is  being  proposed. 


PutDose  and  Method  of  Operation 

This  restructures  Title  VIII  nurse  education  authorities  to  provide  for  a 
comprehensive,  flexible,  and  effective  authority  for  Federal  support  of 
nursing  workforce  development.   The  progreuns  affected  are  Nursing  Special 
Projects,  Advanced  Nurse  Education,  Nurse  Practitioner/Nurse  Midwife 
Education,  Professional  Nurse  Traineeships,  Nurse  Anesthetist  Training,  and 
Nursing  Education  Opportunities  for  Individuals  from  Disadvantaged 
Backgrounds.   The  existing  nursing  programs  would  be  clustered  under  the 
following  three  headings: 

.  Strengthening  Capacity  for  Basic  Nurse  Education  and  Practice- 


Nurse  Practitioners, 
and 


Nurse  Midwives,  and  Other  Advanced  Practice  Nurses; 


Increasing  Nursing  Workforce  Diversity. 

The  Strengthening  Capacity  for  Basic  Nurse  Education  and  Practice  program 
replaces  the  existing  Nursing  Special  Projects  program  (Sec.  820  of  the  PHS 
Act)  and  would  provide  a  stimulus  for  innovative  approaches  to  strengthening 
basic  nurse  education  and  practice  not  only  in  the  specific  areas  identified 
in  the  existing  law  but  also  in  such  priority  areas  as: 

•  provision  of  nursing  services  in  schools  and  other  coimiunity  settings; 

•  care  of  underserved  populations  and  other  high-risk  groups  such  as  the 
elderly,  individuals  with  HIV-AIDS,  substance  abusers,  and  battered 
women ; 

•  case  management,  (juality  improvement,  and  other  skills  needed  under  new 
systems  of  organizing  health  care; 
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•  development  of  cultural  competencies  among  nurses; 
.  provision  of  emergency  health  services;  and 

•  promotion  of  career  mobility  for  nursing  personnel  in  a  variety  of 
training  settings. 

The  Murse  Practitioners.  Kurae  Midwives.  and  Other  Advanced  Practice  Nurses 
progreun  replaces  the  following  existing  nursing  programs  in  the  PHS  Act: 
Advanced  Nurse  Education  (Sec.  821),  Nurse  Practitioner/Nurse  Midwife  Training 
(Sec.  822),  Professional  Nurse  Traineeships  (Sec.  830),  and  Nurse  Anesthetist 
Training  (Sec.  831)  .   Support  could  also  be  provided  for  projects  relating  to 
other  types  of  advanced  practice  nurses,  including  clinical  nurse  specialists 
etnd  public  health  nurses,  among  others. 

The  Increasing  Nursing  Workforce  Diversity  program  would  support  activities 
similar  to  those  now  receiving  aid  under  the  existing  Nursing  Education 
Opportunities  for  Individuals  from  Disadvantaged  Bac)cgrounds  program  (Sec.  827 
of  the  PHS  Act) .  Grantees  would  have  increased  flexibility  in  the  use  of 
funds  for  the  development  of  a  variety  of  approaches  to  enhancing  ethnic  and 
racial  diversity  in  nursing  education  and  practice. 

Under  each  of  the  above  progrcuns,  eligible  entities  would  compete  for  awards 
to  carry  out  innovative  demonstration  projects  or  provide  for  strategic 
worJcforce  supplementation  activities  as  needed  to  meet  national  nursing 
service  goals. 

Preference  in  the  award  of  grants  would  be  given  to  applicants  whose  programs 
benefit  rural  and/or  underserved  populations. 

Grant  appliceuits  would  he   required  to  specify  and  meet  perfonnzmce  outcome 
standards  that  address  relevant  strategic  nursing  worjcforce  education  and 
practice  objectives.   Examples  of  performance  outcomes  that  would  iDe  met 
include  number  of  nursing  students  trained,  numJaer  of  faculty  trained,  and 
number  of  minority/disadvantaged  nurses  prepared. 

Under  each  program  there  would  l>e  requirements  that  projects  be   consistent 
with  related  Federal  and  State  program  plans  and  priorities.   Grantees  would 
be  required  to  provide  for  lin)cages  among  relevant  health  care  and  educational 
entities,  including  community-based  public  health  orgemizations  and,  as 
feasible,  training  programs  for  other  health  professionals. 

Applications  for  funding  would  be  accepted  from  one  or  more  of  the  following: 
schools  of  nursing.  State  or  local  governments,  or  other  appropriate  public  or 
nonprofit  private  entities.   Direct  Federal  activities  also  could  be  supported 
as  appropriate. 

Funds  could  be  used  for  training  program  development  and  support,  faculty 
development,  model  demonstration,  trainee  stipends  or  fellowships,  technical 
assistance,  worjcforce  analysis,  dissemination  of  information,  or  other 
activities  that  will  produce  desired  outcomes. 

Requiring  grant  applicants  to  specify  and  meet  performance  outcome  standards 
would  be  responsive  to  Administration  and  congressional  concerns  about  the 
need  to  focus  scarce  Federal  resources  on  activities  having  a  demonstrable 
impact  on  the  accomplishment  of  national  nursing  worlcforce  objectives. 
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The  requirements  that  projects  be  consistent  with  related  Federal  and  State 
program  plans  and   that  grant  applicants  provide  for  linJcages  among  relevimt 
health  care  and  educational  entities  as  appropriate  would  help  assure  that 
training  projects  meet  identified  service  needs  and  that  there  would  be 
appropriate  collaboration  among  interested  service  facilities  and  educational 
institutions,  including  other  health  professions  training  prograofi. 

Permitting  use  of  available  funds  for  training  program  development  and 
support,  faculty  development,  model  demonstrations,  trainee  stipends  or 
fellowships,  technical  assistance,  workforce  analysis,  or  information 
dissemination,  as  needed,  would  maximize  the  'leveraging  potential*  of  limited 
Federal  dollars  in  connmnities  that  have  differing  educational  and  health  care 
needs  emd  resources.   Flexibility  for  use  of  funds  would  apply  both  to  the 
government  £md  to  individual  grantees. 

Funds  could  be  used  for  training  progreun  development  and  support,  faculty 
development,  model  demonstration,  trainee  stipends  or  fellowships,  technical 
assistance,  workforce  analysis,  dissemination  of  information,  or  other 
activities  that  will  produce  desired  outcomes. 

The  Secretary  would  be  authorized  to  require  non-Federal  matching  of  Federal 
grant  funds  as  appropriate  to  assure  institutional  commitment  to  projects. 
Grantees  would  be  required  to  meet  information  requirements  as  specified  by 
the  Secretary. 

The  National  Advisory  Council  on  Nurse  Education  and  Practice  would  continue 
to  advise  the  Secretary  on  the  range  of  issues  relating  to  nurse  supply, 
education,  and  practice  improvement,  with  funds  appropriated  under  the  Nursing 
Education/Practice  Initiative  authority  being  permitted  to  be  utilized  to 
support  the  Council's  activities. 

Funding  for  the  various  categorical  Nursing  Education/Practice  Initiative 
programs  to  be  consolidated  has  been  as  follows: 


1991 

56,144,000 

1992 

57,196,000 

1993 

58,487,000 

1994 

61,487,000 

1995 

56,756,000 

Rationale 

for  the  Budoet  Reouest 

The  FY  1996  request  of  $56,750,000  is  a  decrease  of  $6,000  below  the  FY  1995 
current  estimate  and  a  decrease  of  $4,737,000  below  the  FY  1995  appropriation. 

Most  of  the  existing  Title  VIII  grant  program  authorities,  which  technically 
expired  at  the  end  of  FY  1994,  contain  eligibility  and  project  requirements 
that  limit  the  Administration's  ability  to  address  high-priority  nurse 
education  emd  practice  needs  in  the  most  efficient  and  effective  manner. 
For  example,  the  existing  Special  Projects  authority  is  restricted  to  only 
four  specific  activities,  which  precludes  funding  for  initiatives  in  such 
important  areas  as  school  nursing,  care  of  the  elderly,  prevention  and 
treatment  of  HIV-AIDS,  case  mcmagement  and  quality  improvement,  in^jroved 
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cultural  competence,  and  encouragement  of  career  mobility. 

Similarly,  the  existing  advanced  practice  nursing  authorities  offer  only 
fragmented  support  for  educational  programs,  faculty  development,  and  aid  for 
students;  and,  as  a  result,  eligible  institutions  fre<iuently  must  obtain 
separate  grants  for  each  of  several  related  purposes. 

None  of  the  existing  grant  authorities  provides  for  use  of  program  funds  for 
workforce  analytic  activities,  despite  the  urgent  need  for  more  information  on 
how  best  to  train  and  utilize  nurses  with  various  levels  of  coac>etency  in 
different  types  of  practice  settings. 

The  proposed  consolidation  of  authorities  would  assure  attention  to  certain 
high-priority  national  nursing  needs,  while  allowing  flexibility  to  pursue 
special  initiatives  to  meet  emerging  nursing  service  requirements. 

There  would  be  an  elimination  of  unnecessary  restrictions  on  the  award  and 
utilization  of  Title  VIII  grant  funds  which  would  help  the  government  address 
unmet  nurse  education  and  practice  needs  of  the  Americam  people. 

Outcomes : 

Under  the  proposed  clustered  authority,  we  would  anticipate  a  smaller  number 
of  larger  grants,  contracts,  and  cooperative  agreements  awarded  in  FY  1996. 
Since  this  is  a  new  legislative  approach,  no  historical  data  are  available  on 
cluster  outcomes.   We  would  expect  to  see  outcomes  in  the  following  areas: 

•  Increase  in  the  number  of  nurses  trained  to  provide  services  in  schools 
and  other  community  settings. 

•  Increase  in  the  number  of  nurse  practitioner  «md  nurse  midwife 
graduates . 

•  Increase  in  the  number  of  nurse  anesthetists  trained  to  provide  services 
in  rural  and  other  shortage  areas. 

•  Increase  in  the  number  of  minority/disadvantaged  nursing  students 
recruited  and  retained  through  graduation. 
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Maternal  and  Child  Health  Block  Grant 

Authorizing  legislation  -  Title  V  of  the  Social  Security  Act. 

Increase 
1994               1995              1996                 or 
Actual ADPropriation       P.afiiMit» Decreaac 

£&  a&  a&  fi& 

$687,034,000         $683,950,000        $678,866,000        -$5,084,000 
1996  Authorization $705,000,000 

Purpose  and  Method  of  Operation 

The  MCH  Block  Grant  program  is  administered  as  a  Federal-State  partnership  to 
improve  the  health  of  all  mothers,  children  and  adolescents  consistent  with 
the  national  health  objectives  for  the  year  2000.   Approximately  13  million 
women,  infants,  children,  adolescents,  and  children  with  special  health  care 
needs  are  provided  services  under  this  program. 

The  Block  Grant  makes  a  major  difference  in  the  lives  of  all  families  and  to 
low-income  recipients  in  particular,  for  whom  access  to  comprehensive  health 
services  require  more  than  financing  mechanisms.   The  MCH  Block  Grant  provides 
leadership  in  strengthening  and  reshaping  the  system  of  care  and  linking 
Federal/state/local  and  private  programs  to  inqprove  the  health  of  mothers  and 
children,  thereby  creating  an  environment  that  encourages  the  reduction  of 
risk  behaviors,  promotion  of  optimal  growth  and  development,  prevention  of 
disease  and  disability,  and  achievement  of  the  Healthy  Children  2000 
objectives. 

Title  V  of  the  Social  Security  Act  provides  that  the  amount  appropriated  for 
the  MCH  Block  Grant  be  used  as  follows:  12.75  percent  of  the  amount 
appropriated  over  $600  million  is  for  the  community  integrated  service  systems 
(CISS)  Federal  set-aside  progrcm;  85  percent  of  the  amount  remaining  after  the 
CISS  set-aside  is  for  allocation  to  the  States;  and  15  percent  of  the  amount 
remaining  after  the  CISS  set-aside  is  for  the  special  projects  of  regional  and 
national  significance  (SPRANS)  Federal  set-aside. 

Block  Grant  funds  to  States  are  allocated  on  a  pro-rata  (percentage)  method 
based  on:   (1)  FY  1981  levels  of  funding  for  HCH-related  programs  which  were 
combined  into  the  MCH  block  grant  when  it  was  initiated  in  FY  1982;  and  (2) 
the  number  of  low  income  children  in  the  State.  States  must  eameurk  at  least 
30  percent  of  their  Federal  allotment  for  preventive  and  primary  care  services 
for  children  and  at  least  30  percent  for  services  for  children  with  special 
health  care  needs.   States  may  use  no  more  than  10  percent  of  their  federal 
allotment  for  administrative  costs  and  are  required  to  match  funds  at  the  rate 
of  three  State  dollars  for  every  four  Federal .   Many  States  provide  funding 
significantly  in  excess  of  the  required  match. 

SPRANS  funds  support  projects  in  the  categories  of  research,  training,  genetic 
diseases  and  newborn  genetic  screening,  hemophilia,  and  maternal  and  child 
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health  inprovement ,  especially  for  the  development  of  family  centered, 
community  based,  care  coordinated  services,  and  systems  of  care  for  mothers, 
infants,  children,  adolescents,  and  children  with  special  health  care  needs  as 
msmdated  by  Title  V. 

CISS  funds  support  development  and  expansion  of  successful  model  service 
delivery  strategies  through  funding  six  additional  categories  of  projects 
including:   home  visitation;  increased  participation  of  obstetricians  and 
pediatriciems  under  both  the  Block  Grant  and  Medicaid;  integrated  MCH  service 
delivery  systems;  MCH  centers  for  pregnant  «N»en  and  infants;  MCH  services  to 
rural  populations;  and  outpatient  and  coomunity  based  services  for  children 
with  special  health  care  needs. 

Funding  for  the  MCH  Block  grtmt  program  during  the  last  five  years  has  been  as 

follows: 


1991 

587,310,000 

1992 

645,873,000 

1993 

664,534,000 

1994 

687,034,000 

1995 

683,950,000 

Rationale 

for  the  Budaet  Request 

The  FY  1996  MCH  Block  Grant  request  of  $678,866,000  is  a  decrease  of 
$5,084,000  below  the  FY  1995  Appropriation.   This  request  would  provide 
$568,488,997  for  State  allocations,  $100,321,588  for  SPRANS  and  $10,055,415 
for  CISS,  a  decrease  from  the  FY  1995  appropriation  of  $3,770,422,  $665,368, 
and  $648,210  respectively.   This  reduction  is  proposed  because  of  the  overall 
discretionary  si>ending  limitation.   This  reduction  will  result  in  less 
resources  available  for  maternal  and  child  health  services  including 
preventive/primary  care  services  and  services  for  children  with  special  health 
needs . 


Program  Output  Data 


(dollars  in  millions) 


FY  1994 
Actual 


Amount  Proiects 


FY  1995 

Appropriation 

Amount  Proiects 


FY  1996 
Estimate 


Amount  Proiegts 


Grants  to   States: 


$574.5 


$572.3 


59 


$568.5 


SPRANS  Set-aside: 

Research 7.2 

Training 36.8 

Hemophilia 5.3 

Genetics 9.3 

MCHIPS 42.8 

Subtotal , SPRANS .. .  $101.4 

CISS  Set-aside $11.1 


40 

7.1 

37 

7.0 

35 

158 

36.8 

154 

36.7 

152 

33 

5.3 

33 

5.3 

33 

52 

9.3 

52 

9.2 

51 

313 

42.5 

308 
584 

42.1 

304 

596 

$101.0 

$100.3 

575 

86 

$10.7 

82 

$10.1 

78 
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Healthy  Start  Initiative 

Authorizing  Legislation  -  Section  301  of  the  Public  Health  Service  Act. 

Increase 


1994 

1995 

1996 

or 

Actual 

ADDiQBiiaCioa 

Estimate 

Bh 

a& 

a& 

$97,500,000 

$110,000,000 

$100,000,000 

-$10,000,000 

1995  Authorization. 

. . . .      Indefinite 

Punose  and  Hectiod 

Qi  Oceration 

The  Healthy  Start  Initiative  program  was  developed  to  address  the  persistently 
high  rates  and  extreme  ethnic  variances  of  infant  mortality  in  this  nation. 
The  Healthy  Start  demonstration  progriun  was  based  on  the  premise  that  new  emd 
innovative  strategies  were  needed  in  order  to  effectively  combat  the  causes  of 
infant  mortality  and  low  birthweight,  especially  among  our  poorest 
populations.   The  planning  and  implementation  of  program  strategies  were  built 
on  the  principles  of  innovation,  community  commitment  and  involvement, 
increased  access,  service  integration,  emd  personal  responsibility. 

Fifteen  projects,  each  located  within  an  area  which  reported  em  infemt 
mortality  rate  at  least  1.5  times  greater  them  the  national  average,  were 
awarded  with  gremts  in  the  fall  of  1991.   The  intended  goal  is  to  reduce 
infemt  mortality  in  the  project  areas  by  50  percent  over  five  operational 
years.   Integral  to  the  Healthy  Start  Initiative  are  the  conduct  of  a  national 
evaluation  of  the  program  and  a  nationwide  public  education  and  information 
program. 

To  further  broaden  the  Department's  knowledge  base  of  successful  strategies  to 
reduce  infant  mortality,  the  Healthy  Start  Initiative  -  Special  Projects  grant 
program  was  developed.   Seven  conpetitive  gremts  were  awarded  in  the  fall  of 
1994  to  applicants  which  also  had  infant  mortality  rates  at  least  1.5-  times 
greater  than  the  U.S.  average,  operational  community  consortia  and  existing 
infant  mortality  reduction  programs . 

• 
In  FY  1992,  the  plemning  year,  the  15  original  projects  (13  urban  and  2  rural) 
developed  community-based  consortia,  conducted  needs  assessments  and 
formulated  conqprehensive  action  plans  and  intervention  strategies  targeting 
women  of  childbearing  age,  infants,  and  their  families.   In  FY  1993,  the 
projects  began  to  implement  direct  services. 

The  direct  services  provided  by  the  projects  have  enhemced  the  existing 
maternal  and  child  health  delivery  system.  The  15  projects  have  funded 
additional  obstetricians/gynecologists,  perinatologists,  pediatricians, 
advanced  practice  nurses  emd  other  professionals.   Prenatal,  postpartum, 
family  planning  and/or  pediatric  service  hours  also  have  been  e]q>anded. 

The  outreach/case  memagement  emd  trtmsportation  services  provided  by  the 
Healthy  Start  projects  have  also  increased  client  participation  in  other 
support  services  such  as  on-site  Medicaid/WIC  eligibility,  child  care. 
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parenting  information,  nutrition  education,  adolescent  health,  teen  pregnancy 
prevention,  male  partner  support,  infant  ininunization,  substance  abuse 
treatment  and  counseling. 

Program  interventions  reflect  a  broad  spectrum  of  Healthy  Start  public  and 
private  sector  partnerships  -  State,  local  and  tribal  maternal  and  child 
health  programs;  family  planning  centers;  local  providers  including  community 
and   migrant  health  centers  and  hospitals;  substance  abuse  prevention  and 
treatment  centers;  mental  health  agencies;  HIV/AIDS  programs;  Medicaid/WIC 
programs;  civic  and  neighborhood  organizations,  etc. 

All  22  projects  have  developed  media  campaigns  to  publicize  the  problems  of 
infant  mortality  and  promote  healthy  behaviors  in  their  conmunities. 
Nationally,  the  third  %rave  of  media  caa^Migns  targeting  all  women  of 
childbearing  age  and  focusing  on  the  message  of  early  and  regular  prenatal 
care  will  be  launched  in  the  Summer  of  1995. 

The  national  evaluation  of  Healthy  Start,  which  began  in  FY  1993,  consists  of 
a  cross-site  process  and  outcomes  evaluation  of  the  15  original  projects.   The 
15  original  projects  also  have  the  administrative  option  of  conducting  local 
evaluations.   Each  of  the  7  new  Special  Projects  is  required  to  conduct  local 
evaluation.   The  local  evaluations  are  designed  to  monitor  the  implementation 
of  project  interventions  auid/or  assess  site-specific  intervention  strategies. 

Funding  for  the  Healthy  Start  Initiative  program  for  the  last  five  years  has 
been  as  follows: 


1991  1/ 

25, 

,000, 

,000 

1992  2/ 

61, 

,161, 

,000 

1993 

79, 

,325, 

,000 

1994 

97, 

,500, 

,000 

1995 

110, 

,000, 

,000 

1/  FY  1991  was  the  first  year  funds  were  made  available  for  comprehensive 
planning  activity. 

2/  FY  1992  was  the  first  operational  year  for  the  15  original  projects. 

Rationale  for  the  Budget  Request 

The  FY  1996  request  of  $100,000,000  is  a  decrease  of  $10,000,000  below  the  FY 
1995  comparable  level.   The  FY  1995  appropriation  represents  the  peak  year  of 
the  progreun.   FY  1996  funding  will  begin  the  phase-down  of  this  program  so  in 
the  future  the  program  will  be  maintained  from  conmunity-based  sources.   The 
request  will  allow  projects  to  further  the  challenge  of  creating  community- 
driven  systems  of  care  which  assist  in  infant  mortality  reduction  and 
improvement  of  maternal  and  child  health.   Preliminary  «md  incomplete  vital 
records  data  for  1993  also  indicates  a  decline  in  infant  mortality  in  many  of 
the  Healthy  Start  project  areas.  As  vital  records  data  becomes  available  for 
1994,  the  early  impact  of  Healthy  Start  intervention  on  reduction  in  infant 
mortality  can  be  assessed. 
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The  FY  1996  funding  will  allow  Healthy  Start  projects  to  continue  to  forge  new 
and  enduring  community  alliances  to  sustain  their  program  mission.   The 
Healthy  Start  program  has  already  had  valuable  inpact  in  addressing  health, 
social  emd  economic  issues  beyond  infant  mortality  reduction.   The  Healthy 
Start  experience  of  involving  commmities  in  public  health  programs  ceui  be 
used  as  a  learning  lab  for  both  urban  and  rural  conmuiities  across  the 
country,  especially  for  programs  targeting  poor  and  underserved  populations. 
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Emeroencv  Mgdieal  Services  Cluster 

Authorizing  Legislation  -  Legislative  proposal  is  being  suhmitted  to 
consolidate  Section  1910  and  Sections  17.01-1232  of  the  Public  Health  Services 
Act. 

1»4  IMS  inc  or 


■  llJMil    mill  III    riliIrM   -ImTir (U.J17.000  lU.TN.OM  (U.TU. 000  -It.OOO 

mmitmci  Itodlol  Mrrlca  (or  OUUn^...     (r.MO.OOOl  ItU.OOO.OSOl 

noa«  un IM, 131. 000)  (M.Ttl.OOO) 


1996  Authorization Proposed  Legislation 

Purpose  and  Method  of  Operation 

This  proposal  clusters  the  Qnergency  Medical  Services  (EMS)  for  Children  and 
the  Trauma  Care  program  into  the  Q!S  program. 

The  Emergency  Medical  Services  for  Children  (EMSC)  demonstration  program  was 
created  to  enhemce  and  expand  delivery  of  emergency  medical  services  (EMS)  for 
acutely  ill  auid  seriously  injured  children.   The  Trauma  Care  progreun  was 
designed  to  foster  the  development  and  improvement  of  comprehensive  orgauiized 
systems  of  trauma  care. 

The  goal  of  the  Emergency  Medical  Service  cluster  is  the  reduction  of 
mortality  and  morbidity,  particularly  in  children  and  youth,  sustained  as  a 
result  of  severe  acute  illness  or  trauma.   To  this  end,  the  EMS  progreuti 
provides  support  to  projects  which  demonstrate/implement  components  of  a  model 
EMS  system  such  as:   developing  pre-hospital  protocols  for  triage  and 
treatment  of  children  as  distinct  from  adults;  developing  and  inplementing 
curricula  for  prehospital  and  emergency  department  staff  addressing  the 
differences  between  children  and  adult  patients;  and  standards  for  hospital 
facilities  accepting  pediatric  patients. 

The  trauma  care  aspect  of  the  program  includes:  gremts  to  states  to  iitprove 
the  trauma  care  conponents  of  their  State  EMS  pleuis;  and  a  grant  program  for 
public  and  nonprofit  entities  in  rural  areas  to  conduct  research  and 
demonstrations  projects  to  improve  the  availability  and  quality  of  trauma  care 
in  rural  areas.  A  grant  program  for  special  initiatives  was  implemented  for 
states  on  targeted  issues  in  QiS,  including  the  e]q>anEion  of  statewide  *911* 
service  to  improve  the  availability  of  this  service  in  uncovered  localities. 
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Funding  levels  for  the  EMS  program  during  the  last  five  years  have  been  as 
follows : 


1991 

4, 

,880, 

,000  1/ 

1992 

9, 

,702, 

,000 

1993 

9, 

,178, 

,000 

1994 

12, 

,337, 

,000 

1995 

14, 

,793, 

,000 

^/  EMS  for  Children  Program  only. 


Rationale  for  the  Budget  Request 

The  FY  1996  President's  Budget  proposes  to  cluster  the  EMS  for  Children 
Program  and   the  Trauma  Care  program  into  the  EMS  program.   The  FY  1996  request 
of  $14,784,000  is  a  decrease  of  $9,000  from  the  FY  1995  comparable  level. 
This  decrease  represents  savings  to  grantees  to  be  achieved  by  combining  the 
two  programs.   This  request  will  support  approximately  the  same  number  of 
grants  as  in  FY  1995,  but  will  provide  the  program  flexibility  to  address 
changing  needs  in  the  EMS  program. 

The  clustered  EMS  program  will  continue  to  help  the  public  understemd  the 
problems  of  EMS,  and  the  special  problems  for  children,  and  to  work  with 
professional  organizations  to  develop  additional  training  for  EMS  personnel. 
The  program  will  also  continue  working  toward  the  goal  of  providing  grants  to 
all  States  to  improve  and  integrate  emergency  care  for  children  into  the 
overall  EMS  system. 

In  FY  1996,  funds  will  be  allocated  between  the  two  activities  in 
approximately  the  same  proportion  as  such  funds  were  appropriated  for  FY  1995. 

Program  Output  Data 

FY  1994         FY  1995       FY  1996 
Actual         Approp .       Estimate 
Project  Grants...       81  81  81 
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Hgalth  Tgaehina  Facilities 

Authorizing  Legislation  -  Appropriation  language  required 


1994 

1995 

1996 

or 

Actual 

B& 

a& 

a& 

a& 

$415,000 

$411,000 

$411,000 

$ 

1996  Authorization: 

Discontinued 

Purpose  and  Uetbod 

of  Ooeration 

This  activity  continues  support  for  three  loan  guarantees  and  interest  subsidy 
payments  for  construction  of  health  professions  teaching  facilities.  The  loan 
guarantees  were  made  prior  to  Fiscal  Year  1961  under  a  now  discontinued  Part  B 
of  Title  VII  of  the  Public  Health  Service  Act.   The  interest  subsidy,  which 
does  not  exceed  the  rate  of  three  percent,  is  paid  to  the  lending  institution. 

Funding  for  the  Health  Teaching  Facilities  program  during  the  last  five  years 
has  been  as  follows: 


1991  476,000 

1992  450,000 

1993  414,656 

1994  415,000 

1995  411,000 


Rationale  for  the  Budget  Request 


The  FY  1996  request  of  $411,000  will  provide  for  the  payments  of  interest 
subsidies  on  three   guaranteed  30  year  loans.   The  payment  of  these  interest 
subsidies  is  a  continuing  obligation  of  the  Federal  government  until  the  loans 
mature.   One  loan  is  scheduled  to  mature  in  FY  2001  and  the  remaining  two 
loems  are  scheduled  to  mature  in  FY  2004. 

FY  1994      FY  1995         FY  1996 
Interest  Subsidies  Payments         $397,000    $366,000       $332,000 

Lenders  Receiving  Interest  Subsidies       3  3  3 

Schools  Receiving  Benefits 

under  the  Loan  Guarantee  Provision         3  3  3 


732 


104 


Organ  Procurement  and  Transolanfjitinn 

Authorizing  Legislation  -  Sections  371-377  of  the  Public  Health  Service  Act. 


1994 
Actual 


$2,652,000 
Network:  ($795,000) 
Registry:  ($1,546,000) 
Awareness:    ($311,000) 


1995 
ADPropriatinn 

$2,629,000 

($785,000) 

($1,546,000) 

($298,000) 


1996 

$2,629,000 

($785,000) 

($1,546,000) 

($298,000) 


Increase 


D*gre»B.. 

$— 
(...) 
(...) 
(...) 


1995  Authorization:  Re-authorization  pending 
Purpose  and  Method  of  Operation 

This  program  provides  funds,  through  a  federal  contract,  to  support  the 
National  Organ  Procurement  and  Transplantation  Networlc  (OPTN)  .  The  OPTN  is 
designed  to  assure  the  equitable  distribution  of  available  organs  to  patients 
in  need  of  an  organ  transplant  and  to  transplant  centers.  The  OPTN  maintains 
a  24-hour  telephone  service  to  aid  in  matching  donor  orgems  with  potential 
organ  recipients  and  to  coordinate  placement  efforts  with  transplant  centers. 

The  program  also  funds,  through  a  federal  contract,  the  Scientific  Registry  of 
Transplant  Recipients  (SRTR) .   The  SRTR  provides  demographic  and  clinical  data 
and  information  on  transplant  recipients  which  may  be  used  for  research  and 
policy  ma)cing  on  outcomes  of  organ  transplants  including  medical  and  other 
factors  which  affect  outcomes. 

The  program  also  provides  information  and  education  about  organ  donation  to 
professional  associations,  health  providers,  consumers,  insurers,  medical 
societies,  State  health  departments  and  the  general  public. 

Funding  for  the  Organ  Procurement  and  Transplantation  program  during  the  last 
five  years  has  been  as  follows: 


1991 
1992 
1993 
1994 
1995 


3,723,000 
2,875,000 
2,767,000 
2,652,000 
2,629,000 


Rationale  for  the  BiidijiPt  Reauf.st 

The  FV  1996  request  of  $2,629,000  for  Organ  Procurement  and  Transplantation 
will  provide  continued  support  for  the  National  Organ  Procurement  and 
Transplantation  NetworJc  (OPTN)  and  the  Scientific  Registry  of  Transplant 
Recipients  (SRTR).   Of  this  amount,  it  is  estimated  that  $785,000  would  be 
used  to  continue  funding  of  the  OPTN  and  $1,546,000  would  be  used  for  support 
for  the  Scientific  Registry.   The  request  also  provides  $298,000  for 
contracts,  grants,  and  related  donor  awareness  and  educational  activities  to 
inprove  organ  donation. 
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Health  Facilities  Construction 

Authorizing  Legislation  -  Section  1610  of  the  Public  Health  Service  Act 

Increase  Increase 


1994        1995 
Actual   Appropriation 


1995 

Current 

Estimate 


or         1996         or 
Decrease    Efitimal-.p Decrease 


a&  a&  a&  fi& 

$—      $15,000,000   $13,000,000   -$2,000,000  $2,000,000  -$11,000,000 
1996  Authorization:   Such  auns  as  necessary 

Purpose  and  Method  ot  Qperatian 

Section  1610  of  the  Public  Health  Service  Act  provides  authority  for  grants 
for  construction  or  modernization  of  certain  types  of  medical/health 
facilities.   In  FY  1995,  HRSA  proposes  to  award: 

Approximately  $2,000,000  to  between  one  and  six  outpatient  medical 
facilities  located  apart  from  hospitals  which  will  provide  services  for 
medically  underserved  population; 

Approximately  $8,000,000  to  a  non-acute  care  center  in  a  former  teaching 
hospital  in  a  comprehensive  academic  health  center  to  house  state-of-the- 
art  outpatient,  outreach,  and  educational  facilities  to  reduce  the 
incidence  of  cardiovascular  emd  respiratory  disease;  and. 

Approximately  $3,000,000  to  an  ambulatory  care  facility  located  at  a  school 
of  medicine  linked  to  a  Veterans  Administration  hospital  that  has  no 
teaching  hospital  or  other  inpatient  facility,  but  rather  operates  under 
collaborative  agreements  with  community  hospitals. 

The  administration  is  proposing  a  rescission  of  $2,000,000  in  FY  1995  budget 
authority. 

Funding  for  the  Health  Facilities  Construction  program  during  the  last  five 
years  has  been  as  follows: 


1991 
1992 
1993 
1994 
1995     $13,000,000 


Rationale  for  the  Budget  ReoueBt 

The  FY  1996  request  of  $2,000,000  is  $11,000,000  less  than  the  FY  1995 
estimate.  The  request  will  fund  a  grant  for  construction  and/or  renovation  of 
a  free-standing,  state-of-the-art  facility  that  will  put  in  place  a 
comprehensive  system  of  specialized  outpatient  care  for  confronting  HIV/AIDS 
and  other  related  communicable  diseases  to  be  located  in  Chicago,  Illinois. 
The  new  facility  will  focus  on  specialized  outpatient  care,  working  closely 
with  community-based  providers;  clinical  research;  and  prevention  through 
education,  counseling,  «md  testing.  The  center  will  serve  as  a  referral  and 
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resource  hub  for  growing  networks  of  public  and  private  care  providers  and 
provide  linJcs  between  providers  to  avoid  duplication  of  services. 
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national  Bono  Marrow  Donor  Program 

Authorizing  Legislation  -  Title  III  of  the  Public  Health  Service  Act. 

Increase 

or 
Dttrreaae 


1994 

1995 

1996 

Actual 

AnnroDriation 

□£          Bh 

EXE          fi& 

2      $11,171,000 

5  $15,360,000 

5  $15,360,000 

1996  Authorization. 

Expired 

Puruose  and  Method  of  Ooeration 

PTE  a& 


The  National  Bone  Marrow  Donor  Registry  has  been  operational  now  for  several 
years  under  authorities  previously  delegated  to  the  National  Heart,  Lung,  and 
Blood  Institute  (NHLBI)  of  the  National  Institutes  of  Health.   Beginning  in 
FY  1995  the  authority  for  this  program  has  been  redelegated  to  the  HRSA  to 
allow  coordination  between  the  solid  organ  and  bone  marrow  transplantation 
programs . 

The  NBMDR  of  volunteers  provides  for  «m  inproved  prospect  that  patients 
needing  a  marrow  transplemt  will  receive  it.  Allogeneic  bone  marrow 
transplantation  (from  another,  non-identical  person)  can  be  curative  for  a 
number  of  otherwise  fatal  blood  emd  genetic  diseases  but  many  patients  who  are 
candidates  for  this  treatment  have  no  suiteUale  matched  relative  to  be  the 
donor,  and  hence,  must  rely  upon  marrow  from  a  carefully  selectee^  unrelated 
donor,  matched  for  tissue-type. 

In  FY  1995,  $15,360,000  in  resources  have  been  transferred  to  HRSA  through  an 
Intra-agency  Agreement  between  NHLBI  and  HRSA.  These  resources  include 
$14,750,000  to  support  the  second  year  of  a  three  year  contract  with  the 
National  Marrow  Donor  Program,  Inc,  smd  $610,000  for  program  evaluation  and 
program  management  including  five  Full-Time  Equivalents  (FTEs) . 

Funding  for  the  National  Bone  Marrow  Donor  program  during  the  last  five  years 
has  been  as  follows: 


1991 

11,613,000 

1992 

12,433,000 

1993 

16,234,000 

1994 

11,171,000 

1995 

15,360,000 

fiatiooale 

£o£  Uie  Budget  Reouest 

The  FY  1996  Estimate  of  $15,360,000  will  continue  this  program  at  the  same 
level  as  FY  1995. 
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Program  Management 

Authorizing  legislation  -  Public  Health  Service  Act,  Title  III,  Section  301. 

Increase 
1994  1995  1996  or 

&££ual Appropriation »""•'""'•'■ Decrease 

FTE  fla    FTE  aa     FTE  flA   £!£  SL 

1,441  $121,015,000  1,391  $120,909,000   1,287  $114,546,000  -104  -$6,363,000 


1996  Authorization Indefinite 

Purpose  and  Method  of  Operation 

The  Health  Resources  and  Services  Program  Management  activity  exercises 
leadership  responsibility  of  coordinating,  directing,  emd  managing  the 
functions  and  activities  of  the  Health  Resources  and  Services  Administration 
by  supporting  a  staff  to  plan,  direct,  and  administer  the  Bureau  of  Primary 
Health  Care,  the  Bureau  of  Health  Professions,  the  Maternal  and  Child  Health 
Bureau,  the  Bureau  of  Health  Resources  Development,  the  Office  of  the 
Administrator,  and  the  Office  of  Rural  Health.   Personnel  and  activities  are 
located  in  Rockville,  MD,  Bethesda,  HD  and  Regional  Offices. 

National  leadership  and  direction  as  well  as  local  technical  assistemce  emd 
program  guidauice  is  provided  to: 

•  Primary  Care  Programs  including  Community  emd  Migrant  Health  Centers, 
Programs  for  Special  Populations  and  the  Hansen's  Disease  Center ; 

•  Health  Professions  Programs  including  Health  Professions  Workforce 
Investment,  Primary  Care  Medicine  Training,  Enhanced  Area  Health 
Education  Training,  Nursing  Education/Practice  Initiatives,  and  Health 
Professions  Research  stnd  Data; 

•  Maternal  and  Child  Health  Programs  including  the  Maternal  and  Child 
Health  Block  Grant,  Emergency  Medical  Services,  and  the  Healthy  Start 
programs  ; 

•  Health  Resources  Development  Programs  including  Health  Teaching 
Facilities,  Organ  Transplemtation,  Bone  Marrow  Registry,  and   Health  Care 
Facilities  programs ; 

•  Rural  Health  Programs ; 

•  AIDS  Programs  including  Ryan  White  Programs,  Education  and  Training 
Centers,  and  AIDS  Dental  Services  prograuns; 

•  National  Practitioner  Data  Bank;  and 

•  Vaccine  Injury  Conpeiisation  Program. 
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Funding  levels  for  Program  Management  during  the  last  five  years  has  been  as 
follows: 


s 

FTE 

1991            99,920,000 

1,403 

1992           121,004,000 

1,446 

1993           120,576,000 

1,482 

1994           121,765,000 

1,441 

1995          120,909,000 

1,391 

RaciQuale  £fl£  the  Budget  Request 

The  FY  1996  request  of  $114,546,000,  is  $6,363,000  less  than  the  FY  1995 
appropriation  with  a  reduction  of  104  FTEs.   The  104  FTE  reduction  reflects 
efficiencies  associated  with  the  consolidation/or  streamlining  of  HRSA 
programs  and  represents  an  offset  of  the  mandatory  increased  costs  for 
annualization  of  the  FY  1995  pay  raise,  the  FY  1996  pay  raise,  within  grade 
increases,  one  extra  day  of  pay,  etc.   The  reduction  of  $6,363,000  includes 
$744,000  for  the  Working  Capital  Fund  and  $119,000  for  FTS  2000.   The  Working 
Capital  Fund  bill  will  be  reduced  by  $744,000  below  the  FY  1995  level  of 
$4,424,000  for  departmental  regional  office  support  activities,  and  $1,500,000 
for  20  FTEs  shifted  from  the  Office  of  the  Secretary  to  HRSA.  Funding  for  the 
Service  and  Supply  Fund  will  remain  at  the  FY  1995  statutory  level. 


Program  Management  FTEs 


BPHC 

BHPr 

BHRD 

MCHB 

Office  of  the 
Administrator . 


Increase 

1994 

1995 

1996 

or 

&£tuaJ^ 

ADoroorii 

itisn 

Estimate 

Decrease 

556 

512 

• 

242 

238 

* 

219 

227 

* 

193 

192 

* 

Working  Capital 
Fund 


Total 1,441  1,391 


Allocation  of  FTEs  pending  analysis  of  impact  of  streamlining  and 
consolidation  proposals  and  buyouts. 
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Rural  Health  Research 

Authorizing  legislation  -  Title  III  of  the  Public  Health  Service  Act  and 
Section  711  of  the  Social  Security  Act. 

Increase 
1994  1995  1996  or 

Actual  Appropriation  Kat-imrtt-f  Decrease 

fi&  a&  a&  a&  ' 

$9,426,000          $13,176,000         $9,426,000       -$3,750,000 
1996  Authorization:  Indefinite 

Purpose  and  Method  of  Operation 

The  Office  of  Rural  Health  Policy  serves  as  a  focal  point  within  the 
Department  for  coordinating  public  and  private  sector  efforts  nationwide  to 
strengthen  and  inprove  the  delivery  of  health  services  to  populations  in  rural 
areas.   Specifically,  the  office:   (1)  Works  with  other  Federal  agencies. 
States,  national  associations,  foundations,  iuid  private  sector  organizations 
to  seek  solutions  to  health  care  problems  in  rural  communities;  (2)  advises 
on  the  effects  that  health  care  reform  proposals,  as  well  as  Medicare  and 
Medicaid,  have  on  access  to  health  care  by  rural  populations,  especially  with 
regard  to  the  financial  viability  of  small  rural  hospitals  and  the  recruitment 
and  retention  of  health  professionals;  (3)  coordinates  rural  health  research 
within  the  Department;  (4)  administers  a  grant  program  which  supports  the 
activities  of  Rural  Health  Research  Centers;  (5)  provides  staff  support  to  the 
National  Advisory  Committee  on  Rural  Health;  (6)  maintains  a  national 
clearinghouse  for  the  collection  and  dissemination  of  rural  health 
information;   and  (7)  administers  a  rural  telecommunications  gremt  program. 

Funding  for  the  Rural  Health  Program  during  the  last  five  years  has  been  as 

follows : 


1991 

4, 

,674, 

,000 

1992 

4, 

,115, 

,000 

1993 

4, 

,176, 

,000 

1994 

9, 

,426, 

,000 

1995 

13, 

,176, 

,000 
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Rationale  for  the  Budget  Request 

The  FY  1996  request  of  $9,426,000  is  $3,750,000  below  the  FY  1995  level  of 
funding.   The  request  will  provide  continued  8upi>ort  for  the  Office  of  Rural 
Health  Policy  at  reduced  levels.   This  includes  support  for  4-5  rural  health 
research  centers,  $1,750,000;  three  neeting  of  the  Secretary's  National 
Advisory  Coantittee  on  Rural  Health,  $150,000;  funding  for  the  Rural  Health 
Information  Clearinghouse,  $450,000;  cooperative  agreement/special  projects, 
$195,000;  and  $6,881,000  for  telemedicine  projects.   Eleven  telemedicine 
projects  were  funded  in  FY  1994  at  a  cost  of  $5,355,000;  one  for  its  third  and 
final  year.   An  additional  6  to  8  new  awards  will  be  funded  in  FY  1995.   In  FY 
1996,  the  weakest  2-4  grants  will  be  dropped. 

Output  Data: 


Gremt  awards . .  . 


1994 

1995 

1996 

Actual 

APBroDriatioD 

12 

18 

11 

-7 

740 


Rural  Health  Cluster 

Authorizing  -  Sections  301  (Outreach)  and  338J  (State  Offices)  of  the  Public 
Health  Service  Act;  authority  for  state  offices  expired  in  1993.  New 
authorization  is  being  proposed  for  the  consolidated  program. 


Rurtl  H««ltl)  Prevria  Clujt«r 

Rural  HMlth  OutxMcta  Graau ((2C.27i,000) 

SUM  Of Cic«a  of  Kurml  ■■■1th 


Purpose  and  Method  of  Operation 


UM 

iras 

UH 

U 

tk 

U>. 011.000 

l>0,*04.000 

(2S.02t.000 

((». 271.0001 

((]7.02>.000l 

(13.790.0001 

113. r», 0001 

This  proposal  consolidates  the  State  Office  and  Outreach  authorities  into  a 
single  cluster  with  a  single  budget.   Consolidation  is  expected  to  result  in 
administrative  savings  for  both  applicants  and  the  Federal  government.   There 
would  be  a  single  grsmt  announcement  each  year,  inviting  applications  for 
support  of  both  types  of  activities  and  a  single  grant  review  cycle.   States 
would  be  allowed  to  apply  for  both  types  of  assistance,  and  State  applicemts 
would  continue  to  be  required  to  provide  matching  funds.   Local  organizations 
and  consortia  would  be  eligible  to  apply  only  for  funds  to  support  Outreach- 
type  activities. 

HRSA  will  determine  how  much  of  each  year's  appropriation  would  be  allocated 
to  support  State  Offices  of  Rural  Health  and  how  much  would  be  allocated  for 
Outreach  grcmts.   It  is  expected  that,  for  the  first  year  of  the  combined 
program  (FY  1996) ,  funds  would  be  allocated  between  the  two  activities  in 
approximately  the  same  proportion  as  such  funds  were  appropriated  in  FY  1995. 
However,  priority  will  l3e  given  to  applications  which  reflect  a  combination  of 
the  programs . 

Funding  levels  for  the  past  five  years  for  these  two  programs  were  as  follows: 


1991  21,318,000 

1992  23,175,000 

1993  27,279,000 

1994  29,029,000 

1995  30,904,000 
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Rationale  for  the  Budget  Request 

The  FY  1996  estimate  of  $29,029,000  is  a  reduction  of  $1,875,000  from  the  FY 
1995  Appropriation.  The  budget  request  will  support  State  Offices  and 
existing  outreach  grants  at  a  reduced  level  from  FY  1995.  This  reflects 
expected  administrative  efficiencies  accruing  to  grantees  that  will  result 
from  consolidation  of  the  program. 


1994        1995  1996 

Actual  ABprapriatign  KnUrr^t-^  f^*""" 
Number  of  Grant  Awards 

New 100         25  20  -5 

Continuations 96         175  174  -1 

Total 196        200  194  -6 
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Buildings  and  Facilities 

Authorizing  legislation  -  Title  III  of  the  Public  Health  Service  Act. 

Increase 
or 
Decrease 


1994 

1995 

1996 

Actual 

fiA 

a& 

a& 

$942,000 

$933,000 

$933,000 

a& 


FY  1996  Authorization Indefinite 


Purpose  of  Method  of  Operation 

This  activity  provides  for  the  renovation  and  modernization  of  buildings  at 
the  Gillis  W.  Long  National  Heuisen's  Disease  Center,  Carville,  Louisiana,  to 
eliminate  structural  deficiencies  under  applicable  law  in  keeping  with 
accepted  standards  of  safety,  comfort,  human  dignity,  efficiency,  emd 
effectiveness.   The  projects  are  intended  to  assure  that  the  facility  meets 
JCAHO  accreditation;  provides  a  safe  and  functional  environment  for  the 
delivery  of  patient  care,  research,  and  training  activities;  and  meets 
requirements  to  preserve  the  Carville  historic  district  under  the  National 
Historic  Preservation  Act. 

Funding  for  the  Buildings  and  Facilities  activity  during  the  last  five  years 
has  been  as  follows: 


1991  1,844,000 
1992 

1993  982,000 

1994  942,000 

1995  933,000 

Rationale  for  the  Budget  Request: 

The  FY  1996  request  of  $933,000  is  the  same  as  the  FY  1995  appropriation. 
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AIDS 

Authorizing  Legislation  -  Sections  301,  776,  2601-2608,  2611-2620,  2651-2655, 
and  2671  of  the  Public  Health  Service  Act 

Increase 
1994              1995                1996  or 

Actual  Annronriation  ^n'-^'"""*' DfiCreflSe 

SA  a&  a&  fi& 

$602,800,000        $656,189,000        $746,689,000       +$90,500,000 

1996  Authorization  :  Sections  2601-2671,  Reauthorization  required 
Section  776  -  $23,000,000 

OVERVIEW 

Since  AIDS  was  first  recognized  as  a  clinical  entity  in  1981,  the  HIV  epidemic 
has  grown  substantially,  both  in  numbers  of  people  infected  as  well  as 
geographic  areas  of  the  country  that  are  impacted.   The  people  most  affected 
by  the  epidemic  have  been  members  of  medically  underserved  and  often  socially 
stigmatized  populations,  including  gay  and  bisexual  men,  injection  drug  users, 
homeless  people,  and  minority  groups.  Demographic  changes  in  the  epidemic, 
e.g.  increasing  proportions  of  women,  youth,  and  minorities,  have  created 
concomitant  needs  for  changes  in  the  planning,  organization,  and  delivery  of 
care.   At  the  same  time,  planning  suid  service  delivery  efforts  must  take  into 
account  the  fact  that  people  with  AIDS  are  living  longer  due  to  iii5)roved 
treatment  strategies  and  the  availability  of  a  growing  cadre  of  health 
professionals  who  are  knowledgeable  about  HIV  Care.   The  chemges  in  the 
epidemic'-increased  numbers,  increasing  impact  in  communities  and  populations 
with  unique  needs  in  access  emd  care,  and  increased  longevity  for  people 
infected  with  HIV  all  have  substantial  implication  for  HIV-related  care 
services . 

By  September  1994,  more  than  424,000  AIDS  cases  had  been  reported  to  the 
Centers  for  Disease  Control  and  Prevention.  As  HIV  counseling  and  testing 
have  become  more  generally  available,  a  larger  number  of  people  with  known  HIV 
infection  is  in  need  of  care.   In  many  comminities  provider  waiting  lists  and 
delays  in  care  are  common.   The  epidemic  has  spread  geographically  and  now 
confronts  health  and  support  service  providers  and  families  in  all  parts  of 
the  country.   In  recent  years  the  rate  of  growth  in  reported  AIDS  cases  and  in 
HIV  infection  has  been  faster  in  non-urban  areas  and  smaller  urban  areas  than 
in  large  metropolitan  areas,   Nevertheless,  i>eople  with  AIDS  and  HIV  infection 
still  seek  care  primarily  in  health  care  settings  in  large  urban  and  suburban 
areas . 

As  the  epidemic  has  progressed,  demographic  and  treatment  chemges  have 
presented  additional  challenges  for  the  planning,  organization,  and  delivery 
of  care,  and  for  coordination  with  prevention  efforts.  These  changes  have 
major  implications  for  the  Ryan  White  CARE  Act  resources.   Strategies  and 
service  capacities  need  to  be  developed  to  serve  newly  infected  and  heavily 
iiq>acted  populations.   Substantial  barriers  still  exist  to  accessing  culture, 
age,  and  gender-appropriate,  and  knowledgeable  care  for  populations  with  a 
high  proportion  of  uninsured  people  such  as  minorities,  youth,  and  women. 
Access  to  care  for  women  is  in?>ortant  since  being  in  care  iroproves  their  own 
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health  status  and  affords  an  opportunity  to  select  treatment  with  AZT  that  has 
been  shown  to  significeuitly  reduce  transmission  of  HIV  to  their  infants. 
Since  people  live  longer  after  diagnosis  of  AIDS,  continuity  of  care  and 
adherence  to  treatment  regimens  must  be  of  longer  duration.   Group  and 
individual  home  care  and  hospice  care  have  become  essential  component  of 
comprehensive  HIV  care.  Conmunity-based  outpatient  care  systems  can  reduce 
inappropriate  emergency  room  visits,  decrease  the  frequency  and  duration  of 
hospitalization  and  provide  an  opportunity  for  behavioral  change  counseling 
and  referral  for  substance  abuse  treatment,  and  delay  deterioration  of  health 
and  immune  status. 

The  Ryan  White  CARE  Act  has  provided  models  for  the  development  of  Federal, 
State,  and  conmunity-wide  planning  and  cooprehensive,  coordinated  outpatient 
systems  of  care.  These  systems  facilitate  access  to  health  care  and  support 
services  for  people  with  HIV  disease  and  their  families.   In  addition  to  the 
Ryan  Vfhite  CARE  Act  programs,  HRSA  also  administers  the  AIDS  Education  and 
Training  Centers  (AETC)  program  and  an  AIDS  Dental  Reimbursement  Program. 

While  many  challenges  remain,  there  are  many  successes  to  date: 

People  from  demographically  diverse  populations  with  HIV  disease  who 
otherwise  would  not  be  receiving  care  are  receiving  services  through  CARE 
Act  supported  programs.   Inappropriate  emergency  room  use  and 
hospitalization  has  been  decreased  in  many  areas  and  hospitalization 
frequency  and  duration  have  been  reduced. 

Under  Title  I,  eligible  metropolitan  areas  (EMAs)  have  functioning  HIV 
health  services  planning  councils  and  a  planning  process  with  community 
participation  beyond  the  council.   The  local  autonomy  focus  of  the  Act  has 
enabled  EMAs  to  respond  with  locally  appropriate  planning  and   service 
system  development 

•  Under  Title  II,  more  than  260  consortia  are  planning  and  delivering  HIV- 
related  outpatient  services.  All  states  are  providing  antiretroviral  drugs; 
most  cover  drugs  to  prevent  PCP.   States  supporting  health  insurance 
continuation  programs  are  demonstrating  substantial  cost  savings  to  State 
programs . 

■   The  Special  Projects  of  National  TTqnificance  (SPNS)  program  has  supported 
the  development  of  model  care  prog.ams  for  Native  Americans,  people  in 
prison,  adolescents,  youth  and  women  and  has  developed  successful  ways  of 
integrating  mental  health  and  primary  care  services,  and  models  for  legal 
protection  and  advocacy  for  people  with  HIV. 

Title  Illb  programs  have  provided  counseling  and  testing  and  early 
intervention  services,  with  an  enphasis  on  the  provision  of  primary  medical 
care  and  services  to  a  high  proportion  of  women  and  minority  clients  with 
more  than  130  grantees  nationwide.  The  program  has  emphasized  serving 
populations  in  areas  newly  impacted  by  the  HIV  epidemic. 

•  Title  IV  projects  have  developed  comprehensive  coordinated  care  systems  in 
more  than  80  communities.  These  projects  provide  coordinated  services  that 
meet  the  unique  needs  of  children,  youth,  women,  and  families.   The  Title 
IV  programs  have  also  demonstrated  substantial  success  in  identifying  youth 
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and  women  with  HIV  infection,  enrolling  them  and  their  newborns  into  care 
and  supporting  them  to  participate  in  conplex  medical  regimens  necessary  to 
reduce  pterinatal  transmission. 

HRSA  has  also  provided  support  to  CARE  Act  grantees  in  the  implementation  of 
programs  through  ongoing  project  officer  nonitoring  and  a  full  range  of  peer 
technical  assistance  activities. 

The  AETC  program  is  designed  to  increase  the  number  of  primary  care  providers 
who  are  appropriately  trained  to  counsel,  diagnose,  treat,  and  manage  HIV- 
related  health  problems.  The  program  funds  a  national  network  of  17 
geographically  diverse  training  centers.  Training  and  continuing  education  of 
several  layers  of  intensity  and  cooplexity  are  provided  to  physicians, 
physicism  assistants,  nurses,  dentists,  dental  hygienlsts,  and  allied  health 
providers,  including  mental  health  practitioners.   The  AIDS  Dental 
Reimbursement  Program  provides  limited  reiBburseaents  to  dental  schools  and 
post-doctoral  dental  programs  for  the  documented  uncompensated  costs  they  have 
incurred  providing  oral  health  to  HIV  infected  patients. 

The  FY  1996  request  of  $746,689,000  provides  $723,465,000  for  Ryan  White 
C.A.R.E.  Act  programs.  The  Ryan  White  programs  include  $407,000,000  for 
Title  I,  $221,897,000  for  Title  II,  $62,568,000  for  Title  III,  and  $32,000,000 
for  Title  IV.  The  request  also  includes  $16,287,000  for  Education  and  Training 
Centers,  and  $6,937,000  for  reimbursement  to  Dental  Schools  and  Clinics  for 
the  provision  of  oral  health  care  to  persons  with  AIDS. 
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AIDS:  Emergency  Relief  (Rvan  White  C.A.R.E.  Act.  Title  I) 

Authorizing  Legislation  -  Sections  2601-2608  of  the  Public  Health  Service  Act. 

Increase 
1994               1995                 1996  or 

Actual  Appropriation         ggfiiiuit-t. PeCiease 

a&  a&  a&  M 

$325,500,000         $356,500,000         $407,000,000        +$50,500,000 
1996  Authorization  :  Reauthorization  required 

Purpose  and  Method  of  Operation 

Under  existing  statute.  Title  I  authorizes  grants  for  outpatient  and 
ambulatory  health  and  support  services  to  metropolitan  areas  with  a  cumulative 
total  (as  of  March  31,  1995  for  Fiscal  Year  1995  eligibility)  of  more  than 
2,000  reported  cases  of  AIDS  or  a  per  capita  incidence  of  greater  than  .0025  . 
These  services  are  intended  primarily  for  low  income/under  insured  people 
living  with  HIV/AIDS.   Fifty  percent  of  the  amount  appropriated  is  allocated 
by  formula  and  the  remainder  is  distributed  to  those  areas  whose  applications 
demonstrate  the  need  for  supplemental  aid,  have  a  detailed  plan  for  use  of  the 
funds  and  efficient  mechanisms  for  distributing  and  using  the  funds.   Grantees 
are  required  to  establish  HIV  health  services  planning  councils  to  establish 
priorities  for  the  allocation  of  funds  within  the  eligible  area,  to  develop  a 
con^rehensive  plam  for  the  organization  and  delivery  of  health  services,  and 
to  assess  the  efficiency  of  the  administrative  mechanism  in  rapidly  allocating 
funds  to  areas  of  greatest  need  within  the  eligible  area. 

Funding  levels  for  Title  I  during  the  last  five  years  has  been  as  follows: 


1991  87,831,000 

1992  121,601,000 

1993  184,756,000 

1994  325,500,000 

1995  356,500,000 


Rationale  for  the  Budget  Request 


The  impact  of  the  HIV  epidemic  on  cities  continues  to  grow.   This  includes 
increasing  numbers  with  tuberculosis,  changing  demography  (women,  minorities, 
children,  substance  abusers,  uninsured),  increasing  survival  time,  increasing 
numbers  and  cost  of  treatments.  The  needs  of  persons  and  families  with  AIDS 
or  HIV  disease  are  substantial,  conplex,  and  rapidly  changing,  and  the  service 
delivery  amd  financing  systems  in  the  heavily  impacted  metropolitan  areas  have 
been  unable,  despite  major  efforts,  to  fully  meet  these  needs.  As  a  result, 
large  numbers  of  people  are  still  not  receiving  care;  others  receive 
insufficient  or  inappropriate  care,  or  are  being  served  in  inappropriate  or 
high-cost  settings.   It  is  estimated  that  800,000  to  1,200,000  individuals 
have  HIV  in  the  U.S.   Through  September  1994,  more  than  424,000  cases  of  AIDS 


747 


had  been  reported  to  the  Centers  for  Disease  Control  and  Prevention.  Only  one 
third  to  one  half  of  people  with  HIV  are  estimated  to  be  in  care  systems. 

The  resources  will  provide  access  to  conmunity-based  outpatient  medical  care 
and  support  services  for  many  people  with  HIV  disease  who  do  not  currently 
receive  adequate  care  in  the  eligible  metropolitan  areas.   The  grantees  will 
use  the  funds  to  hire  needed  health  care  and  other  personnel  to  meet  the 
medical  needs  of  people  with  HIV  and  to  address  critical  service  gaps, 
substance  eibuse  treatment,  mental  health,  dental  services,  and  specialty 
medical  care.  The  resources  will  be  used  as  a  high  priority  to  address  the 
HIV-related  care  needs  of  people  with  HIV  disease  t^o  are  also  homeless, 
uninsured,  active  substance  abusers,  infected  with  another  sexually 
transmitted  disease  or  tuberculosis.  Funds  will  also  be  used  to  improve  the 
capacity  of  minority  service  organizations  who  reach  the  hard-to-serve 
populations  that  are  disproportionately  represented  among  those  infected  with 
HIV. 

Title  I  funds  have  been  used  to  support  the  following  services:  medically- 
related  services  (40%),  social  services  (21%),  case  management  services  (14%), 
mental  health  services  (13%),  and  direct  program  implementation  [planning, 
needs  assessment,  TA,  evaluation]  (7%),  emd  administration  (5%).   However, 
there  i:;  significant  variation  in  allocation  patterns  across  EHAs  because 
funding  is  based  on  local  need. 


The  FY  1996  request  of  $407,000,000,  an  increase  of  $50,500,000  above  the 
FY  1995  Appropriation  level,  will  provide  funds  to  address  the  needs  of  newly- 
eligible  metropolitan  areas,  as  well  as  the  needs  of  the  existing  areas  furided 
in  FY  1995.   Under  existing  statute  fifty  percent  of  Title  I  funds  available 
are  awarded  according  to  a  formula  laased,  in  part,  on  the  number  of  AIDS  cases 
in  the  EMA.   The  rest  is  awarded  conpetitively  to  areas  that  demonstrate  the 
greatest  need  and  the  ability  to  use  the  funds  promptly  and  effectively  to 
improve  client  services.   The  request  would  provide  increased  formula  amounts 
to  some,  but  not  all,  of  the  areas  funded  in  FY  1995.   Formula  amounts  are 
determined,  in  part,  by  the  distribution  of  reported  cases  of  AIDS.   Under 
existing  statute,   there  is  no  authority  to  increase  the  amount  available  for 
formula  grants  to  more  than  50  percent  of  the  Part  A  (Title  I)  appropriation. 
For  this  reason,  appropriation  language  has  been  proposed  to  allow  use  of 
funds  that  would  otherwise  be  available  for  supplemental  grants  to  assure,  if 
necessary,  that  areas  funded  in  FY  1995  receive  no  less  than  there  FY  1995 
formula  grant  in  FY  1996.  The  amount  availeible  for  supplemental  gremts  would 
be  reduced  accordingly. 


Title  I:  Program  Output  Data: 


Formula  Grants 

Supplemental  Grants . 


1994 

1995 

1996 

Actual 

Approcriation 

Estimate 

34 

42 

52-56 

34 

42 

52-56 
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AIDS:  HIV  CARE  (Ryan  White  C.A.R.E.  Act.  Title  III 

Authorizing  Legislation  -  Sections  2611-2620  of  the  Public  Health  Service  Act. 

Increase 


1994 

199S 

1996 

or 

Actual 

a& 

EBr.ininr,ft 

fi& 

a& 

$183,897,000 

$198,147,000 

$221,897,000 

+$23,750,000 

1996  Authorization:   Reauthorization  required 

Purpose  and  Method  of  Operation 

Under  current  statute.  Title  II  authorizes  formula  grants  to  States  and 
territories  for  the  operation  of  HIV  service  delivery  consortia  in  the 
localities  most  affected  by  the  epidemic,  provision  of  home  and  community- 
based  care  services  for  individuals  with  HIV  disease,  continuation  of  health 
insurance  coverage  for  low-income  persons  with  HIV  disease,  and  treatments 
that  have  been  determined  to  prolong  life  or  prevent  serious  deterioration  of 
health  for  low-income  individuals  with  HIV  disease.  A  State  must  use  at  least 
15  percent  of  its  grant  funds  to  provide  health  and  support  services  to 
infants,  children,  women  and  families  with  HIV  disease.  An  amount,  not  to 
exceed  10  percent  of  the  appropriation  for  Title  II,  is  authorized  to  be  used 
to  support  a  program  of  Special  Projects  of  National  Significance  (SPNS) .   The 
SPNS  program  provides  funds  to  projects  which  contribute  to  the  advancement  of 
knowledge  2md  skills  in  the  delivery  of  health  and  support  services  to  persons 
with  HIV  infection.   Project  selection  is  based  on  the  need  to  assess  the 
effectiveness  of  a  particular  model  of  care,  innovation,  and  the  potential  for 
replicability.  SPNS  projects  are  focused  on: 

Reduction  of  barriers  to  care  for  inmates  and  recently  released  inmates ; 

Integration  of  mental  health  into  primary  care- 
Child  and  adolescent  care; 

Models  of  case  management  for  Native  Americans; 

Model  dissemination  and  refinement; 

Managed  care  plans  or  coordinated  care  systems; 

Capitated  reimbursement  systems; 

Rural  continuum  of  care; 

Service  delivery  models  for  women 

Reductions  of  cultural,  linguistic,  and/or  organization  barriers  to 

care;  and 
•   Provider  training  and  education  models  in  rural,  correctional,  or  mental 

health  settings . 

Funding  levels  for  Title  II  during  the  last  five  years  has  been  as  follows: 


1991 

87 

831 

000 

1992 

107 

649 

000 

1993 

115 

288 

400 

1994 

183 

897 

000 

1995 

198 

147 

000 
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Rationale  for  the  Budget  Request 

The  FY  1996  Request  of  $221,897,000,  an  increase  of  $23,750,000  above  the  FY 
1995  Appropriation,  will  provide  for  fonoula  grants  to  States /Territories  emd 
support  for  Special  Projects  of  National  Significance  (SPNS) .  This  request 
would  provide  funds  to  improve  services  for  women,  infants,  children,  and 
families  of  people  with  HIV  disease,  and  isprove  the  capacity  of  outpatient 
care  facilities  to  meet  the  medical  needs  of  indigent,  underaerved 
populations.  Critical  gaps  in  services  in  rural  areas  and  the  increasingly 
critical  issues  of  tuberculosis  and  substance  abuse  can  be  nore  fully 
addressed.  Many  of  the  low  prevalence  cities,  suburban  and  zxiral  areas  are 
only  beginning  to  develop  the  continuum  of  h«altb  and  social  support  services 
required  to  care  for  those  with  AIDS/HIV  disease.  The  resources  will  also  be 
used  to  inclement  new  PHS  reconmendations  to  reduce  perinatal  HIV  transmission 
by  use  of  ZDV  during  pregnancy. 

There  have  been  significant  advances  in  the  development  of  pharmaceuticals 
which  prolong  and  enhance  the  quality  of  life  for  people  with  AIDS/HXV.  The 
increase  in  funding  contained  in  this  request,  will  provide  State's  with 
greater  flexibility  in  the  selection  of  pharmaceuticals  to  be  made  available 
through  their  individual  drug  reimbursement  program  based  on  local  needs  and 
demands.  Some  States  cover  only  a  few  pharmaceuticals.   Some  may  cover  only  a 
fraction  of  their  uninsured  clients  and  may  not  even  cover  critical  drugs  to 
prevent  common  opportunistic  infection  such  as  PCP  or  TB.   Others  cover  50  or 
more  AIDS-related  pharmaceuticals. 

The  request  also  will  provide  additional  funding  to  expand  the  Special 
Projects  of  National  Significance  (SPNS)  program.  The  SPNS  program  has 
supported  the  development  of  model  care  programs  for  Native-Americans,  people 
in  prison,  adolescents,  youth,  and  women.  The  program  has  also  developed 
successful  ways  of  integrating  mental  health  and  primary  care  services,  and 
models  for  legal  protection  and  advocacy  for  people  with  HIV. 


Title  II  Output  Data: 

1994                 1995  FY  1996 

Actual  Appropriation  RgrimMfp 

State  Grants 54                  54  54 

SPNS  Grants 45-50               48-53  54-60 
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1996 

or 

Decrease 

fi& 

a& 

$62,568,000 

'•'$10,250,000 

AIDS  -  Early  Intervention  Services 

Authorizing  Legislation  -  Title  Illb  of  the  Public  Health  Service  Act, 
Title  XXVI,  Part  C,  Sections  2651-55 


1994  1995 

Actual Appropriation 

$47,966,000  $52,318,000 


FY  1996  Authorization Such  sums  as  necessary 

Purpose  and  Method  of  Operation 

This  program  is  authorized  under  Title  Illb  of  the  Ryan  Mhite  CARE  Act  of 
1990.   Grants  are  made  to  migrant  and  connmnity  health  centers  including 
grants  specifically  for  homeless  populations,  gay  and  lesbiem  community 
service  organizations,  family  planning  agencies,  comprehensive  hemophilia 
diagnostic  and  treatment  centers,  federally  qualified  health  centers  under 
section  1905 (1) (2) (B)  of  the  Social  Security  Act,  «md  other  nonprofit 
community-based  programs  that  provide  conprehensive  primary  health  care 
services  to  populations  with  or  at  risk  for  HIV  disease.   Currently,  131 
primary  care  grantees  are  funded  in  30  States,  plus  Puerto  Rico,  and  the 
District  of  Columbia. 

Early  intervention  services  aimed  at  preventing  and/or  reducing  HIV-related 
morbidity  are  enphasized  by  these  programs  as  part  of  the  program  of 
comprehensive  care.   Early  intervention  consists  of  the  medical,  educational, 
and  psychosocial  services  designed  to  prevent  the  further  spread  of  HIV, 
forestall  the  onset  of  illness,  facilitate  access  to  services,  and  provide 
psychosocial  support  to  HIV-infected  individuals  and  their  families. 

Title  Illb  prograuns  increase  access  to  health  care  for  individuals  who  are 
infected  with  HIV  or  who  are  at  risk  for  HIV  infection.   The  grantees  provide 
comprehensive  services  including  HIV  testing,  risk  reduction  counseling, 
partner  involvement  in  risk  reduction,  transmission  prevention,  appropriate 
medical  evaluation,  and  clinical  care  (such  as  T4  cell  monitoring,  antiviral 
therapy,  prophylaxis,  and  treatment  of  opportunistic  infections  and  other 
related  conditions) .  Case  management,  outreach,  and  eligibility  assistance 
are  optional  services  under  this  program.  Grantees  are  required  to 
demonstrate  that  health  care  delivery  methods  are  reaching  those  with  HIV 
disease,  with  the  changing  demographics  of  HIV-infected  populations.  Grantees 
are  also  required  to  demonstrate  that  provision  of  care  follows  ciirrently 
accepted  treatment  protocols  and  evolving  medical  interventions  resulting  from 
scientific  and  technical  advances.   The  program  has  been  successful  in 
reaching  women,  minorities,  adolescents,  and  substance  users  in  addition  to 
gay  euid  bisexual  populations. 
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Preliminary  data  collected  from  the  last  6  months  of  calendar  year  1993  from 
over  95  percent  of  134  Title  Illb  grantees  indicated  that  for  individuals  who 
were  tested  at  grantees'  sites  for  HIV  infection: 

-  50  percent  were  female 

-  about  one- third  had  severe  immine  inqpairment  and  advanced  disease  at  entry 
into  the  early  intervention  program 

-  58  percent  were  from  racial  or  ethnic  minority  groups 

-  one  in  eight  clients  was  bet%«een  the  ages  of  13  and  19 


Funding  for  the  HIV  Early  Intervention  Services  program  during  the  last  five 
years  has  been  as  follows: 


1991  44,891,000 

1992  48,683,000 

1993  47,968,000 

1994  47,968,000 

1995  52,318,000 


Rationale  for  the  Budget  Rgouest: 


The  FY  1996  request  of  $62,568,000  is  an  increase  of  $10,250,000  over  the 
FY  1995  appropriation.   The  request  will  enable  the  program  to  deliver  primary 
health  care  services  to  an   additional  20,500  individuals  who  are  infected  with 
HIV  or  are  at-risk  for  HIV  infection  through  an  additional  10  primary  care 
grantees . 


Output  Data: 


Budget  Authority 

Grantees 

Clients  with  HIV 
Clients  at  risk. 
Total  Clients. . . 


FY  1994  FY  1995  FY  1996 

Actual        Appropriation  Estimate 


$47,968,000  $52,318,000  $62,568,000 

134  140  150 

47,000  51,300  61,300 

49,000  53,400  63,900 

96,000  104,700  125,200 
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Ppmonstration  Grants  for  Rpsparch  and  Services  for  Pediatric  Patients: 
(Rvan  White  C.A.R.E.  Act.  Title  IV) 

Authorizing  Legislation  -  Section  2671  of  the  PHS  Act. 

Increase 
1994               1995              1996                 or 
Actual  Anoropriation         Rnt-imm-g Decrease 

fi&  a&  a&  a& 

$22,000,000         $26,000,000         $32,000,000         +$6,000,000 

1996  Authorization Expired 

Purpose  and  Method  of  Operation 

Women,  adolescents  cind  children  -  the  population  served  by  Title  rv  programs  - 
are  the  fastest  growing  segment  of  the  HIV  population  in  the  U.S.  and 
constitute  nearly  14%  of  all  AIDS  cases.  As  of  December,  1993,  44,357  AIDS 
cases  among  adolescent  and  adult  females  were  reported  to  CDC.  Because  a 
majority  of  these  females  are  in  their  reproductive  years  and  perinatal 
exposure  is  the  primary  route  of  transmission  for  children,  the  AIDS  epidemic 
among  women  and  female  adolescents  spurs  the  concurrent  epidemic  among 
children.  Among  children  less  than  thirteen  years  of  age,  5,228  cumulative 
cases  had  been  reported  through  December  1993 . 

Over  7,000  HIV  infected  women  give  birth  each  year  in  the  US.  It  is  estimated 
that  15  to  35  percent  of  these  infants  will  acquire  HIV  infection  through 
perinatal  transmission  either  in  utero,  during  labor  and  delivery,  or 
postpartum  via  breast-feeding.  Currently,  approximately  10,000  to  20,000 
children  in  the  U.S.  are  HIV  infected.  Without  improved  treatment  juid 
prevention  efforts,  it  is  estimated  that  by  the  year  2000,  10  million  children 
worldwide  will  have  become  infected. 

HIV-affected  children,  women  and  families  have  multiple,  multigenerational  and 
complex  service  needs  which  require  more  intensive  care  coordination,  case 
management,  child  and  respite  care,  and  direct  service  delivery.  Assessment 
and  provision  of  services  must  be  delivered  at  the  family  level,  and  usually 
involves  services  not  only  for  the  infected  child(ren)  and  parent(s),  but  also 
for  uninfected  siblings  and  care  givers.  Services  to  families  involve 
coordination  of  multiple  agencies  and  systems,  including  social  service  and 
foster  care  agencies,  and  Title  IV  projects  eiqperiences  indicate  that  case 
mimagement  for  families  is  more  resource  intensive. 

In  February,  1994,  NIH  reported  from  the  AIDS  Clinical  Trial  Group  (ACTG)  076 
study  a  two  thirds  reduction  in  HIV  transmission  in  infants  bom  to  HIV 
infected  mothers  receiving  AZT.  On  August  5,  PHS  relsased  reconmendations  on 
the  use  of  AZT  to  reduce  perinatal  transmission  of  HIV.  In  FY  1995  Title  IV 
funds  are  planned  to  support  an  intensive  women's  initiative  to  reduce 
perinatal  HIV  transmission:  1)  to  expand  and  enhance  outreach,  delivery  of 
high  quality  HIV  education,  and  routinely  offered  counseling  and  testing  for 
women  and  female  adolescents,  especially  during  the  perinatal  period;  2)  to 
reduce  the  barriers  HIV  positive  women  and  female  adolescents  face  in 
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accessing  and  remaining  in  care;  3)  to  improve  the  voluntary  testing  and 
subsequent  identification  of  HIV  status  in  women  as  early  in  their  pregnancy 
as  possible;  4)  to  ensure  that  HIV  infected  mothers  and  their  children  have 
access  to  and  to  particic>ate  in  a  continuum  of  comprehensive  care  that  is 
sensitive  to  their  unique  needs. 

Many  barriers  exist  that  limit  the  ability  of  this  population  to  access 
clinical  trials.  These  barriers  include:  lack  of  access  to  care,  lack  of 
trcmsportation,  child  care  or  other  support;  and  protocols  are  not  designed  to 
accommodate  the  special  needs  of  children,  youth,  women  and  families.  Efforts 
to  date  to  enroll  cuid  retain  poor,  medically  underserved  families  in  trials 
are  successful  only  when  the  research  is  conducted  within  an  established 
comprehensive  system  of  outpatient  and  family  support  services  such  as  those 
developed  through  the  Pediatric/Family  HIV  program. 

Title  TV  of  Ryan  White  represents  the  Department's  principle  program  to 
develop  models  of  comprehensive  care  systems,  linked  to  research,  for 
children,  adolescents  women  and  families.  Title  IV  is  the  only  Ryan  White 
progreun  that  specifically  supports  projects  to  organize  the  system  of 
comprehensive,  community-based,  culturally  coiq>etent,  family  centered  care  for 
these  populations.  Title  IV  demonstration  projects  increase  access  to 
comprehensive  care  as  well  as  to  voluntary  participation  in  NIH  emd  other 
clinical  trials  for  children,  youth  and  women,  especially  of  minority 
populations,  through  innovative  collaboration  and  support  services. 

Funding  for  the  Demonstration  Grants  for  Research  and  Services  for  Pediatric 
Patients  program  during  the  last  five  years  has  been  as  follows: 


1991 

19, 

,518, 

,000 

1/ 

1992 

19, 

,340, 

,000 

1/ 

1993 

20, 

,897, 

,000 

1/ 

1994 

22, 

,000, 

,000 

1995 

26, 

,000, 

,000 

1/  Appropriated  under  Section  301  of  the  PHS  Act  for  the  Pediatric  AIDS 
Demonstration  Program. 

Rationale  for  the  Budget  Request 

The  FY  1996  request  of  $32,000,000  is  an  increase  of  $6,000,000  over  the  FY 
1995  Appropriation.  This  increase  will:   fund  eight  additional  sites  to  expand 
implementation  of  AZT  therapy  to  reduce  perinatal  transmission;  develop, 
publish  and  disseminate  educational  materials  and  guidelines  for  use  in  a 
broad  range  of  practice  settings  such  as  Maternal  and  Child  Health,  primary 
care,  and  OB/GYN  care;  provide  technical  assistance  and  training  for 
practitioners  to  develop  systems  and  programs  for  the  implementation  of  AZT 
therapy;  develop  four  conprehensive  HIV  care  programs  for  youth  that  are  at 
risk  for  and  with  the  HIV  infection;  support  the  planning  and  initial 
development  of  six  grantees  that  have  successfully  organized  a  comprehensive 
care  system  and  are  ready  to  operationalize  their  program;  and  fund  one  new 
project  and  to  provide  increases  to  selected  Title  IV  programs  that 
demonstrate  urgent  needs  due  to  rising  caseloads  and  demands  for  services  to 
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new  geographic  areas. 


Program  Output  Data 

FY  1994 

FY  1995 

FY  1996 

Actual 

Approp. 

BBtJBiatfi 

«  of  Projects. . .      48 

56 

69 
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AIDS  Eduration  and  Training  Centers  (AETCsl 

Authorizing  Legislation  -  Section  776(a)  of  the  Public  Health  Service  Act. 

Increase 
1994              1995             1996                or 
Actual  Anpropriation       RHt.ilMr.ft DecreftSe 

a&  a&  B&  a& 

$16,435,000         $16,287,000        $16,287,000  $— 

1996  Authorization Legislative  authority  is  being  proposed. 


Purpose  and  Method  of  Operation 

The  HRSA/BHPr  network  of  AIDS  Education  and  Training  Centers  (AETCs)  provides: 
the  specialized  training  needed  by  existing  health  care  personnel  who  must 
care  for  AIDS  patients;  and  the  development  of  model  educational  programs 
across  the  continuum  of  the  health  professions  training  staff  in  federally 
supported  entities  in  cross  cultural  patient  care  and  counseling,  and  the 
specific  aspects  of  the  delivery  of  health  care  to  HIV-infected  individuals 
and  AIDS  patients.  The  concept  of  such  a  program  for  health  professions 
education  emd  curricula  development  is  consistent  with  the  recommendations 
highlighted  by  both  the  Presidential  Commission  report  and  the  Institute  of 
Medicine  report . 

The  care  and  treatment  of  individuals  with  HIV  disease  would  be  enhanced 
through  the  alignment  of  the  AETC  program  with  the  service  delivery  programs 
under  Title  XXVI.   In  addition,  health  personnel  would  be  better  trained  in 
measures  to  prevent  HIV  disease.  The  linkage  of  these  programs  under  one 
Title  would  foster  the  coordination  and  collaboration  needed  to  ensure  that 
people  responsible  for  providing  HIV  services  are  trained  to  do  so 
appropriately.   Increased  emphasis  on  training  for  community  providers,  allied 
health  workers,  and  mental  health  workers,  would  increase  their  ability  to 
render  care  to  individuals  with  HIV  disease  more  effectively  and  efficiently. 

The  national  network  of  AETCs  for  health  care  providers  focuses  on  a  principal 
goal  of  improving  the  capacity  and  capability  of  the  provider  community  to 
deliver  care  to  HIV-infected  individuals.  This  activity  includes  specialized 
training  required  by  primary  health  care  providers  who  treat  AIDS  patients 
whose  conditions  vary  from  czmcers,  pneumonia,  and  tuberculosis  to 
psychosocial  problems. 

The  AETCs  are  e]q>ected  to  become  support  systems  for  health  professions 
through  hot  lines,  clearinghouses,  and  referral  capabilities. 
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A  national  "wantiline'  (hot  line  for  providers)  is  supported  at  the  University 
of  Texas  Health  Sciences  Center.   This  'warmline'  uses  a  call-back  procedure 
to  link  providers  with  HIV/AIDS  experts.   This  service  also  distributes 
in-depth  literature  packages  on  HIV/ AIDS  issues  as  well  as  'starter  kits*  for 
providers  seeing  their  first  HIV  positive  patient. 

The  AETC  program  provides  major  support  for  the  San  Francisco  General  Hospital 
telephone  consultation  service  (TCS) .  The  TCS  is  a  national  provider  clinical 
hot  line  that  links  providers  with  peer  HIV/ AIDS  experte. 

There  is  a  fully  operational  data  system  which  contains  data  collacted  from 
all  AETCs  so  that  evaluation  of  program  outcones  can  be  measured.  Data  on 
programs,  specific  subjects,  and  participants  is  included.   By  1996  it  is 
expected  that  an  automated  system  using  optical  scanners  and  electronic  data 
transfer  will  be  operational. 

A  contract  has  been  awarded  to  develop  a  conputerized  learning  needs 
assessment  protocol  for  the  AETCs.   Pilot  testing  of  the  instrument  and 
protocol  begain  in  the  first  quarter  of  FY  1995.   A  final  product  will  be 
available  in  the  third  quarter  of  FY  1995. 

Funding  for  the  AIDS  Education  and  Training  Centers  program  during  the  last 
five  years  has  been  as  follows: 


1991 

17, 

.029, 

,000 

1992 

16, 

,877, 

,000 

1993 

16, 

,435, 

,000 

1994 

16, 

,435, 

,000 

1995 

16, 

,287, 

,000 

Rationale 

£or 

the  Budqet  AeguesC 

The  FY  1996  request  of  $16,287,000  is  the  same  as  the  FY  1995  appropriation. 
This  level  of  funding  will  maintain  the  capacity  to  train  health  professionals 
serving  high  risk  populations  particularly  in  minority  communities.   The 
request  continues  support  for  17  projects  training  approximately  102,000 
primary  care  health  practitioners,  including  12,000  staff  members  of 
federally- funded  health  facilities  such  as  cc»amunity /migrant  health  centers. 
These  projects  will  target  their  effcris  on  training  within  the  major  HXV/AIDS 
epicenters  in  consonance  with  the  service  delivery  projects  mobilized  by  the 
Ryan  White  Act.   Resources  will  be  used  to  harness  the  capabilities  of  the 
health  science  centers  to  enhance  and  multiply  the  most  recent  state  of  the 
art  clinical  training  for  hands  on  practitioners  most  heavily  iiq>acted  by  the 
HIV/AIDS  epidemic.  One  hundred  percent  of  the  17  ETCs  have  at  least  2 
affiliations  with  community /mi grant  health  centers  to  provide  clinical 
training  to  their  primary  care  staff.  The  request  will  also  train  selected 
providers  to  participate  in  NIH  related  clinical  trials. 

The  request  partially  addresses  recomnendations  by  the  National  Comnission  on 
AIDS  in  their  1991  Report,  'America  Living  with  AIDS."   The  Commission 
recommended  that  HIV  education  and  training  programs  for  health  care  providers 
be  improved  and  expanded.   The  Commission  also  recomnended  that  better  methods 
be  developed  to  disseminate  state-of-the-art  clinical  information  about  HIV 
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disease,  and  drug  and  alcohol  use.   The  request  also  addresses  concerns  in  a 
recent  report  from  CDC  indicating  that  the  rate  of  HIV/AIDS  in  rural  areas  is 
growing  more  rapidly  than  in  metropolitan  areas. 

Resources  have  been  redirected  to  implement  five  new  initiatives  that  will 
ioprove  the  'state  of  the  art*  of  HIV  care  by  providing  real  time  information 
to  health  care  providers.   In  addition,  the  training  activities  will  improve 
the  providers  understanding  of  ACTG076  (clinical  trial),  of  HIV  infection  in 
women,  children  and  adolescents.   These  initiatives  are: 

(1)  Develop  and  inplooent  an  information  dissemination  and  training  plan 
«^ich  will  rapidly  infuse  the  findings  frcm  ACTG07e  (clinical  trial) 
into  the  clinical  practices  of  primary  care  physicians  irtio  treat 
women. 

(2)  Development  of  a  mechanism  for  translating  state-of-art  developments 
in  HIV  care  into  practical  patient  care  management  information,  and 
for  rapid  dissemination  of  this  information  for  use  by  the  front-line 
provider . 

(3)  Support  of  education  and  training  activities  which  address  the  growing 
problem  of  HIV  infection  in  women,  children  and  adolescents,  a  high 
percentage  of  whom  are  from  disadvantaged  and  medically  underserved 
bac)cgrounds . 

(4)  Support  for  a  national  HIV  clinical  conference  call  series.   The 
clinical  conference  calls  now  support  more  than  2,000  practitioners 
per  call  and   include  international  sites. 

(5)  Support  for  a  national  HIV  clinical  warmline  (hot  line  for  providers) . 
Additional  support  for  this  activity  has  been  provided  by  NIH  and  the 
HRSA  Office  of  AIDS. 

The  request  provides  projects  the  opportunity  to  continue  their  clinical 
training  with  community/migrant  health  centers  so  that  most  of  the  health 
centers  in  their  epicenters  ciui  have  greater  access  to  clinical  training  and 
educational  resources.   The  primary  care  providers  that  will  be  trained  will 
have  enhanced  sJcills  to  deliver  appropriate  care  to  HIV/AIDS  clients  and  their 
families  within  the  health  center  setting  which  is  their  usual  primary  care 
deliverer. 

The  proposed  change  in  the  language  would  reflect  appropriately  the  importance 
of  the  role  of  the  AETC  program  in  training  providers  in:   (1)  Title  XXVI 
programs  and  other  coniminity  settings  (e.g.,  comminity  health  centers,  migrant 
health  centers,  homeless  centers,  and  private  offices) ;  and  (2)  the  areas  of 
allied  health  (e.g.,  case  managers)  and  mental  health. 
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Output  Pata; 

1994 
Actual 

1995 

1996 

a& 

a& 

Number  of  Projects 

17 

17 

17 

Number  of  Individuals 
Trained 

158.853 

102,000 

102,000 
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HIV/AIDS  -  Dental  Reimbursement  Program 

Authorizing  Legislation  -  Section  776(b)  of  the  Public  Health  Service  Act. 

Increase 
1994               1995              1996                or 
Actual  ■         Appropriation       Rntimiire Pggreaae 

fi&  fi&  fi&  a& 

$7,000,000           $6,937,000  $6,937,000  $— 

1996  Authorization Legislative  authority  has  expired. 

Purpose  and  Method  of  Operations 

Grants  are  awarded  to  schools  of  dentistsry,  hospitals  and  other  public  or 
non-profit  private  institution  that  offer  post-doctoral  training  in  the 
specialties  of  dentistry,  advanced  education  in  general  dentistry,  or  a  dental 
general  practice  residency;  and  has  been  accredited  by  the  Commission  on 
Dental  Accreditation.   Grants  are  provided  to  assist  dental  schools  and  other 
eligible  institutions  with  respect  to  oral  health  care  to  patients  with  HIV 
disease. 

Each  dental  school  and  other  eligible  institution  must  submit  applications 
annually.   Funds  are  awarded  to  eligible  applicants  taking  into  account  the 
number  of  HIV  infected  patients  served  and  the  unreimbursed  oral  health  costs 
incurred  for  each  institution  as  compared  to  the  total  number  of  HIV  infected 
patients  and  total  costs  incurred  for  all  eligible  applicants. 

Funding  for  the  HIV/AIDS  Dental  Reimbursement  program  for  the  last  five  years 
has  been  as  follows : 


1991 

(3,000,000) 

1992 

(4,836,241) 

1993 

(5,103,800) 

1994 

7,000,000 

1995 

6,937,000 

Prior  to  the  FY  1994  appropriation,  this  program  was  funded  under 
Title  II  of  the  Ryan  White  C.A.R.E.  Act. 


Rationale  for  the  Budget  Request 

The  FY  1996  request  of  $6,937,000  is  the  same  as  the  FY  1995  appropriation. 
This  level  of  funding  will  be  used  to  train  dental  practitioners  to  provide 
health  care  to  HIV  infected  patients. 
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Prior  to  FY  1996  this  program  only  provided  reiiobursement  to  accredited  dental 
schools  and  postdoctoral  dental  programs.  Response  to  the  dental  HIV/AIDS 
reimbursement  program  indicates  that  many  dental  schools  and  postdoctoral 
progreuns  are  major  care  sites  for  HIV  infected  patients. 

The  care  and  treatment  of  individuals  with  HIV  disease  would  potentially  be 
enhanced  through  the  alignment  of  the  HIV/XIDS  Dental  Reimbursement  program 
with  other  service  delivery  programs  under  Title  XXVI.   This  linkage  is 
iiiport2mt  to  effective  coordination  and  collaboration  among  the  programs 
serving  individuals  with  HIV  disease. 


Outputs 


1994 

1995 

1996 

Actual 

Appropriation 

fi& 

fi& 

a& 

Number  of  Schools 

101 

115 

120* 

No.  of  HIV  Patients 

Served 

60,199 

67,000 

72,000* 

Reflects  an  increase  in  outputs  over  the  FY  1995  appropriation  with  less 
funds  being  awarded  to  each  school . 
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Family  Planning  Program 

Authorizing  Legislation — Title  X,  Section  1001  of  the  Public  Health  Service 
Act. 


1994  1995             1996  or 

Actual         Anoronriation KtiHimt-^ Pecreflfifi 

FTE            £&  FTE            a&   ^TE             £&  £2E           fi& 

50  $180,918,000  49  $193,349,000   49  $198,982,000  ~  $5,633,000 

FY  1996  Authorization.  .  .  .  Legislative  authority  is  being  proposed. 

Purpose  and  Method  of  Operation 

The  Family  Planning  Program,  Title  X  of  the  PHS  Act,  is  administered  and 
directed  through  the  Office  of  Population  Affairs/Office  of  the  Assistimt 
Secretary  for  Health.   The  program  provides  grants  to  public  and  private  non- 
profit agencies  to  provide  voluntary  family  planning  services.   In  FY  1995 
more  than  4  million  clients,  primarily  women,  will  receive  family  planning 
services  at  over  4,000  clinics  funded  in  part  by  Title  X.  Title  X  is  the  only 
Federal  program  focused  only  on  family  planning,  decreasing  unintended 
pregnancy  and  decreasing  adolescent  pregnancy.  Vfhile  other  Federal  programs 
such  as  Medicaid  provide  funding  for  family  pleuining.  Title  X  serves  a 
population  largely  unserved  by  Medicaid  which  includes  teens,  nulliparous 
women,  and  the  working  poor.   Programs  are  required  to  give  priority  to 
clients  who  are  members  of  low-income  families.   Title  X  clinics  provide  free 
care  to  members  of  low-income  families  and  charge  fees  according  to  a  sliding 
scale  for  those  with  higher  incomes. 

For  many  clients  the  f2unily  planning  clinic  has  been  the  primary,  or  sole, 
point  of  contact  with  the  health  care  system.   Rising  sexual  activity  rates 
among  young  people,  recent  increases  in  the  number  of  women  with  low  income 
who  need  subsidized  services  emd  concerns  about  prevention  of  sexually 
transmitted  diseases  (including  HIV)  have  increased  the  need  to  expand  the 
scope  of  family  plemning  services. 

Family  planning  clinics  provide  contraception,  infertility  services,  basic 
gynecologic  care,  and  education  and  referral  information  on  a  broad  range  of 
reproductive  health  matters  as  well  as  screening  for  ancillary  health  problems 
such  as  hypertension  and  diabetes.   In  addition  to  the  services  program.  Title 
X  also  supports  training  for  nurse  practitioners  to  provide  services  in 
clinics,  training  programs  for  other  medical,  professional,  administrative  and 
clerical  clinic  personnel,  an  information  and  education  program  and  a  research 
program  which  focuses  on  family  planning  service  delivery  inprovements . 

In  FY  1995  there  were  84  grantees,  of  irtiich  33  «rere  State  or  territorial 
health  departments.  In  an  additional  11  States,  the  State  health  department 
was  one  of  two  or  more  grantees  receiving  funds . 
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Funding  for  the  Family  Planning  program  during  the  last  five  years  has  been  as 
follows : 


S 

EIE 

1991 

144,311,000 

46 

1992 

149,466,000 

47 

1993 

173,418,000 

48 

1994 

180,918,000 

50 

1995 

193,349,000 

49 

The  FY  1996  estimate  of  $198,982,000  includes  a  program  increase  of  $5,633,000 
over  the  FY  1995  appropriation.  This  request  will  enable  the  program  to 
better  serve  clients  most  in  need  of  high-quality,  coac>rehensive  reproductive 
health  care  services.   The  Title  X  Family  Planning  program  priorities 
enqphasize  the  enhemcement  of  program  efforts  in  five  specific  areas: 

•  increasing  outreach  to  women  not  likely  to  seek  services, 
including  homeless  persons,  disabled  persons,  substance  abusers 
and  adolescents ; 

•  en5>hasis  on  comprehensiveness  of  reproductive  health  services, 
including  STD  and  cancer  screening  and  prevention,  increased 
involvement  of  male  partners,  HIV  prevention  education  and 
counseling,  substemce  abuse  screening  and  referral; 

•  enqphasis  on  services  to  adolescents,  includi.ng  more  community 
education,  en^hasis  on  postponement  of  sexual  activity,  and  more 
accessible  provision  of  contraceptive  counseling  and 
contraception; 

•  elimination  of  disincentive  to  provide  high  cost  but  highly 
effective  contraceptives  such  as  Norplant  and  Depo-Provera,  serve 
high  risk  (and  high  unit  cost)  clients,  and  provide  non-revenue- 
generating  services  such  as  community  education  emd  prevention 
services;  and 

•  emphasis  on  training  auid  fttention  of  family  plsmning  nurse 
practitioners,  particular. j  minority  nurse  practitioners  and  nurse 
practitioners  servicing  disadvantaged  and  medically  underserved 
communities. 

These  priorities  reflect  the  Family  Planning  Program's  strategy  for  the  most 
efficient  and  effective  utilization  of  Title  X  funds. 
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Proaram  Data 

Services 
Training 
Service  Delivery 

Improvement 
I&E/Evaluation 

FY  1994 
Actual 
168,722,000 
4,786,000 

2,225,000 

1,000,000 

176.733.00n 

FY  1995 

Areroprifltinn 

179,561,000 
5,131,000 

3,095,000 

1,340,000 

Ifl9.i27.nnn 

FY  1996 

— EBr.imnrp 

184,864,000 
5,233,000 

3,156,000 
1,380,000 

13^633.000 

Program  Support 

4,185,000 

4,222,000 

4,349,000 

Total 
FTEs 

180,916,000 
SO 

193,349,000 
49 

198,982,000 
49 

OutDut  Data 

FY  1994 
Actual 

FY  1995 
ADOronriatinyt 

FY  1996 

Estimate 

Number  of  Grantees 

84 

84 

84 

Number  of  Clinics 

4,000 

4,230 

4  ,230 

Clients  Served 

4,200,000 

4,300,000 

4,320,000 

General  Training  Program 

Number  of  Awards          15 
Number  of  Trainees     21,622 

15 
22,353 

15 

22,400 

Nurse  Practitioner 
Number  of  Awards 

Program 

5 

5 

5 
222 

Number  of  Graduates       182 

214 
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MATERNAL  AND  CHILD  HEALTH  BLOCK  GRANT 
Fiscal  Years  1994,  1995  and  1996 


FY  1994 


FY  1995 


ALABAMA $12,447,374  $12,397,920  $12,316,395 

ALASKA 1,117,695  1,114,098  1,108,168 

ARIZONA 7,032,288  6,991,382  6,923,949 

ARKANSAS 7,528,818  7,498,632  7,448,871 

CALIFORNIA 41,903,121  41,639,448  41,204,779 

COLORADO 7,595,042  7,570,130  7,529,062 

CONNECTICUT 4,827,530  4,812,412  4,787,491 

DELAWARE 1,959,646  1,955,955  1,949,870 

DISTRICT  OF  COLUMBIA 7,051,870  7,046,372  7,037,308 

FLORIDA 19,109,032  19,008,026  18,841,517 

GEORGIA.. 16,755,595  16,689,254  16,579,890 

HAWAII 2,236,624  2,230,614  2,220,706 

IDAHO 3,302,196  3,292,801  3,277,313 

ILLINOIS 23,149,113  23,053,219  22,695,137 

INDIANA 12,354,517  12,315,318  12,250,698 

IOWA 6,968,498  6,949,058  6,917,011 

KANSAS 5,004,067  4,986,175  4,956,679 

KENTUCKY 12,175,748  12,130,431  12,055,726 

LOUISIANA 14,870,143  14,795,682  14,672,934 

MAINE 3,492,695  3,484,810  3,471,813 

MARYLAND 12,054,686  12,030,175  11,989,768 

MASSACHUSETTS 11,787,473  11,753,677  11,697,963 

MICHIGAN 20,851,888  20,765,001  20,621,768 

MINNESOTA 9,629,195  9,601,120  9,554,838 

MISSISSIPPI 10,745,288  10,696,676  10,616,537 

MISSOURI 12,958,276  12,913,946  12,840,867 

MONTANA 2,540,136  2,531,600  2,517,528 

NEBRASKA 4,186,165  4,174,906  4,156,346 

NEVADA 1,518,129  1,510,931  1,499,066 

NEW  HAMPSHIRE 2,000,032  1,996,241  1,989,992 

NEW  JERSEY 11,793,009  11,754,445  11,690,873 

NEW  MEXICO 4,586,480  4,562,760  4,523,659 

NEW  YORK 41,439,904  41,285,407  41,030,717 

NORTH  CAROLINA 16,766,218  16,713,517  16,626,638 

NORTH  DAKOTA 1,963,034  1,957,266  1,947,758 
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MATERNAL  AND  CHILD  HEALTH  BLOCK  GRANT 
Fiscal  Years  1994,  1995  and  1996 


137 


FY  1994 


FY  1995 


FY  1996 


OHIO 

OKLAHOMA 

OREGON 

PENNSYLVANIA 

RHODE  ISLAND 

SOUTH  CAROLINA 

SOUTH  DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIRGINIA 

WASHINGTON 

WEST  VIRGINIA 

WISCONSIN 

WYOMING 

AMERICAN  SAMOA 

GUAM 

NORTHERN  MARIANAS .  .  . 
PUERTO  RICO 

TRUST  TERRITORY: 

PALAU 

MICRONESIA 

MARSHALL  ISLANDS. 

VIRGIN  ISLANDS 

Grants  to  States*... 

Setasides 

TOTAL 


24,078,972 
7,739,922 
6,315,250 

25,383,956 
1,720,440 

11,858,411 

2,407,331 

12,279,701 

36,586,740 

6,231,559 

1,727,689 

12,652,203 

9,083,159 

6,880,543 

11,628,447 

1,305,535 

517,092 

798,621 

488,365 

16,650,360 


155,128 

545,820 

241,308 

1,568,513 

574,546,590 

112,487,410 

$667,034,000 


23,983,311 
7,705,304 
6,294,214 

25,300,688 
1,714,513 

11,821,272 

2,399,584 

12,230,863 

36,361,594 

6,216,652 

1,724,502 

12,614,299 

9,049,347 

6,858,245 

11,592,035 

1,301,843 

515,033 

795,441 

486,421 

16,584,078 


154,511 

543,647 

240,348 

1,562,269 

572,259,419 

111,690,581 

$683,950,000 


23,825,612 
7,648,236 
6,259,535 

25,163,422 
1,704,742 

11,760,048 

2,386,812 

12,150,353 

35,990,439 

6,192,078 

1,719,247 

12,551,814 

8,993,608 

6,821,485 

11,532,010 

1,295,756 

511,640 

790,200 

483,216 

16,474,811 


153,493 

540,065 

238,764 

1,551,976 

568,488,997 

110,377,003 

$678,866,000 


The  State  allocation  is  determined  fay:   (1)  the  amount  alloted  to  each 
State  in  1983  totalling  $422,050,000,  and  (2)  the  remaining  amount  is 
distributed  based  on  the  number  of  low  income  children  in  each  State 
in  relation  to  the  total  number  of  such  children  nationally.   The 
Census  data  is  used  to  determine  each  states  proprotion  of  low  income 
children. 
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RYAN  WHITE  C.A.R.B. 

Title  XXVI,  Part  B, 


Act:   TZTLB  ZZ,  HZV  CAKE  ORARTS  to  STATES 
USPHS  Act  -  Placal  y«ara  1994,  and  1995 


STATE 

ALABAMA 

ALASKA 

ARIZONA 

ARKANSAS 

CALIFORNIA 

COLORADO 

CONNECTICUT 

DELAWARE 

DISTRICT  OF  COLUMBIA. 
FLORIDA 

GEORGIA 

HAWAII 

IDAHO 

ILLINOIS 

INDIANA 

IOWA 

KANSAS 

KENTUCKY 

LOUISIANA 

MAINE 

MARYLAND 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA.  , 

MISSISSIPPI 

MISSOURI 

MONTANA 

NEBRASKA 

NEVADA 

NEW  HAMPSHIRE 

NEW  JERSEY 

NEW  MEXICO , 

NEW  YORK 

NORTH  CAROLINA 

NORTH  DAKOTA , 


FY  1994 

Actual 


FY  1995 
EstiiMte  1/ 


FY  1996 
Estimate  2/ 


$1,421,553 

100,000 

1,855,383 

821,978 

28,172,762 

1,794.570 

2,246,095 

515,066 

2,155,767 

16,361,686 

4,527,285 

545,494 

130,115 

5,363,921 

1,394,908 

333,799 
605,134 
641,709 
2,494,411 
205,421 

3,625.966 

3,501,905 

2,874,019 

970,420 

900,115 

2,716,091 
100.000 
292,135 
924,894 
160,060 

6,650,657 

485,763 

26,126.095 

1.996,053 
100,000 


$1,349,194 

100,000 

1,758,338 

752,620 

27,851,737 

1,979,601 

2,403,524 

585,280 

2,531,119 

17,770,890 

4,729,072 

499,073 

138,790 

5,574,557 

1,535.918 

333,175 
567,948 
643,340 
2,783,499 
228,365 

4,681,414 

3.773,983 

2.674.459 

973.010 

953,662 

2.502,946 
100,000 
266,935 
963,639 
175,665 

8,953,862 

478,808 

29,076,908 

2,413,329 

100,000 
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RYAN  WHITE 
Title  XXVI, 


Act:   TITLE  II,  HIV  CARE  GRANTS  to  STATES 
DSPHS  Act  -  Fiscal  Yaars  1994,  and  199S 


STATE 

OHIO 

OKLAHOMA 

OREGON 

PENNSYLVANIA 

RHODE  ISLAND 

SOOTH  CAROLIKA.  .  . 

SOUTH  DAKOTA 

TENNESSEE 

TEXAS 

OTAH 

VERMONT 

VIRGINIA 

WASHINGTON 

WEST  VIRGINIA 

WISCONSIN 

WYOMING 

GUAM 

PUERTO  RICO 

VIRGIN  ISLANDS. . . 

Grants  to  States. 

Setasides  3/ 

TOTAL 


FY  1994 
Actual 

$2,519,172 

1,133,726 

1,170,946 

4,421,998 

452,600 

2,091,875 

100,000 

1,675,354 

11,813,825 

511,096 

100,000 
2,403,511 
2,262,586 

173,904 
1,069,752 

100,000 

3,379 

7,521,643 

68,703 

162.705,300 

21,191,700 

$183,897,000 


FY  1995 

Bstiaate  1/ 

$2,621,683 

1,050,203 

1,299,866 

5,174,639 

554,445 

3,678,285 

100,000 

1,845,853 

12,629,405 

428,028 

103,670 
2,641,143 
2,309,516 

184,666 
1,063,060 

100,000 

2,900 

7,677,826 

96,652 

174,766,500 

23.380,500 

$198,147,000 


FY  1996 
Estimate  2/ 


195,713,200 

26,183,800 

$221,897,000 


1/  Grants  to  be  awarded  in  March  1995. 


2/  Fiscal  Year  1996  grant  amounts  are  unavailable  because  the  formula 
used  to  determine  the  grant  amount  must  include  the  number  of  AIDS 
cases  in  the  States  for  the  two  year  period  ending  September  30,  1995. 

3/  Includes  amounts  setaside  for  Special  Projects  of  National  Significance, 
technical  assistance  to  grantees,  and  program  evaluation. 
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TRAUm  CAKE  SYSTBSS   AND  DEVELOPMENT  -  TITLE  XII,  Part  B,  nSPHS  Act 
STATE  <3MnS 


FY  1994 

STATE Actual 

ALASKA Sl»8,296 

ARKANSAS 41,890 

COLORADO 25,462 

CONNECTICOT 264,895 

DELAWARE 159,546 

DISTRICT  OF  COLOMBIA 174,822 

GEORGIA 125,000 

IDAHO 184,761 

IOWA 57,095 

KENTOCKY 118,797 

LOUISIANA 68,436 

MARYLAND 82,333 

MASSACHUSETTS 95,931 

MICHIGAN 128,620 

MINNESOTA 99,246 

MISSOURI 168,626 

MONTANA 218,111 

NEBRASKA 76,982 

NEW  HAMPSHIRE 188,754 

NEW  MEXICO 169,753 

NORTH  DAKOTA 66 ,  000 

OHIO 69,000 

OKLAHOMA 180,000 

SOUTH  CAROLINA 98,426 

SOUTH  DAKOTA 138,442 

TEXAS 83,878 

UTAH 14  0, 586 

VERMONT 128,881 

WASHINGTON 174.  «4 

WYOMING 96,  O:  D 

Grants  to  States 3,822,633 

OTHER  2/ 1,014,367 

APPROPRIATION $4,837,000 


EY   1995 
Estimate  1/ 


3,796,000 

997,000 

$4,793,000 


1/  Coapatitiv*  granti   for  rv  199S  ar*  to  b*  mardad  during  th*  third  quarcar  of  tba  fiscal  yaar. 
Saetion  1232  provldai  ttaat  if  tha  aaount*  appropriatad  ara  Inauffieiant  to  aaaura  ■tntim  (undlag 
to  all   the  stataa  and  tarritorias  than  grants  will  ba  awardad  to  thosa  applicants  «ftao   *  (A)   bava  tha 
tha  greatest  need  to  davalop,   iaplaaMnt,   and  aaintain  trauaa  care  syataaa;  and  (b>  daaonstrata  in 
their  application.  .  .the  greatest  coanitaent   to  establishing  and  aalntalning  such  systSBS.* 


Includes  aaounts   for  research  and  dsnonstration  grants  to  iflprove  trauma  and  energency  nodical  aarvlc 
rural  areas,   technical  assistance  and  prograa  evaluation. 
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Detail  of  Full-Time  Equivalent  Bqployment  (FTE) 


1995 

1994 

Current 

1996 

ctual 

ButiimitB 

National  Hansen's  Disease  Center...  289 

Health  Professions  Workforce 

Development  Initiative 59 

Family  Planning 46 

Bone  Marrow  Donor  Registry  Program.  2 

Program  Management  X/ 1, 441 

Working  Capital  Fund 

Total,  Direct  2/ 1,839 


292 


245 


45 

80 

49 

49 

5 

5 

1.391 

1,267 



20 

1,782 


1,666 


Average  GS/GM  Grade 

1991 10.9 

1992 10.9 

1993 10.9 

1994 10.9 

1995 10.9 

1996 10.4 


X/    Allocation  of  FTEs  to  Bureau  components  pending  analysis  of  iinpact  of 
streamlining  and  consolidation  proposals  and  buyouts. 

2/  Excludes  Reimbursements. 
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DEPARTMEMT  OF  HEALTH  AND  HUMAN  SERVICES 
HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 


MBPTr-AL  PACTLTTIRS  aOARAllTBE  AMD  LOAM  TOllD 

FY  1996  Budget 

£aBS 

Appropriation  language  144 

Amounts  available  for  obligation  145 

Summary  of  changes 146 

Budget  authority  by  activity   147 

Budget  authority  by  object  147 

Authorization  legislation  148 

Table  of  estimates  and  appropriations 149 

Justification: 

A.  General  statement  ISO 

B.  Activities  interest  subsidies   151 


144 
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MEDICAL  FACILITIIS  OaAXAMTtB  AMD  LOAM  FOU) 

PBISItAL  ZHTERZST  SOBSZOIIS  FOR  MEDICAL  FACILITIES 

For  carzying  out  •ub««etioaa  (d)  and  (•)  of  acetion  1602  of  th«  Public 
HMlth  S«rvie«  Act,  [$9,000,000,]  $$.000,000.   togathwr  with  any  ^eunts 
racaivad  by  tha  Sacrataxy  in  comaeticn  with  leana  and  loan  guarantaaa  undar 
titla  VI  of  tha  Public  Haalth  Sarvica  Act,  to  ba  availabla  without  fiscal  yaar 
linitation  for  tha  paynwnt  of  intarast  aubaidias.  During  tha  fiscal  yaar,  no 
commitinents  for  diract  loans  or  loan  guarantaas  shall  be  made. 
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DEPARTMENT  OP  HEALTH  AND  HUMAN  SERVICES 
HEALTH  RESOURCES  AMD  SERVICES  AIMINISTRATION 


MEDICAL  FACILITIES  ODARAMTgE  AMD  LOAM  FUND 


Amounts  Available  for  Obligation 


145 


1994 

1995 

1996 

Actual 

^>propriation 

$9,000,000 

$9,000,000 

$6,000,000 

Unobligated  balance. 

start  of  year 

37,816,000 

33,276,000 

29,276,000 

Unobligated  balance. 

end  of  year 

-33,276,000 

-29,276,000 

-25,276,000 

Redemption  of  Debt . . . 

1S.56C.000 

12.000.000 

12.000.000 

Total  Obligations.... 

$29,100,000 

$25,000,000 

$24,000,000 
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MgDICAL  FAglLITTKS  OUAKAWTM  AMD  t/lMI  »nip 


Summry  of  Changss 

1995  Budget  Authority $9,000,000 

1996  Budget  Authority a  .000 .000 

Met  change -$1,000,000 


1995        Change  froa 

»■*•<'"*•*  — *  Bus 

11TK>  B&         fFTEl  a& 

Built-in: 

Interest  payments ( )  M. 000 .000  (  — )  -Sl.OQQ.QQO 


Net  Change -$1,000,000 
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MEDICAL  FACILTTTEfi  miMtAMTBE  AKB  LOAM  PUMP 
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Budget  Authority  by  Activity 


Interest  Subsidy  Payments 
Total  Budget  Authority... 


1994 

S9 .000 .000 
$9,000,000 


1995 
ADProoriamon 

S9. OOP .000 

$9,000,000 


1996 

SB .000 .000 
$8,000,000 


Budget  Authority  by  Object 


Grants,  Subsidies 

&  Contributions... 

Total  Budget  Authority. 


1995 

Appropriation 

S9.000  OOP 
$9,000,000 


1996 

Egr,inwirf 


Increase  or 
Decrease 


Sa.000.000   -Sl.QOO.OQO 
$6,000,000  -$1,000,000 
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AUTHORIZING  LEGISLATION 


1995 
Amount 


1996 
1995        Amount       1996 


fnit-horized   Apnrnpriated   AUthOriZCd     BntilMtC 
1.  Interest  subsidies: 

'"  1602*cM3Miir  Indefinite    $9,000,000    Indefinite   $8,000,000 
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APPROPRIATIONS  HISTORY  TABLE 
Medical  Facilities  Guarantee  Fund 


149 


Budget 

Estimate 

to  Conor ess 

House 

Senate 
AllowanfA 

ADPronrinfinn 

1985 

$26,500,000 

$26,500,000 

$26,500,000 

$26,000,000 

1986 

25,000,000 

25,000,000 

25,000,000 

25,000,000 

1987 

20,000,000 

20,000,000 

20,000,000 

20,000,000 

1988 

22,000,000 

22,000,000 

22,000,000 

22,000,000 

1989 

21,600,000 

21,600,000 

21,600,000 

21,600,000 

1990 

21,000,000 

21,000,000 

21,000,000 

21,000,000 

1991 

20,000,000 

20,000,000 

20,000,000 

20,000,000 

1992 

19,000,000 

19,000,000 

19,000,000 

18,600,000 

1993 

16,000,000 

10,900,000 

10,900,000 

10,900,000 

1994 

9,000,000 

9,000,000 

9,000,000 

9,000,000 

1995 

9,000,000 

9,000,000 

9,000,000 

9,000,000 

1996 

8,000,000 
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General  Statenent 


The  Medical  Facilities  Guarantee  and  Loan  IMnd  was  established  in  1972  under 
the  Medical  Facilities  Construction  Prosrram  in  order  to  make  funds  available 
for  construction  of  medical  facilities.  This  was  accooplished  either  by 
waking   direct  loans  or  providing  guarantees  on  loans  by  third  parties  and 
paying  interest  subsidies  on  guaranteed  loans  or  direct  loans  sold  to  the 
Federal  Financing  Bank  (FFB) .  The  fund  is  established  in  the  Treasury  without 
fiscal  year  limitation  to  make  direct  loans,  pay  interest  subsidies,  make 
payments  of  principal  and  interest  in  the  evwjt  default  on  a  guaranteed  loan, 
and  repurchase  loans  sold  and  guaranteed. 

In  FY  1996,  $8,000,000  million  is  requested  in  budget  authority  to  pay 
interest  subsidy  commitments.  Also,  it  is  estimated  that  SI. 5  million  will  be 
required  from  the  default  account  to  pay  defaulted  loans  in  FY  1996.  A 
default  account  containing  approximately  $20  million  at  the  end  of  FY  1994  was 
originally  established  at  $50  million  and  is  used  for  payment  of  defaults. 
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Medical  Facilities  Guaranty  iind  T^iin  VunA   -   Interest  Subsidies 

Authorizing  Legislation  -  Section  1602(c) (3) (ii)  of  the  Public  Health  Service 
Act 


1994 

1995 

1996 

or 

Actual 

fiA 

a& 

BL 

a& 

$9,000,000 

$9,000,000 

$8,000,000 

-$1,000,000 

1995  Authorization. 

Indefinite 

Puipoae  and  Method 

The  purpose  of  the  interest  subsidy  activity  is  to  honor  coanitiaents  entered 
into  for  subsidizing  interest  paynents  on  guaranteed  loans  made  for 
modernization,  construction,  and  conversion  of  hospitals  and  other  non-profit 
medical  facilities.   Interest  is  subsidized  at  the  rate  of  3  percent  on 
guaranteed  loans  made  by  private  lenders  and,  in  the  case  of  direct  loans  sold 
to  the  Federal  Financing  Bank,  the  amount  of  interest  paid  from  the  fund  is 
based  on  the  rate  paid  by  the  borroiter  and  the  rate  given  by  FFB.  The  Medical 
Facilities  Guarantee  and  Loan  Fund  was  established  in  1972  under  the  Medical 
Facilities  Construction  Program  in  order  to  make  funds  available  for 
construction  of  medical  facilities.  The  fund  is  established  in  the  Treasury 
without  fiscal  year  limitation  to  pay  interest  subsidies,  make  payments  of 
principal  and  interest  in  the  event  of  default  on  a  guaranteed  loan,  and 
repurchase,  if  necessary  loans  sold  and  guaranteed.  Also,  it  is  estimated 
that  $1.S  million  will  be  required  frotn  the  default  account  to  pay  defaulted 
loans  in  FY  1996.   A  default  account  of  approximately  $20  million  at  the  end 
of  FY  1994  was  originally  established  at  $50  million  and  is  used  for  payment 
of  defaults. 

Funding  levels  for  the  Medical  Facilities  Guarantee  and  Loan  Fund  during  the 
last  five  years  has  been  as  follows: 


1991  20,000,000 

1992  18,600,000 

1993  10,900,000 

1994  9,000,000 

1995  9,000,000 

Rationale  f-r  the  Budget  Request 

The  request  for  $8,000,000  million  will  be  used  to  meet  coanitments  for 
interest  subsidies  due  on  loans  as  required  by  the  Public  Health  Service  Act 
as  amended. 
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DEPAKnaNT  OP  HEALTH  AMD  HOMMI  SBRVZCIS 

HEALTH  RESOnnCBS  AMD  SIRVZCBS  AUtUllSTRATIOH 

H«*ltta  Education  Asaiauae*  Loana 


FY  1996  Budo«t 

A^ropriation  languaga 1S4 

Amounta  available  for  obligation 155 

Suanary  of  changaa 156 

Budget  authority  by  activity 156 

Budget  authority  by  object 157 

Administrative  costs 158 

Authorizing  legislation 159 

impropriation  history  tables 160 

Justification: 

A .  General  statanant 163 

B.  Health  education  aaaistanca  loan  progran 163 

C.  Student  loan  insurance  account  (SLIA) 

(Liquidating  Account) 164 
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HEALTH  RESOURCES  AND  SERVICES  ACMINISTRATION 
Health  Education  Assistance  Loan  Program  Accoune 

For  the  cost  of  guaranteed  loans,  such  sums  as  may  be  necessary  to  carry 
out  the  purpose  of  the  program,  as  authorized  fay  Title  VII  of  the  Public 
Health  Service  Act,  as  amended:   Provided,  Ttaat  such  costs,  including  the  cost 
of  modifying  such  loans,  shall  be  as  defined  in  section  502  of  the 
Congressional  Budget  Act  of  1974:  Provided  further.  That  these  funds  are 
available  to  subsidize  gross  obligations  for  the  total  loan  principal  any  part 
of  which  is  to  be  guaranteed  at  not  to  exceed  $280,000,000.   In  addition,  for 
administrative  expenses  to  carry  out  the  guaranteed  loan  program,  $2,922,000. 
(Department  of  Health   and  JlUman  Services  Appropriations  Act,  1995.) 
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teomu  Avi  labia  tat  Qblimtioa 

1994  1995  199< 

Balance,    start  of  yMr $14,379,000  $36,070,000 

Appropriation 41,100,000  17,990,000  43,000,000 

Collections : 

Repayments 14.700.000  14.940.000  15.000.000 

Total  available 70,079.000  59,000,000  57,000,000 

Claims: 

Death  and  disability -4,548,000  -3,000,000  -3,500,000 

Defaults -39.4fil.0QQ  -Sfi.QOO.QQQ  -S3.SOO.000 

Total  claims -44.0Q9.0QQ  -58.QQQ.Q00  -57 .000 .000 

Ending  balance 26,070,000  — 

HEAL  Program  and  Financing  Accounts 

Amounts  Available  for  Qbliyation 

1994  1995  1996 

Actual *mnmmt- Btouaat 

Balance,  start  of  year $114,930,000  $152,501,000  $217,032,000 

Appropriation 26,458,000  24,972,000  20,966,000 

Collections: 

Premiums 15,561,000  30,000,000  23,400.000 

Interest — •  13,835,000  18,514,000 

Repayments /Recoveries fi^.flflfl  105.000 

Total  available 156,969,000  321,304,000  379,017,000 

Claims: 

Death  and  disability -533,000  -190,000  -374.000 

D««*uits :i;    -iM.Qflo  -a.aaa.QQQ 

Total  claims -533,000  -350,000  -3.896.000 

Office  of  Default  Reduction  -1,000,000  -1,000,000  -1,000,000 

Administrative  Expense. ....   -2.946.000  -2.922.000  -2.922.000 

Ending  balance 153,501,000  317,033,000  372,199,000 
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SUMMARY  OP  CHANGES 

1995  New  Loan  Guarantee  Ceiling $375,000,000 

1996  Estimate,  Loan  Guarantee 280.000.000 

Net  Change -95.000,000 

AppronriationB: 

1995  SLIA  Liquidating  Account 17.990.000 

1996  SLIA  Liquidating  Account 42.000.000 

Total  Change ♦24.010.000 

1995  HEAL  Program  Account 24.972,000 

1996  HEAL  Program  Account 20.966.000 

Total  Change -4,006,000 


Budget  Authority  tav  Activity 

(Dollars  in  $000) 


1994 
Actual 


1995 
Appronr  i«  t  i  on 


1996 


Liquidating  Account  (SLIA) 


$41,100 


$17,990 


$42,000 


HF.AL  Program  Account: 

Program  Activities 

Administrative  Expenses. 
Total ,  Program  Account . . 


23,512 

2.?46 

23.458 


22,050 

2.922 

24,972 


18,044 
20,966 
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Budget  Authority  by  Object 
Liquidating  Account  (SLIA) 


157 


Increase 

1995 

1996 

or 

^aar-a. 

Investments  and  loans. 


$17,990,000  $42,000,000  <»$24.010.000 


Budget  Authority  by  Object 
Program  and  Financing  Account 


1995 

Appro. 


Increase 


1995 

Current  1996       or 

"'"•'""'•'•  "■'•''"'•«   Deereasi. 
Full-time  equivalent 

employment  1/ 25        25        25       

Average  GS/GM  Grade 11.8       11.8       11.8       

Average  GS/GM  Salary $62,541    $62,541  $62,791      +$250 

Average  Commissioned  grade, 
established  by  Act  of 

July  1,  1944  (42  USC  207)..         06         06  06 

Average  commissioned  salary.    $95,340    $95,340  $96,900     ♦1,560 

Personnel  compensation: 

Full-time  permanent $884,000   $884,000  $905,000   +$21,000 

Other  than  full-time  perm..     58,000     58,000  59,000     +1,000 

Other  personnel  comp 21.000     21.000  22.000     ♦ijoop 

Total  personnel  comp 963,000    963,000  986,000    +23,000 

Personnel  benefits 193,000    193,000  198,000     +5,000 

Travel  and  transporta- 
tion of  persons 10,000     10,000     10,000       

Transportation  of  things...      2,000      2,000      2,000       

Rental  payments  to  GSA 238,000    219,000  —   -219,000 

Printing  and  r^roduction. .     12,000     12,000  5,000     -7.000 

Other  services 1,403.000  1,398,000  1,655,000   +257,000 

Supplies  and  materials 6,000     6,000  6,000 

Equipoent 119.000    119,000  60.000    -59.000 

Insurance  claims  and 

indemnities 25 .275.000  22.OSO.ooo  iB. 044.000  -4.00fi.ooo 

Total  Budget  Authority 28,221,000  24,972,000  20,966,000  -4,006,000 

1/  Includes  7  FTEs  in  FYs  1995-1996  for  the  Office  of  Default  Rwhjction. 
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Jhteinlstrativ*  Coat* 
(Budget  Authority) 


IMS 

Currant  1996 

»■*•<—*•«  *■*•<—*•*  '"♦""^ 

Paraonnol  coqpanaatlon: 

rull-tiaa  pwnaanant  (11.1) $«M.000  $905,000  ♦$21,000 

Othar  than  Full-Tina  Pazaanant  (11.3)     St, 000  S9,000  ^1,000 

Othar  Paraonnal  Cc««>«naation  (11.5)..     21.000  32000  ♦1.000 

Total  Paraonnal  Cocgpenaatioa  (11.9).    963,000  986,000  ^33,000 

Paraonnal  banaflta  (12.1) 193,000  196,000  ♦5,000 

Traval  and  transportation  of 

parsons  (21.0) 10,000  10,000 

Transportation  of  things  (22.0) 2,000  2,000       

Printing  and  reproduction  (24.0) 12,000  5,000  -7,000 

Other  services  (25.2) 1,398,000  1,655,000  ^257, 000 

Supplies  euid  materials  (26.0) 6 .000  6.000       

Total 3,584,000  3,863,000  ♦278,000 
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KPnonaKtvms  history 
SLIA  Liquidating  Account 

Budgat 
Bstinat*      Hous*       Sanat* 

1987 
1988 
1989 
1990  $25,000,000  $25,000,000  $24,870,000 

1991 

1992  35,502,000  48,000,000  48,000,000  48,000,000 

1993  54,432,000  54,432,000  54,432,000  47,631,000 

1994  64,878,000  64,878,000  64,878,000  64,878,000 

1995  56,620,000  56,620,000  56,620,000  56,620,000 

1996  42,000,000 
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APPROPRIATIONS  HISTORY 
HEAL  Program  Account 

Budget 
Estimate      Boxiae       Senate 
to  Cflnoreig  Xllonanea    Alloimneg   Anpronrlation 

1987 

1988 

1989 

1990 

1991 

1992  $23,313,000   $31,500,000  $31,500,000   $31,500,000 

1993  23,884,000  29,302,000  39,400,000  25,148,000 

1994  26,426,000  26,458,000  26,458,000  26,458,000 

1995  28.221,000  28,221,000  28,221,000  28,197,000 

1996  20,966,000 
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General  Statement 


Health  Education  Aaalatanee  I.niin«  tHRAT.l 

To  assist  in  training  students  in  various  health  fields,  the  HEAL  program  was 
authorized  to  provide  instired  loans  for  students  enrolled  in  schools  of 
allopathic  and  osteopathic  medicine,  dentistry,  veterinary  medicine, 
optometry,  podiatry,  public  health,  pbaxnacy,  chiropractic,  and  graduate 
programs  in  health  administration,  clinical  psychology  and  allied  health. 

Eligible  student  borro««ers  obtain  loans,  to  be  used  for  tuition  and  other 
reasonable  educational  and  living  expenses,  from  participatix>g  coenercial 
lenders,  educational  institutions.  State  agencies,  insurance  coopanies  and 
pension  funds.  The  repayment  of  principal  and  interest  is  guaranteed  by  the 
Federal  Government  if  the  borrower  becomes  permanently  disabled,  dies,  or 
defaults  on  the  repayments. 

student  Loan  Insurangg  Arrount  (SI.IA> 

The  SLIA  provides  repayments  to  the  lenders  on  defaulted  HEAL  loans,  and  for 
claims  due  to  the  death  or  disability  of  student  borrowers.  Deposits  to  the 
fund  are  derived  from  insurance  premiums  charged  to  the  borrowers  when  the 
loans  are  made,  repayments  of  defaulted  claims,  and  if  necessary,  fron 
borrowing  authority  and/or  appropriations. 
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Health  Education  Assistaneg  Loans 

Authorizing  legislation  -  Public  Health  Service  Act,  Title  VII,  Sections 
701-720. 


1994  1995  199(  or 

□Z  B&QE  USE  a&QZ  tk 

Low  OiuruCM  UalUClos            —  HCO.OOO.OOO  —  (ITS, 000, 000  —     UM, 000, 000          —                     I 

Appropriation:  ^ 

Uquidacing  Accounc                        —  41,100,000  —  IT, 990, 000  —  42,000,000         —     *24,010.000 

Progran  Account                                —  ]3,S12.000  —  22,050,000  —  It. 044, 000         —                -4,006 

Aitainistrative  Exp«ltes                 14  2,946.000  IS  2,922,000  18  2,922,000 

Office  of  Default  Reduction          6  1,000,000  7  1,000,000  7  1,000,000 


1996  Authorization.  .   Legislative  Authority  will  be  proposed. 
Student  Loan  Insurance  Account  -  Such  sums  as  may  be  necessary. 


Purpose  and  Method  of  Operation 

Health  Education  Assistance  Loans  (HEAL) 

The  HEAL  program  insures  loans  provided  by  non-Federal  lenders  to  students  in 

health  professions  schools. 

Students  may  borrow  up  to  $20,000  a  year  --  to  aui  aggregate  total  of  $80,000 
(except  for  public  health  students  who  will  be  limited  to  $12,500  a  year  -  to 
em  aggregate  total  of  $50,000).   Student  borrowers  are  required  to  begin 
repayment  of  the  principal  nine  months  after  they  complete  training  and  have  a 
maximum  repayment  period  of  25  years.   Payment  of  principal  and  interest  may 
be  deferred  during  additional  periods  of  full-time  study  and  for  up  to  4  years 
for  internship  or  residency  training,  and  for  up  to  3  years  service  in  the 
armed  forces,  the  Peace  Corps  or  other  specified  program  as  a  full-time 
volunteer  or  in  the  National  Health  Service  Corps. 

This  budget  proposes  a  ceiling  of  $260,000,000  on  HEAL  loans  to  be  insured  in 
FY  1996.  Funding  at  this  level  represents  the  first  year  of  phase-down  for 

the  HEAL  program. 

Student  Loan  Ingurance  Aecount  (SLIAl 

The  Budget  Enforcement  Act  of  1990  (Credit  Reform)  has  altered  the  accounting 
method  for  the  HEAL  program.  Credit  reform  atteiq>ts  to  institute  a  consistent 
and  comparable  basis  of  measuring  the  costs  of  cash  and  credit  transactions  so 
that  informed  budgetary  decisions  cem  be  made  on  the  use  of  available 
financial  resources. 
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Consistent  with  the  Budget  Enforcement  Act  of  1990,  since  FY  1992,  the  SLIA 
consists  of  three  accounts.  The  liquidating  account  pays  obligations  which 
arise  from  loans  guaranteed  prior  to  FY  1992.  The  financing  account  pays 
obligations  and  collects  income  from  premiums  on  loans  guaranteed  in  FY  1992 
and  beyond.  Each  annual  cohort  of  loans  is  independently  tracked  in  this 
account.  The  program  account  is  appropriated  subsidy  budget  authority  needed 
to  support  payment  of  all  claims  arising  from  each  annual  cohort  of  loans 
guaranteed  since  FY  1992,  over  the  life  of  the  loan  cohort.  These  funds  are 
obligated  to  the  finemcing  account  upon  disbursement  of  loans. 

Funding  levels  for  the  past  five  years  were  aa  follom: 

ProoraiB  Account  1/  2/    LiflUidatlng  AeCOMPt 
S FTE  S FTE 


1991 

1992  31,500,000     15  37,772,000 

1993  25,148,000     16  47,631,000 

1994  26,458,000     16  41,100,000 

1995  24,972,000     18  17,990,000 

1/  Includes  progreua  management. 

2.1     Excludes  Office  of  Default  Reduction. 


Rationale  for  the  Budget  Request 

The  FY  1996  request  will  fund  the  following: 


Loan  Guarantee  Limitation  -  £280.000.000  ~  The  budget  proposes  a  ceiling 
of  $280,000,000  on  HEAL  loans  to  be  insured  in  FY  1996. 

SLIA: 

Liquidating  Account  -  S42.000.000  --  An  estimated  $57,000,000  in  claims 
(both  defaults  and  deaths/disabilities)  will  come  due  in  FY  1996  for  loans 
guaranteed  before  FY  1992.  Estimates  indicate  that  an  appropriation  of 
$42,000,000  will  be  required  in  FY  1995  to  pay  claims  from  HEAL  guarantees 
made  prior  to  FY  1992. 

Financing  Account  -  S18.044.000  —  The  financing  account  will  hold  HEAL 
premiums,  and  pay  claims  incurred  on  loans  guaranteed  in  FY  1996  over  the 
entire  life  of  the  loan  cohort.  Analyses  of  actual  HEAL  claims  data  served 
as  the  basis  for  cohort  based  default  estimates.  As  estimated,  a  subsidy 
of  $18,044,000  will  be  needed  to  pay  the  net  present  value  of  HEAL  claiois 
arising  from  loans  made  in  FY  1996. 

Prnoram  Account  —  The  estimated  subsidy  budget  authority  will  be 
appropriated  to  the  program  account  pursuant  to  the  Budget  Enforcement  Act 
of  1990.  Upon  disbursement  of  HEAL  guarantees,  subsidy  amounts  in  the  HEAL 
program  account  will  be  obligated  to  the  HEAL  financing  account. 

HRSA  Credit  Reform  —  The  request  of  $2,922,000  will  allow  HRSA  to 
gradually  continue  implementation  of  credit  reform  for  the  HEAL  program. 
Funds  will  support  contractor  support  costs  for  development  of  the 
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infonnation  management  aystem;  allow  HRSA  to  start  modifications  for  an 
automated  system;  meet  interfacing  requirements;  cover  the  costs  of 
increased  data  processing;  and  purchase  sane  of  the  necessary  hardware. 
This  is  consistent  with  the  Federal  Credit  Reform  Implementation  Plan 
suhmitted  to  the  Office  of  Management  and  Budget  by  the  Deptirtment  in  1991. 

Office  of  Default  Reduction  —  The  request  includes  $1,000,000  to  be 
transferred  from  the  Financing  Account  to  the  Program  Account  to  provide 
adiainistrative  funds  for  the  Office  of  Default  Reduction.  These  funds  will 
come  from  the  premiums  collected  under  the  Financing  Account. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
HEALTH  RESOURCES  AND  SERVICES  ACMINISTRATION 

Vaccln*  Injury  Cwymatlon  Program 


FY  1996  Budget 

Appropriation  language 16S 

Amount*  available  for  obligation 1C9 

Budget  authority  by  activity 170 

Budget  authority  by  object 170 

Administrative  costs 170 

Authorizing  legislation 171 

J4>propriation  history  table 172 

Justification: 

A.  Vaccine  injury  compensation  program 173 
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VACCINE  INJURY  COMPENSATICM)  PROGRAM  TRUST  FUND 

For  payments  from  the  Vaccine  Injury  Coiqpensation  Program  Trust  Fund, 
such  sums  as  may  be  necessary  for  clains  associated  with  vaccine-related 
injury  or  death  with  respect  to  vaccines  adninistered  after  S^teaiber  30, 
1988,  pursuant  to  subtitle  2  of  title  ZXI  of  the  Public  Health  Service  Act,  to 
remain  available  until  expended:  Provided,  niat  for  necessary  administrative 
expenses,  not  to  exceed  $3,000,000  shall  be  available  fron  the  Trust  Fund  to 
the  Secretary  of  the  Department  of  Health  and  Human  Services.  (Department  of 
Health  and  Human  Services  Appropriations  Act,   1995.) 


VACCINE  INJURY  COMPENSATION 

For  payment  of  claims  resolved  by  the  United  States  Claims  Court  related 
to  the  administration  of  vaccines  before  October  1,  1988,  $110,000,000,  to 
remain  available  until  expended.  (Department  of  Health  and  Hiiman  Services 
Appropriations  Act,    1995.) 
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HEALTH  RESOURCIS  MID  SIKVICM  AIMZinSTIUTZOM 
VacciiM  Injury  Coipansatioa  Program 


1*94  1995  1996 

B«lanc«,  Start  of  Yoar: 

Caah.  Baglnning  of  Tear $3,349,000  $3,349,000  $3,349,000 

U.S.   saeuritiaa: 

Par  Value 63a.43s.ooo  aii.a<oooQ  aig.oai.ooo 

Total  Balance,  Start  of  Year 641,784.000  814,599,000  919,373,000 

Receipts : 

Receipts 179,346,000  140,000,000  140,000,000 

Deposits,  proposed  legislation.         -70,000,000 

Interest  Income 2l.2Sa.OOO  27.000.000  32.10Q.0QQ 

Subtotal ,  Receipts 200. 598.000  167.000.000  102.100.000 

Total  Balance/Net  Collections. .  842,382,000  981,599,000  1,021,473,000 

Appropriation  (Obligations) -27,783,000  -62,226,000  -66,069,000 

Balance,  End  of  Year: 

Cash,  End  of  Year 3,349,000  3,349.000  3,349,000 

U.S.  securities: 

Par  Value 811.250.000  916. 024. 000  952.055.000 

Total  Balance,  End  of  Year 814,599,000  919,373,000  955,404,000 
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Budget  Authority  by  Activity 
(Dollars  in  $000) 


Appronriafion; 

Insurance  Claims  k   Indemnities: 
Pre-10/1/88  claims 

Trust  Fund  ObHoatlonn; 

Po8t-10/l/88  claims 

Adminiarrative  Expenaea: 

HRSA  Direct  Operations 

Total  Obligations 


1994 

Actual 


$110,000 

21,738 

3.000 

$134,738 


1995 
Appropriation 


$110,000 
54,476 

$167,476 


1996 


$110,000 
56,721 

LJiM 

$169,721 


Budget  Authority  by  Object 

1995  1996 
ABBCO^ EatiiMfA 

Insurance  claims  and 

indemnities  $174,476,000  $166,721,000 

Other  services 3.000.0on  3.0QQ.Q00 

Total $167,476,000  $169,721,000 


Increase 

or 
Deereaag 

-$7,755,000 
-$7,755,000 


Administrative  Costs 
(Budget  Authority) 


1995 
*°°ro. 


1996 

Eatimirr 


Other  Services  (25.2), 
Total 


S3 .000 .000 
3.000.000 


S3 .000 .000 
3.000,000 
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Authorizing  Lagislation 

1995  1995         1996         1996 

Amount       Appro-      Amount      Budget 

Author  i  ted         priation       *utihnr<  t»h       Reaue»ti 

Vaccine  In-iurv  Comngn- 
sation  Program: 

(a)  PHS  Act,  Title  XXI, 
Subtitle  2,  Parts  A  and  D: 

Pre-FY  1989  Claims $110,000,000  $110,000,000  $110,000,000  $110,000,000 

Post-FY  1989  Claims Indefinite    54,476,000   Indefinite    56,721,000 

(b)  Sec.  6601 (r)d  OBRA  of 
1989  (P.L.  101-239) : 

HRSA  Operations E3q)ired  1/    3,000,000    Ejqpired  1/    3,000,000 

1/  Expired  9/30/92 
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1987 

1988 

1989 

1990 

1991 

Supplemental 

1992 

1993 

Supplemental 

1994 

1995 

1996 


APPROPRIATI(»IS  HISTORY 

(Vaccine  Injury  Cotqpensation  Program) 

Budget 
Estimate      House      Senate 
to  Congress   Allowance    Allowance   Aporooriation 


$74,500,000   $74,500,000  $74,500,000  $74,500,000 

62,920,000   62,920,000  62,920,000  62,920,000 

17,000,000  17,000,000 

80,000,000  80,000,000  80,000,000 

80,000,000   80,000,000  80,000,000  80,000,000 

30,000,000         -—  30,000,000  30,000,000 

80,000,000   80,000,000  110,000,000  110,000,000 

110,000,000   110,000,000  110,000,000  110,000,000 

110,000,000 
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Vaering  Tn-jurv  Compensation  Program 

Authorizing  Legislation  -  Title  XXI,  Subtitle  2,  Parts  A  and  D,  of  the  Public 
Health  Service  Act,  and  related  legislation; 
Section  9510  of  the  Internal  Revenue  Code  as  amended 
by  the  Onnlbus  Budget  Reconciliation  Act  (OBRA)  of 
1993;  Section  13632(b)  of  the  OBRA  of  1993. 


1»9« 

MfS 

1**( 

er 

«. 

ra 

Mk 

m       tt, 

m 

at 

m     u 

Appropriation: 

Pra-lO/l/Se  ClaiB* 

-- 

siio.ooo, 

,000 

—     $110,000,000 

-- 

$110,000,000 

$ — 

Trust  Fund: 

Pott-lO/l/SB  CltiOM 

-. 

23.303. 

,000 

54,476,000 

— 

54.721,000 

~  «2, 245. 000 

KRSA  Admlnlstrativ* 

Coats 

23 

3,000, 

,000 

27     3,000,000 

27 

3.000,000 

.. 

FY  1996  Authorization: 

The  original  authorizing  legislation  for  the  transfer  of  funds  from  the  Vaccine 
Injury  Conpensation  Trust  Fund  for  the  administrative  expenses  of  the  Program 
expired  as  of  September  30,  1992  (Section  6601  of  the  OBRA  of  1989  as  amended). 
Since  that  time,  the  authority  has  been  extended  by  individual  Appropriation 
Acts . 


Purpose  and  Method  of  Operation 

The  National  Childhood  Vaccine  Injury  Act  of  1986  amended  the  Public  Health 
Service  Act  to  establish  the  National  Vaccine  Injury  Conf>ensation  Program  (VICP) 
to  provide  con^>ensation  for  vaccine-related  injury  or  death.  The  Act  requires 
the  service  of  petitions  upon  the  Secretary  of  Health  and  Human  Services  (HHS) 
and  filing  with  the  United  States  Court  of  Federal  Claims  (the  Court)  to 
initiate  compensation  claims  proceedings,  which  must  be  completed  within  420 
days  (excluding  suspension  tiaie)  of  the  service/filing  date.  The  Secretary  of 
HHS  is  the  respondent  in  compensation  claims  proceedings. 

The  Health  Resources  and  Services  Administration  (HRSA)  has  been  delegated  the 
authority  to  administer  Parts  A  and  D  of  Subtitle  2.  Consistent  with  this 
delegation,  HRSA: 

-  receives  petitions  for  coapensation  aexved  on  the  Secretary; 

-  arr2tnges  for  medical  review  of  each  petition  and  supporting 
documentation  by  physicians  with  special  expertise  in  pediatrics  and 
neurology  emd  develops  recommendations  regarding  the  petitions  for 
compensation; 

-  publishes  notice  of  each  petition  received  in  the  Federal  Reoiater; 

-  promulgates  regulations  to  modify  the  Vaccine  Injury  Table; 
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provides  administrative  support  to  the  Advisory  Commission  on  Childhood 
Vaccines,  composed  of  13  members  including  health  professionals,  PHS 
Agency  heads  (or  their  designees),  attorneys,  and  legal  representatives  of 
children  who  have  suffered  a  vaccine-related  injury  or  death; 

-  processes  award  payments  to  petitioners,  and  their  attorneys,  for 
judgments  entered  by  the  Court;  and 

-  coii5)iles  data  for  submission  to  the  Congress  on  the  number  of 
compensation  awards  for  various  periods  following  inqplementation  of  the 
program. 

Funding  for  the  Vaccine  Injury  Congpensation  program  during  the  last  five  years 
has  been  as  follows: 


TruB*"-  l^nd 

Pre-10/1/88 

PoBt-10/1/88 

HRSA  Admin. 

Costs 

S 

EIE 

S 

FTE 

S 

FTE 

1991 

79,920,000 

154,080,000 

2,500,000 

17 

1992 

80,000,000 

-- 

84,920,000 

-- 

2,500,000 

22 

1993 

110,000,000 

-- 

14,993,000 

-- 

2,500,000 

28 

1994 

110,000,000 

-- 

22,303,000 

— 

3,000,000 

23 

1995 

110,000,000 

-- 

54,476,000 

-- 

3,000,000 

27 

Rationale  for  the  Budget  Request 

Pre-October  1.  1988  Program 

The  HRSA  is  requesting  an  appropriation  of  $110  million  to  cover  payment  of 
pre-1988  claims.  As  a  result  of  the  filing  of  more  than  4,000  pre-1988 
claims,  the  VICP  is  faced  with  ongoing  problems  in  funding  pre-1988  awards. 
Based  on  the  May  1,  1992,  report  of  the  Actuarial  Research  Corporation,  Inc., 
on  Updated  Cost  Estimates  for  the  VICP,  if  no  additional  legislative  changes 
are  made  to  the  VICP  beyond  the  1991  amendments  (P.L.  102-168),  the  actuary's 
estimate  of  the  total  cost  of  all  pre-1988  awards  is  $1.3  billion.   The  HRSA 
anticipates  that  the  $110  million  appropriation  will  be  sufficient  to  provide 
full  funding  for  awards  entered  by  the  Court  for  FY  1996  and  each  succeeding 
year. 

Pre-1988  awards  will  be  paid  on  a  first-come,  first-serve  basis  in  order  of 
the  earliest  U.S.  Court  of  Federal  Claims  release  letter  (which  provides  the 
certified  judgment  and  election  to  accept  judgment)  as  additional  funds 
become  available. 

Post-October  1.  1988  Program 

Payments  for  post-October  1,  1988  (post-1988)  claims  are  made  from  the 
Vaccine  Injury  Compensation  Trust  Fund  (the  Trust  Fund)  authorized  by  the 
Congress  for  the  payment  of  claims  to  individuals  injured  by  vaccines 
administered  after  September  30,  1988. 

A  1994  Department  of  Treasury  emalysis  concluded  that  current  vaccine  excise 
tax  revenues  supporting  the  Vaccine  Injury  Compensation  Trust  Fund  could  be 
decreased  by  approximately  50  perecent  and  still  maintain  sufficient 
resources  to  finance  expected  claims.  The  Administration  proposes  lowering 
revenue  to  the  Trust  Fund  by  an  estimated  50  percent  beginning  in  1996.  This 


800 


175 


change  will  allow  continued  cospensation  while  lowering  the  costs  of  vaccine 
to  both  public  and  private  purchasers. 

The  HRSA  is  requesting  budget  authority  for  such  sums  as  may  be  necessary 
from  the  Trust  Fund  for  the  payment  of  awards  due  to  vaccine-related  injuries 
or  deaths  resulting  from  vaccines  administered  after  September  30,  1988.  The 
current  estimate  is  that  $56,721,000  will  be  paid  out  of  the  Trust  Fund  for 
FY  1996. 

Administrative  Expenses 

The  HRSA  is  also  re<iuesting  $3,000,000  from  the  Trust  Ftmd  for  necessary 
administrative  expenses  borne  by  the  Department  that  are  associated  with  the 
internal  medical  review  of  claims,  external  medical  review  of  claims  by 
outside  consultants  (including,  where  warranted,  expert  testimony  to  the 
Court) ,  professional  and  administrative  support  to  the  Advisory  Commission  on 
Childhood  Vaccines,  meeting  specific  administrative  requirements  of  the  Act, 
processing  award  payments,  maintaining  necessary  records,  and  reporting,  as 
required  by  Congress. 


Friday,  March  10,  1995. 

SUBSTANCE  ABUSE  AND  MENTAL  HEALTH  SERVICES 
ADMINISTRATION 

WITNESSES 

NELBA  CHAVEZ,  PH.D.,  ADMINISTRATOR 

BERNARD  S.  ARONS,  M.D.,  DIRECTOR,  CENTER  FOR  MENTAL  HEALTH 
SERVICES 

ELAINE  M.  JOHNSON,  PH.D.,  DIRECTOR,  CENTER  FOR  SUBSTANCE 
ABUSE  PREVENTION 

DAVID  MACTAS,  DIRECTOR,  CENTER  FOR  SUBSTANCE  ABUSE  TREAT- 
MENT 

DARYL  W.  KADE,  DIRECTOR,  DIVISION  OF  FINANCIAL  MANAGEMENT 

DENNIS  P.  WILLIAMS,  DEPUTY  ASSISTANT  SECRETARY,  BUDGET, 
DHHS 

Mr.  Porter.  We  continue  our  hearings  on  the  budget  for  the  De- 
partment of  Health  and  Human  Services  for  fiscal  year  1996  with 
the  Substance  Abuse  and  Mental  Health  Services  Administration. 
We  are  delighted  to  welcome  Dr.  Chavez,  the  Administrator.  Why 
don't  you  introduce  the  people  at  the  table  with  you  and  proceed 
in  any  way  you  wish. 

Ms.  Chavez.  Good  morning,  Mr.  Chairman,  and  thank  you  very 
much.  I  would  like  to  introduce  the  person  to  my  far  right,  Mr.  Wil- 
liams, from  the  Department;  Dr.  Bernard  Arons,  who  is  the  Direc- 
tor of  the  Center  for  Mental  Health  Services,  Daryl  Kade,  Director, 
Division  of  Financial  Management.  To  my  far  left  is  David  Mactas, 
who  is  the  Director  for  Substance  Abuse  Treatment,  and  Dr.  Elaine 
Johnson,  who  is  the  Director  of  the  Center  for  Substance  Abuse 
Prevention. 

Mr.  Chairman,  our  opening  statement  has  been  submitted  for  the 
record,  but  I  would  like  to  take  a  few  minutes  to  make  a  few 
points.  I  have  been  the  Administrator  of  SAMHSA  for  approxi- 
mately five  months,  and  I  have  found  it  to  be  an  extremely  chal- 
lenging and  rewarding  experience. 

I  would  like  to  briefly  summarize  for  the  committee  a  few  points 
which  have  really  hit  home  during  this  short  period  of  time.  One, 
there  continues  to  be  what  I  believe  is  a  national  crisis  in  the  area 
of  mental  illness  and  substance  abuse.  It  affects  all  segments  of  our 
society — not  just  individuals  who  are  poor,  but  all  individuals,  all 
families,  all  segments  of  society. 

Unfortunately,  the  issues  of  mental  illness  and  substance  abuse, 
remain  hidden  because  of  the  stigma  that  is  associated  with  many 
of  these  problems.  One  of  the  things  that  has  become  very  clear  is 
that  there  needs  to  be  a  Federal  focus,  and  the  need  has  never 
been  as  strong  as  it  is  today. 

We  have  heard,  and  I  continue  to  hear  many,  many  questions 
about  whether  or  not  treatment  and  prevention  work.  They  do 

(801) 


802 

work.  I  believe  that  if  the  Federal  Government  is  to  continue  to  be 
effective,  SAMHSA's  programs  and  activities  must  be  reinvented 
along  the  lines  proposed  in  the  1996  budget. 

Mr.  Chairman,  we  could  provide  the  committee  pages  of  statis- 
tical evidence,  documenting  the  vast  numbers  of  Americans  suffer- 
mg  from  mental  illness  and  substance  abuse  problems  in  this  coun- 
try. It  would  be  very  easy  to  ascribe  these  problems  to  something 
as  simple  as  the  failure  of  past  Federal  efforts.  Unfortunately,  root 
causes  are  far  more  complicated,  touching  on  the  very  fabric  of  our 
society. 

Before  I  came  to  Washington,  I  was  the  director  of  juvenile  pro- 
bation for  the  city  and  county  of  San  Francisco.  I  was  in  that  posi- 
tion for  approximately  three  years,  having  gone  there  from  Arizona, 
where  I  spent  close  to  20  years  in  the  area  of  community  mental 
health  and  substance  abuse. 

One  of  the  things  that  became  very  evident  to  me  and  very 
frightening  is  that  the  majority  of  the  children  that  were  coming 
through  the  juvenile  justice  system  were  individuals  whose  families 
had  cycled  through  the  system  generation  after  generation.  When 
we  had  probation  officers  that  said  to  me  that  they  had  been  there 
for  30  years,  and  they  had  the  great  grandchild  of  someone  they 
had  had  on  probation  many,  many  years  ago,  it  became  more  and 
more  frightening. 

Children  are  coming  into  the  system  at  much,  much  younger 
ages.  We  have  also  seen,  as  we  all  know,  the  increased  incidence 
of  violence.  We  are  also  seeing  more  and  more  children  that  are 
being  socialized  by  adults  who  themselves  have  never  been  social- 
ized. 

Unfortunately,  society's  failures  are  often  perceived  as  our  fail- 
ures, and  we  see  throughout  the  country  programs  that  are  in- 
creasingly unable  to  cope  with  this  fallout.  Three  points  which  will 
serve  to  exemplify  the  problems  we  are  seeing.  Fewer  than  20  per- 
cent of  children  under  18  years  of  age  with  serious  emotional  dis- 
turbances receive  any  kind  of  mental  health  services.  They  then 
grow  up  to  be  adults  who  again  need  those  services  and  many 
times  they  are  not  available. 

About  52  million  Americans  had  an  addictive  or  mental  disorder 
in  1991.  In  one  year  alone  in  1993,  more  than  one  million  Ameri- 
cans were  arrested  for  drug  offenses.  This  imposes  a  cost  to  society 
that  IS  unbelievable.  For  example,  in  1990  the  annual  cost  for  alco- 
hol, drug,  and  mental  disorders  to  this  country  was  $313  billion. 

Fully  one-fifth  of  the  Medicaid  dollars  are  for  conditions  associ- 
ated with  substance  abuse.  Again,  I  want  to  reiterate  that  mental 
illness  and  substance  abuse  affect  every  American  and  not  just  the 
poor.  One  might  question  why  these  problems  must  remain  a  re- 
sponsibility of  the  Federal  Government  given  that  the  States,  local 
government,  and  the  private  health  providers  are  all  involved  in 
service  delivery. 

We  know  that  many  of  the  activities  we  are  involved  in  and  have 
been  involved  in  should  be  devolved  to  our  partners.  However,  it 
is  the  purview  of  the  Federal  Government  to  provide  national  lead- 
ership in  this  area. 

SAMHSA,  we  believe,  is  uniquely  positioned  to  lead  the  field  in 
terms  of  developing  knowledge  about  how  to  improve  service  deliv- 
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ery  and  translating  that  into  practice  guidelines,  also  to  leverage 
many  of  the  resources.  That  prevention  and  treatment  do  work  is 
shown  in  the  following  examples.  In  Round  Lake,  Illinois,  the  Com- 
munity Partnership  Program  has  successfully  mobilized  over  250 
partnership  members  to  curtail  youth  drinking  and  driving  and  vio- 
lations of  the  local  alcohol  ordinance.  In  Ventura  County,  the  Cali- 
fornia Children  and  Adolescence  Service  Program  has  offset  70  per- 
cent of  its  operating  budget  by  reducing  the  use  of  expensive  men- 
tal health,  institutional  care,  and  in  so  doing,  provided  a  more  sup- 
portive environment  for  many  children  suffering  from  mental  and 
emotional  disorders. 

The  Gateway  Program  in  Jacksonville,  Florida,  that  treats  preg- 
nant and  postpartum  women  has  demonstrated  how  to  increase  the 
number  of  babies  that  are  born  drug  free,  reunite  families,  and 
save  the  State  considerable  health  and  welfare  costs.  One  hundred 
children  out  of  the  106  babies  that  were  born  in  the  program  have 
been  drug  free,  and  let's  not  forget  that  a  single  baby  that  is  born 
addicted  to  cocaine  costs  $30,000  in  the  first  month  of  life. 

We  do  know  that  effective  treatment  methods  are  all  useless  if 
they  are  not  put  into  practice.  For  1996  we  have  reinvented 
SAMHSA  in  order  to  be  able  to  do  a  much  better  job.  We  have 
streamlined  our  program  structure  by  consolidating  twenty  five  dis- 
crete categorical  activities  into  just  four  major  activities,  including 
two  State  partnership  grants.  We  have  assigned  the  States  full  re- 
sponsibility with  few  strings  attached  for  deciding  how  to  best  de- 
sign and  deliver  quality  services  to  the  residents. 

We  have  maximized  State  resources  to  assist  them  in  doing  so, 
even  providing  a  modest  increase  for  substance  abuse  programs. 
We  will  engage  the  States  and  other  organizations  as  full  partners 
in  focusing  on  health-oriented  outcomes  and  in  determining  our  fu- 
ture agenda  for  demonstrations.  We  will  limit  SAMHSA's  future  re- 
sponsibilities to  those  that  we  believe  are  appropriately  Federal  in 
nature,  including  improving  and  refining  service  methodologies 
which  meet  the  needs  of  a  challenging  and  changing  health  care 
delivery  system.  We  will  provide  assistance,  data,  and  information 
to  those  throughout  the  country  who  need  it.  We  will  also  continue 
to  provide  an  important  voice  for  the  needs  and  concerns  of  our 
population. 

Mr.  Chairman,  we  at  SAMHSA  appreciate  that  the  future  holds 
many  challenges  as  well  as  opportunities  for  us,  and  we  stand 
ready  to  meet  them.  We  know  the  broad  impact  that  mental  illness 
and  addiction  have  on  the  economy  and  society  and  the  personal 
losses  suffered  by  many  families  and  significant  others.  As  a  soci- 
ety, how  are  we  going  to  gain  control  of  homelessness,  welfare, 
health  costs,  and  teenage  pregnancy,  if  we  don't  address  mental  ill- 
ness and  substance  abuse  as  a  national  crisis  and  a  crisis  that  is 
a  bipartisan  issue? 

Thank  you  for  the  opportunity  to  present  these  opening  remarks. 
My  colleagues  and  I  would  be  pleased  to  answer  any  questions  the 
committee  may  have. 

[The  prepared  statement  and  biography  of  Dr.  Nelba  Chavez  fol- 
low:! 
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STATEMENT  OF  THE  ADMINISTRATOR 

SUBSTANCE  ABUSE  AND  MENTAL  HEALTH  SERVICES  ADMINISTRATION 

1996  APPROPRIATION  HEARING 


Mr.  Chairman  and  Members  of  the  Subcommittee; 


Thank  you  for  this  opportunity  to  present  the  1996  budget 
request  for  the  Substance  Abuse  and  Mental  Health  Services 
Administration  (SAMHSA) .   Since  I  came  to  SAMHSA  last 
September,  the  Agency  has  taken  a  number  of  steps  to 
improve  the  effectiveness  of  prevention,  treatment,  and 
rehabilitation  services  available  to  those  with  serious 
mental  illness  or  substance  abuse  problems.   We  have  been 
working  hard  to  reduce  illness,  death,  disability,  and  the 
enormous  cost  to  society  caused  by  these  diseases. 

SAMHSA  is  important  because  it  provides  a  national  focus 
for  disorders  that  continue  to  be  rampant  throughout 
society.   Substance  abuse  and  mental  illness  affect  all 
Americans,  not  just  those  who  are  poor.   The  abuse  of 
alcohol  and  other  drugs  alters  the  lives  of  millions  every 
year.   Serious  mental  illnesses   severely  impair  millions 
more.   Overall,  about  52  million  persons  aged  15  to  54 
years  have  experienced  at  least  one  substance  abuse  or 
mental  disorder  in  their  lifetime.  When  substance  abuse 
and  mental  illness  occur  together,  as  they  often  do,  their 
effects  are  intensified.   The  human  cost  is  tragic  and 
beyond  calculation.   The  economic  cost  is  staggering- - 
about  $314  billion  in  1990,  including  $148  billion 
associated  with  mental  illnesses  and  $166  billion  with 
substance  abuse.   These  are  documented  costs,  and  include 
related  health  care,  lost  work,  and  disability  or  early 
death. 

Fortunately,  effective  treatment  and  prevention  strategies 
for  many  of  these  illnesses  have  been  developed.   Study 
after  study  shows  that  treatment  is  effective  in  producing 
positive  client  outcomes  and  saving  money--  a  1994  CALDATA 
study  showed  that  for  every  dollar  invested  in  substance 
abuse  treatment,  approximately  $7  are  returned  to  society 
in  the  form  of  reduced  health  expenses,  increased 
productivity,  and  reduced  crime  related  costs. 

We  have  to  reduce  negative  perceptions  as  well  as  improve 
actions  if  we  are  to  reduce  the  personal  and  social  costs 
of  substance  abuse  and  mental  illness.  To  do  so 
effectively,  we  must  focus  on  the  individual,  not  in  a 
vacuum,  but  in  the  context  of  his  or  her  family, 
community,  and  society  as  a  whole.   These  are  difficult 
disorders  to  prevent,  and  for  some,  difficult  to  cure 
completely.   There  is  no  magic  pill  one  can  prescribe; 
there  is  no  treatment  regimen  which  guarantees  success  for 
all  patients.   We  must  enlist  the  help  of  an  individual's 
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entire  support  system  to  prevent  problems  before  they 
occur,  and  if  they  do,  to  help  see  treatment  through  to 
completion  and  sustained  recovery.   Secondary  problems 
such  as  HIV/AIDS  or  tuberculosis  have  to  be  addressed,  as 
well  as  domestic  violence  or  depression  affecting  those 
closest  to  the  clients  themselves.   Our  programs  are 
designed  to  be  comprehensive,  to  deal  with  family  issues 
as  well  as  general  health,  employment,  and  related 
services  necessary  for  successful  rehabilitation  and 
reduced  cost  to  society. 

An  important  aspect  of  SAMHSA's  role  is  providing  national 
leadership  and  coordination  in  all  of  these  areas.   To 
avoid  duplication,  we  routinely  work  with  other  federal 
agencies  and  programs  which  in  some  way  touch  the  lives  of 
our  client  population.   We  support  cooperative  efforts 
with  the  Department  of  Justice.   Agreements  and  jointly 
sponsored  projects  are  in  place  with  the  Health  Care 
Financing  Administration  to  examine  managed  care  systems; 
with  the  NIH  to  help  translate  the  latest  research 
findings  into  practice  at  the  point  of  service  delivery; 
and  with  the  Department  of  Labor,  regarding  training  and 
employment  efforts.   We  serve  as  a  critical  link  with 
these  and  other  organizations  to  ensure  that  effective,  ^ 
coordinated  services  are  provided  when  and  where  they  will 
do  the  most  good. 

Mr.  Chairman,  the  1996  budget  proposal  for  SAMHSA  will 
restructure  our  programs  to  permit  even  more  efficient 
service  delivery  to  our  target  population.   We  are 
proposing  to  shift  more  decision  making  responsibility 
closer  to  the  community,  in  order  to  ensure  that  services 
are  appropriately  tailored  to  meet  local  needs.   We  are 
working  closely  with  the  States,  community-based 
organizations,  and  consumer  groups  to  help  set  realistic 
national  goals  and  ensure  that  desired  health  outcomes  are 
achieved.   You  will  note  that  our  justification  is 
considerably  streamlined  in  comparison  to  those  of  the 
past  two  years.   This  is  because  we  have  been  able  to 
consolidate  our  25  discrete  programs  into  4  broader 
authorities,  which  will  provide  SAMHSA  as  well  as  our 
partners  much  more  flexibility  in  delivering  effective 
services  to  treat  and  prevent  substance  abuse  and   mental 
illness . 

The  President's  Budget  requests  $2.2  billion  for  SAMHSA  in 
fiscal  year  1996,  an  increase  of  2 . 2  percent  over  the  1995 
appropriation  level.   This  increase  results  from  the 
requested  addition  of  $60.0  million  for  Substance  Abuse 
Performance  Partnership  grants  to  encourage  States  to 
address  problems  of  chronic  substance  abuse,  offset  by  a 
$10.9  million  reduction  in  other  programs.   The  budget 
also  reflects  a  7.6  percent  reduction  in  staffing  (-50 
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FTEs)  commensurate  with  achieving  headquarters 
streamlining  objectives. 

As  I  mentioned,  this  budget  proposes  significant  changes 
to  SAMHSA's  current  array  of  programs.   Our 
responsibilities  will  be  limited  to  those  which  are 
clearly  Federal  in  nature,  and  which  cannot  readily  be 
undertaken  by  the  private  sector  or  other  levels  of 
government.   These  include  the  conduct  of  demonstrations 
designed  to  generate  knowledge  related  to  national  policy 
issues;  data  collection,  analysis,  and  reporting;  public 
and  consumer  information;  infrastructure  support  and 
similar  national  leadership  efforts  in  setting  goals, 
developing  standards  and  promoting  integration  of 
services . 

Perhaps  the  most  significant  change  will  be  the 
consolidation  of  most  categorical  demonstration  and 
training  programs  into  two  larger,  more  flexible 
demonstration  programs.   A  fundamental  part  of  SAMHSA's 
mission  is  to  continue  to  generate  and  synthesize 
knowledge  and  disseminate  and  promote  findings  and 
applications.   This  will  be  accomplished  through  targeted 
studies  designed  to  answer  the  most  pressing  service 
delivery  questions.   Six  key  areas  for  demonstrations  have 
been  identified  in  our  budget  proposal:  Managed  Care, 
Systems  and  Partnerships,  Evaluation/Technology 
Development  and  Transfer,  Client-Oriented  Services, 
Training,  and  Public  and  Consumer  Education.   Our 
demonstration  agenda  will  be  established  in  concert  with 
our  partners  in  service  delivery,  the  ultimate  users  of 
the  knowledge  we  develop. 

Our  current  and  future  work  in  the  area  of  managed  care  is 
particularly  key  and  deserving  of  note.   As  you  know, 
managed  care  programs  have  proliferated  in  recent  years, 
and  the  public  sector  is  moving  increasingly  in  this 
direction.  Yet,  very  little  is  known  about  the  effects 
that  managed  care  approaches  will  have  on  people  with 
severe  mental  illnesses  and  chronic  substance  abuse 
problems,  populations  that  have  traditionally  not  been 
well  served  by  many  financing  systems.    SAMHSA  has 
initiated  a  small-scale  review  of  managed  care  programs 
and  allocated  a  small  amount  of  resources  to  provide  us 
some  answers  in  the  short  term.   However,  understanding 
the  impact  and  implications  of  managed  care  for  our  client 
populations  is  a  substantial  undertaking,  one  which  will 
constitute  a  significant  item  on  our  future  demonstration 
agenda . 

As  we  focus  the  demonstration  program  more  on  knowledge 
development  and  less  on  service  delivery,  program  funding 
will  be  reduced  from  the  total  of  $566  million  in  1996  to 
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$300  million  in  1998.   The  difference  will  be  transferred 
to  the  two  new  Performance  Partnership  programs  replacing 
the  current  State  Block  Grants.   While  similar  in  concept, 
the  Partnerships  will  differ  from  the  former  Block  Grants 
in  several 

important  ways.   Funds  formerly  allocated  to  the  PATH 
Homeless  formula  grant  have  been  added  to  the  Mental 
Health  Performance  Partnership,  thereby  providing  States 
enhanced  program  flexibility.   There  will  also  be  fewer 
earmarks  or  set-asides,  thus  permitting  States  to  direct 
resources  to  areas  of  highest  need.   Two  important  ones 
will  be  continued  in  the  substance  abuse  area,  however  the 
requirement  that  at  least  20  percent  of  the  grant  be 
dedicated  to  primary  prevention  and  the  requirement  that 
2-5  percent  be  dedicated  to  HIV/AIDS  programs  if 
epidemiological  data  warrant  it.   Finally,  and  perhaps 
most  importantly,  performance  measures  will  be  negotiated 
with  the  States  to  ensure  that  improvements  in  health 
status  are  in  fact  achieved  through  the  use  of  these 
funds.   They  will  permit  us  to  assess  progress  in  meeting 
national  health  goals. 

Maintaining  SAMHSA's  national  leadership  position  in  the 
mental  health  and  substance  abuse  fields  will  become 
increasingly  important  as  States  and  others  become  more 
responsible  for  directing  the  use  of  their  direct  service 
resources,  and  as  the  nature  of  health  care  systems 
changes.   SAMHS.A.  will  continue  to  ensure  the  development 
of  quality  standards,  collect  pertinent  data,  and  evaluate 
systems,  training  and  education  models,  materials,  and 
strategies.   We  will  continually  assess  the  state  of  the 
art  in  prevention  and  treatment,  translating  program 
performance  measurements  and  research  results  into  modes 
of  service  delivery  that  can  be  adapted  to  individual  and 
community  needs.   Frequent  and  extensive  communication 
among  all  of  those  involved  in  these  fields  is  the  key;  we 
cannot  allow  the  needs  of  our  client  populations  to  be 
overlooked  in  the  rush  to  implement  new  methods  of  • 
financing  health  services  and  reducing  health  care  costs. 

On  the  other  hand,  implementation  of  these  new  program 
concepts  will  permit  the  Agency  to  enhance  its 
effectiveness  while   streamlining  its  management  and 
conserving  staff  resources.   Program  consolidations,  fewer 
earmarks,  and  more  flexibility  are  expected  to  save  50 
FTEs  of  staff  time  during  the  year.   More  time  will  be 
devoted  to  working  with  partners  in  developing  the 
national  agenda  for  mental  health,  prevention,  and 
substance  abuse,  and  evaluating  programs  and  progress 
toward  achieving  health  status  goals,  and  sharing  that 
information  with  the  field  in  order  to  rapidly  implement 
productive  new  approaches. 
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In  closing,  I  would  note  that  stigma  has  been  and 
continues  to  be  a  formidable  barrier  to  the  prevention  and 
treatment  of  substance  abuse  and  mental  illness.   We 
envision  an  America  which  recognizes  that  the  provision  of 
appropriate  services  helps  families  and  communities  while 
controlling  future  costs.   This  is  our  goal,  and  we  look 
to  the  Committee  for  assistance  in  reaching  it. 

Thank  you  for  providing  this  opportunity  to  present  our 
1996  budget  request.   My  colleagues  and  I  will  be  pleased 
to  answer  any  questions  you  may  have. 
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NfELBA  CHAVEZ,  Ph.D. 
Biographical  Information 

Nelba  Chavez,  Ph.D.,  is  the  first  presidentially  appointed  administrator  of  the 
Substance  Abuse  and  Mental  Health  Services  Administration,  an  agency  of  the  Public 
Health  Service  in  the  U.S.  Department  of  Health  and  Human  Services. 

Dr.  Chavez  is  the  first  Hispanic  woman/Latina  to  head  an  agency  of  the  U.S. 
Public  Health  Service  since  it  began  in  1798.   She  is  one  of  only  nine  Hispanic 
women/Latinas  appointed  by  President  Clinton  and  confirmed  by  the  U.S.  Senate.   In 
addition,  she  is  the  highest-ranldng  Hispanic  woman/Latina  in  the  Department  of  Health 
and  Human  Services. 

Prior  to  her  appointment,  Dr.  Chavez  served  as  director  of  Juvenile  Probation 
Services  for  the  city  and  county  of  Sam  Francisco.   During  1989-90,  she  headed  Chavez 
and  Associates,  providing  consultant  and  training  services  in  behavioral  health  and 
substance  abuse  prevention  for  community  organizations,  and  in  developing  mental 
health  programs  for  Hispanics. 

Before  that  she  served  a  17-year  tenure  as  cliniczd  director,  then  executive 
director  and  chief  operating  officer  of  La  Frontera  Center  in  Tucson,  Ariz.,  an  exemplary 
community  mental  health  center.   Providing  comprehensive  mental  health,  drug  abuse 
and  alcoholism  services  to  adults,  children  and  families,  La  Frontera  is  a  model  of 
integrated,  community-based  programming  of  the  type  that  SANIHSA  seeks  to  foster 
throughout  the  nation. 

Dr.  Chavez  earned  her  bachelor's  in  sociology /psychology  from  the  University  of 
Arizona  in  Tucson,  a  master's  of  social  welfare  from  the  University  of  CaUfomia  at  Los 
Angeles  and  a  Ph.D.  in  social  work  from  the  University  of  Denver,  Colo. 

An  expert  on  mental  health,  she  has  also  taught  courses  at  three  Arizona 
institutions  of  higher  learning.   Dr.  Chavez  has  been  appointed  to  numerous  groups, 
including  credentialing  committees,  the  U.S.  Senate  Hispanic  Advisory  Committee,  the 
President's  National  Council  on  the  Handicapped,  the  task  force  on  community  support 
systems  of  the  President's  Commission  on  Mental  Health,  the  White  House  Prevention 
Committee  for  a  Drug-Free  America,  the  board  of  directors  of  ths  National  Coalition  of 
Hispanic  Mental  Health  and  Human  Service  Organizations  and  the  Tucson  Mayor's  Task 
Force  on  Children. 

Her  writings  on  mental  health  have  focused  on  Mexican  Americans  and  other 
minorities.   She  has  received  a  number  of  honors  for  her  work  and  leadership  and 
attended  Harvard  University's  Senior  Executive  Program  in  State  and  Local 
Government. 

October  1994 
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BERNARD  S.  ARONS,  M.D. 

BIOGRAPHY 

Bernard  S.  Arons,  M.D.,  has  enjoyed  a  distinguished  20-year  career.    He  began  as  a 
psychiatrist  with  Saint  Elizabeths  Hospital  in  Washington,  DC,  where  he  treated  patients 
with  serious  mental  illnesses.    He  also  served  as  an  administrator,  and  both  taught  and 
trained  psychiatric  residents,  medical  and  social  work  students  and  volunteers.    In  1980,  Dr. 
Arons  was  appointed  Director  of  Saint  Elizabeths'  Dixon  Implementation  Office,  with 
responsibUity  for  the  hospital's  clinical  care  and  deinstitutionalization  plan.    He  then  became 
Chief  Clinical  Advisor  and  directed  the  medical,  nursing,  psychology  and  social  work  staffs. 

In  1986,  Dr.  Arons  joined  the  National  Institute  of  Mental  Health  as  Associate  Director  for 
Mental  Health  Financing.  In  1989,  as  a  Legislative  Fellow,  he  was  as  a  legislative  assistant 
to  the  Chair  of  the  House  Subcommittee  of  the  Ways  and  Means  Committee. 

Dr.  Arons'  breadth  of  clinical  and  mental  health  financing  experience  was  tapped  in  early 
1993  when  he  became  an  advisor  on  mental  health  issues  to  Mrs.  Tipper  Gore  in  the  Office 
of  the  Vice  President.    Subsequently,  as  Chair  of  the  Mental  Health  and  Substance  Abuse 
Working  Group  Cluster  of  the  President's  Task  Force  on  National  Health  Care  Reform,  Dr. 
Arons  had  an  historic  opportunity  to  focus  the  nation's  attention  on  the  importance  of  the 
inclusion  of  mental  health  care  in  a  reformed  national  health  care  system. 

In  November  1993,  Dr.  Arons  was  appointed  as  Director  of  the  Center  for  Mental  Health 
Services,  a  component  of  the  Substance  Abuse  and  Mental  Health  Services  Administration, 
one  of  eight  Public  Health  Service  agencies  in  the  U.S.  Department  of  Health  and  Human 
Services.   The  Center  is  charged  with  working  in  partnership  with  states  to  provide  national 
leadership  in  mental  health  services  and  policies. 

Although  his  current  health  care  reform  and  Center  Director  activities  require  an  immense 
amount  of  energy,  Dr.  Arons  continues  to  teach  and  practice  psychiatry,  on  a  regular  weekly 
basis,  at  the  Center  for  Mental  Health,  Inc.,  a  private  non-profit  clinic  in  the  District  of 
Colimibia.    He  also  currently  serves  as  a  professor  of  psychiatry  on  the  faculty  of  the 
Georgetown  University  School  of  Medicine  and  Saint  Elizabeths  Hospital. 

Dr.  Arons  is  a  graduate  of  Oberlin  College  and  the  Case  Western  Reserve  University  School 
of  Medicine.   His  presentations  and  publications  include  articles  on  persons  with  serious 
mental  illnesses  and  health  care  reform.   His  membership  on  numerous  boards,  societies  and 
committees  speaks  to  his  ceaseless  commitment  to  consumers  of  mental  health  services  and 
their  families. 
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Elaine  M.Johnson,  Ph.D. 

Dr.  Elaine  M.  Johnson  Is  the  Director  of  the  Center  for  Substance  Abuse 
Prevention  (CSAP)  of  the  Substance  Abuse  and  Mental  Health  Services 
Administration  (SAMHSA),  U.S.  Department  of  Health  and  Human  Services. 
Dr  Johnson's  extensive  and  distinguished  Federal  career  Includes  over  20 
years  in  the  administration  of  prevention,  treatment,  and  research  programs 
within  the  national  alcohol,  drug  abuse,  and  mental  health  fields.  She  has 
served  as  the  Director  of  CSAP  since  1988;  and  commencing  April  1992.  she 
served  as  the  Acting  Administrator  of  SAMHSA  for  2  years. 

CSAP  has  the  primary  responsibility  for  administering  the  Nation's  diverse 
and  extensive  alcohol  and  other  drug  abuse  prevention  programs  and 
activities  and  focusing  national  leadership  and  resources  through  State, 
private,  and  local  collaccrations.   Its  present  goa!  is  to  connect  people  and 
resources  with  innovative  strategies  and  programs  designed  to  encourage 
creative  and  effective  e^orts  aimed  at  reducing  and  eliminating  alcohol  and 
other  drug  problems  in  our  society. 

Prior  to  becoming  Direcior  of  CSAP  Dr.  Johnson  served  as  the  Deputy 

Director  of  the  National  Institute  on  Drug  Abuse.  There  she  assisted  in  expanding  research  ac:,.-es  on  cocaine 

and  established  new  programs  to  study  drug  use  and  aspects  of  drug  users'  transmission  of  -:  /  AIDS  disease. 

Dr  Johnson  has  provideo  extensive  consultation  to  major  professional  and  national  groups  en  3,conol  and 
other  drug  abuse  issues  and  has  ser/ed  as  consultant  to  the  U.S.  Department  of  State,  the  U.:  -.-ormation 
Agency,  and  the  Depanment  of  Defense  in  several  countries  in  Europe,  Latin  America,  Africa,  anc  Asia. 

Dr  Johnson  is  the  reciDient  of  numerous  governmental,  professional,  and  civic  awards,  inclu:;-.g  most  recently 
the  1993  Presidential  Distinguished  Executive  Rank  Award,  which  is  the  highest  honor  that  the  President  of 
the  United  States  can  bestow  upon  a  member  of  the  career  Senior  Executive  Service.  She  aisc  -eceived  the 
1991  Presidential  Meritorious  Executive  Rank  Award,  also  conferred  by  the  President  to  those  career  Senior 
Executive  Service  members  who  have  demonstrated  exceptional  levels  of  accomplishment.  Her  achievements 
are  acknowledged  in  numerous  national  and  international  biographies. 

Among  her  other  awards  are  the  1990  Distinguished  Service  Award  from  the  Secretary  of  Health  and  Human 
Services-  several  Outstanding  Service  Awards  from  the  National  Association  of  State  Alcohol  and  Drug  Abuse 
Directors;  and  the  National  Medical  Association's  Award  for  Outstanding  Leadership  in  Improving  Health  Care 
in  the  Black  Community. 

Dr  Johnson  has  published  many  articles  on  alcohol  and  other  drug  abuse  issues.  She  is  active  in  several 
professional  fraternal,  and  civic  associations  and  serves  on  the  boards  of  directors  of  a  number  of  national  and 
international' organizations.  She  received  her  Baccalaureate  degree  from  Morgan  State  University  in  Baltimore, 
Maryland  and  both  her  Master's  and  Ph.D.  degrees  in  Social  Work  from  the  University  of  Maryland. 
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David  J.  Mactas 

Director 

Center  for  Substance  Abuse  Treatment 


David  J.  Mactas,  director  of  the  Center  for  Substance  Abuse  Treatment    since  September 
1994,  oversees  a  variety  of  alcohol  and  other  drug  treatment    programs,  with  a  total 
budget  of  approximately   $1.4  billion.    CSAT,  one  of  three  centers  in  the  Substance 
Abuse  and  Mental  Health  Services  Administration,    is  the  lead  agency  in  the  national 
effort  to  provide  effective  and  accessible  treatment    to  ail  Americans  with  addictive 
disorders. 

Before  joining  CSAT,  Mactas  was  president   of  Marathon,   Inc.  During  his  19-year 
stewardship,  the  Rhode   Island-based    Marathon   grew  to  provide  medical  detoxification, 
residential    and  outpatient    treatment,    substance   abuse  crisis  intervention,   emergency 
shelter,  residential   treatment    programs  for  adults  and  adolescents,   and  substance   abuse 
treatment,    education   and  prevention   for  prison  inmates  and  parolees.   In  addition, 
Marathon    emerged  as  a  significant  research  and  demonstration    site  for  a  number  of 
federal   initiatives. 

A  community  leader  and  participant    in  various  civic  activities,  Mactas  has  held  numerous 
local  and  national  board  positions.  He  was  elected  chairman  of  the  Providence  Human 
Relations   Commission.  He  also  served  on  CSAT's  National   Advisory  Council  prior  to  his 
current  appointment. 

From  1984  to  1988,  Mactas  served  as  president   of  Therapeutic    Communities   of  America, 
which  represents   more  than  300  residential   treatment    facilities  in  America  and  Canada. 
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Mr.  Porter.  Thank  you,  Dr.  Chavez.  You  may  know  this,  but 
you  may  not,  so  I  want  to  say  that  I  think  you  will  be  interested 
to  know  that  we  had  six  Nobel  laureates  in  biomedical  research  be- 
fore us  about  a  week  ago  Monday,  and  spent  the  day  with  them. 
One  of  our  Members  asked  the  question  if  you  could  only  achieve 
two  priorities,  what  would  be  the  most  important  to  you. 

A  number  of  them  said  that  one  of  their  two  priorities  would  be 
to  address  mental  health  problems,  questions  of  the  brain  and  its 
function,  which  I  thought  was  extremely  interesting  since  none  of 
them  were  researchers  in  that  area.  But  it,  I  think,  brings  home 
the  importance  of  the  area  that  you  administer. 

PROGRESS 

I  want  to  start  out  with  a  philosophical  question.  We  are  spend- 
ing more  money  than  ever  before  in  this  area,  and  we  seem  to  be 
not  making  a  great  deal  of  progress.  Is  that  true  and  how  do  you 
answer  critics  that  say  what  we  are  doing  really  isn't  working  and 
things  are  just  getting  worse? 

Ms.  Chavez.  Thank  you,  Mr.  Chairman.  I  will  start  with  that 
question  and  then  I  will  ask  the  three  center  directors  to  partici- 
pate. Let  me  just  start  by — there  are  so  many  ways  to  respond  to 
that,  but  I  would  really  like  to  just  look  at  it  philosophically. 

We  have  been  able  to  demonstrate  that  treatment  does  work  and 
that  prevention  is  very  key  and  critical.  What  I  have  found  in  my 
own  personal  experience  is  that  we  have  not  focused  our  prevention 
efforts  on  children  at  a  very  young  age,  and  this  is  an  area  that 
I  think  is  very  important  and  makes  a  significant  difference. 

On  the  other  hand,  we  are  dealing  with  some  very  difficult  issues 
in  this  society.  We  are  dealing  with  issues  related  to  teenage  preg- 
nancy and  we  are  dealing  with  issues  related  to  welfare.  It  is  a 
changing  environment  for  many,  many  individuals.  I  believe  that 
one  of  the  things  that  becomes  critical  is  how  we  address  the  prob- 
lem by  involving  the  participation  of  every  person  in  the  country, 
because  it  is  impacting  every  single  individual. 

I  am  talking  about  family  members,  the  involvement  of  the  peo- 
ple at  the  local  level,  and  at  the  State  level.  I  do  believe  that  we 
have  not  spent  as  much  time  and  effort  as  we  need  to  in  addressing 
this  in  relation  to  helping  people  understand  that  it  is  a  problem 
that  impacts  all  of  society.  It  is  a  public  health  issue,  not  just  an 
issue  of  any  certain  group  of  people  throughout  the  country. 

SAMHSA  has  been  able  to  demonstrate  throughout  the  years 
that  many  of  the  programs  have  been  very  effective.  I  shudder  to 
think  where  we  would  be  today  as  a  country  if  some  of  the  pro- 
grams didn't  exist.  I  am  not  saying  that  problems  do  not  persist  be- 
cause, as  we  all  know,  they  do,  but  I  believe  they  would  be  much 
worse  than  what  they  are.  This  is  what  I  mean  when  I  say  that 
we  are  having  a  national  crises  and  that  we  have  to  work  together, 
that  your  help,  your  support,  and  your  leadership  in  these  areas 
are  going  to  be  very  important  to  us  and  to  society.  We  cannot  do 
it  alone. 

I  would  like  for  Dr.  Johnson  to  briefly  talk  about  some  of  the  pre- 
vention efforts  that  she  has  been  involved  in  for  many  years.  I 
would  also  like  Mr.  Mactas  to  talk  about  some  of  the  treatment  is- 
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sues  and  for  Dr.  Arons  to  briefly  touch  on  some  of  the  issues  relat- 
ed to  mental  health  and  mental  illness.  Thank  you. 

Mr.  Porter.  Well,  rather  than  doing  that  right  at  this  point,  I 
wonder  if  they  would  want  to  address  that  same  question,  are  we 
making  any  progress,  and  aren't  things  just  getting  worse  with  all 
the  resources  we  spend.  Are  we  really  doing  the  right  things?  If 
you  could  address  that  question  for  me,  I  would  appreciate  it. 

Ms.  Johnson.  Okay.  Let  me  begin  by  saying  we  certainly  are 
making  some  progress,  and  where  prevention  services  have  been 
applied  in  a  rigorous  fashion,  we  certainly  have  seen  some  reduc- 
tions. If  you  think  about  a  community  like  Miami,  Florida,  for  ex- 
ample, it  was  seen  as  being  the  drug  capital  of  the  country,  and 
the  "Miami  Vice"  television  show  came  about  as  a  result  of  that. 

At  the  same  time,  now  when  you  look  at  the  major  program  that 
we  have  there,  the  Miami  Coalition,  which  is  to  support  the  Com- 
munity Partnership  Program,  that  drug  use  right  now  is  half  of  the 
national  average,  and  how  that  came  about  was  that,  as  Dr.  Cha- 
vez has  pointed  out,  we  had  the  entire  community  in  support  of 
this  particular  program,  in  support  of  its  efforts. 

Businessmen  took  part  in  this  program,  academia,  law  enforce- 
ment, all  of  the  governmental  agencies,  the  youth-serving  agencies, 
the  treatment  programs,  all  of  them  were  together  working  on  this 
problem,  so  where  you  find  these  programs  and  where  you  see  that 
they  are  really  vigorously  applying  their  services,  it  is  working. 

I  can  talk  and  go  through  a  number  of  other  programs  from  a 
number  of  other  communities,  whether  they  are  high  risk  use  pro- 
grams and  you  can  see  reductions  in  drug  use.  You  can  see  im- 
provements in  academic  performance.  You  can  see  better  family 
functioning,  but  it  is  where  those  programs  are  located  and  where 
they  are  doing  a  very  effective  job,  you  then  see  certainly  some  re- 
ductions in  the  problem. 

Mr.  Porter.  So  the  answer  is  the  same  as  Dr.  Chavez,  things 
would  be  far  worse  if  we  weren't  doing  these  things  that  we  are, 
and  where  we  are  doing  them,  things  are  improved? 

Ms.  Johnson.  That  is  correct. 

Mr.  Porter.  Mr.  Mactas. 

Mr.  Mactas.  I  think  this  morning  where  we  are  starting  is  with 
two  truths.  One  is  that  there  is  a  view  that  what  we  are  doing  is 
not  working;  and  second,  there  are  data  that  we  will  present  and 
statements  that  we  will  make  regarding  the  degree  to  which  treat- 
ment and  prevention  work,  and  I  think  the  bottom  line,  to  some  ex- 
tent, is  that  we  haven't  created  the  choir  well  enough,  we  haven't 
gotten  the  word  out  well  enough. 

One  of  the  things  that  I  would  cite  and  I  cite  this  because  it  is 
current — is  the  report  released  in  1994  commissioned  by  Ck>vernor 
Wilson  of  California  called  CALDATA,  which  looks  at  the  cost-ben- 
efit of  treatment.  The  discovery  as  a  result  of  that  study  was  that 
for  every  dollar  spent  on  treatment  there  were  $7  saved  in  the  var- 
ious categories  that  impact  on  quality  of  life  and  on.  State  and  Fed- 
eral coffers  and  budgets,  such  as  expenditures  for  criminal  justice, 
primary  health  care,  homelessness  and  the  like.  That  is,  every  dol- 
lar spent  saves  another  $7. 

A  study  done  by  Rutgers  University  looking  at  the  expenditure 
of  treatment  dollars  under  the  Medicare  system  found  a  5  to  1  ratio 
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of  cost  benefit.  In  addition,  the  Rand  Corporation,  again  in  1994, 
concluded  that  not  only  is  treatment  effective  in  terms  of  its  invest- 
ment value,  but  the  most  effective  way  to  bring  down  the  consump- 
tion of  drugs  nationwide. 

At  the  Center  for  Substance  Abuse  Treatment  in  1994  two  of  our 
programs  reported  some  very,  very  graphic  results.  One  was  the 
reincarceration  rate  for  those  folks  involved  in  the  criminal  justice 
system  who  were  in  our  criminal  justice  demonstration  projects,  a 
significant  diminution  in  re-arrest  and  incarceration  and  the  con- 
sequent expenses. 

In  addition  to  that,  in  1995  the  National  Treatment  Improve- 
ment Evaluation  Studies  commissioned  by  the  Center  for  Sub- 
stance Abuse  Treatment  has  found  some  rather  graphic  positive  re- 
sults showing  the  difference  between  pre  and  post  admissions  into 
treatment.  It  brings  down  some  ranges  up  to  96  percent  diminution 
in  cocaine  use,  heroin  use,  alcohol  abuse.  The  data  are  very  robust. 
One  of  the  problems  is  we  need  to  do  a  better  job  communicating 
that. 

[The  following  information  was  provided  subsequent  to  the  hear- 
ing:] 

Treatment  brings  down  drug  and  alcohol  use  and  reduces  other  harmftil  behaviors 
by  as  much  as  96  percent.  For  example,  preliminary  data  on  outcomes  during  treat- 
ment shows  a  68  percent  decline  in  cocaine  use,  a  64  percent  decline  in  heroin  use, 
a  68  percent  decline  in  alcohol  use  and  a  95-96  percent  decrease  in  those  who  sold 
drugs,  used  weapons  or  engaged  in  sex  for  money. 

Mr.  Porter.  So  your  answer  is  we  aren't  spending  enough,  that 
we  get  a  big  payback  from  what  we  do  spend  and  if  we  spent  more 
we  would  get  a  bigger  payback? 

Mr.  Mactas.  Like  Dr.  Chavez,  I  am  coming  out  of  the  community 
for  28  years.  I  don't  know  if  there  could  ever  be  enough  while  there 
is  one  addict  on  the  street. 

Mr.  Porter.  Dr.  Arons. 

Dr.  Arons.  Mr.  Chairman,  in  the  treatment  of  mental  illness, 
clearly  I  think  we  are  making  progress  and  making  very  exciting 
progress.  I  think  that  is  where  the  Nobel  laureates  that  you  spoke 
with  are  very  excited  about  the  future.  We  are  discovering  more 
about  how  the  brain  works.  We  are  discovering  more  about  what 
works  in  treatment,  medication,  psychotherapy,  psychosocial  inter- 
ventions, and  this  is  a  time  where  we  are  moving  forward  quickly 
in  the  treatment  of  mental  illness. 

I  think  what  is  sad  is  that  very  often  what  we  know  doesn't  get 
to  the  people  who  need  the  services  and  need  the  treatment  in  the 
communities,  and  that  is  where  the  Center  for  Mental  Health  Serv- 
ices is  trying  to  place  most  of  its  effort,  bringing  what  we  know  to 
people  in  the  community  and  especially  reducing  the  stigma  associ- 
ated with  treatment  of  mental  illness. 

Mr.  Porter.  All  right.  We  will  get  to  the  budget  questions  on  the 
second  round. 

Mr.  Stokes. 

DRUG  USE  IN  SCHOOLS 

Mr.  Stokes.  Thank  you,  Mr.  Chairman.  Dr.  Chavez,  let  me  wel- 
come you  and  all  of  your  colleagues  here  this  morning.  It  is  a  pleas- 
ure to  have  you  before  our  subcommittee.  In  about  a  week  or  some 


817 

time  next  week,  a  $17.3  billion  rescission  bill  will  go  to  the  Floor 
of  the  House.  In  that  bill  is  a  cut  of  $482  million  to  a  program 
called  Safe  and  Drug  Free  Schools.  I  know  that  program  does  not 
come  under  SAMHSA,  but  let  me  just  explain  this  to  you.  That  cut 
came  from  this  subcommittee. 

The  night  we  marked  up  that  bill,  in  defense  of  not  cutting  that 
money  from  the  bill,  I  argued  on  behalf  of  the  problems  that  the 
schools  are  facing  in  this  country  today  in  terms  of  its  youth.  I  per- 
sonally visited  high  schools  where  they  have  now  taken  the  lockers 
out  of  the  schools  because  children  are  bringing  not  only  weapons 
to  school,  but  are  bringing  drugs  to  school  and  putting  them  in  the 
lockers  as  well. 

I  would  like  to  ask  you,  the  experts,  firstly,  tell  us  whether  drugs 
in  our  schools  is  a  problem.  Also,  tell  us  whether  it  is  relegated  to 
any  particular  sector  of  our  cities.  If  it  has  spread,  where  does  it 
exist.  In  light  of  Mr.  Mactas's  comment  with  reference  to  every  dol- 
lar spent  in  this  area  saves  $7,  I  would  like  for  you  to  just  talk 
about  this  problem. 

Ms.  Chavez.  Thank  you.  Congressman  Stokes. 

Let  me  start  by  sajdng  that  drugs  are  a  problem  in  all  of  our 
schools.  I  believe  it  is  not  just  at  a  junior  high-high  school  level. 
We  are  seeing  drugs  used  at  an  elementary  school  level. 

In  my  experience  it  is  not  only  the  drugs  that  are  being  used  by 
the  children,  but  also  there  are  issues  related  to  violence,  et  cetera, 
in  the  schools.  One  of  the  things  that  is  crucial  is  the  fact  that 
many  of  our  educators  are  not  prepared  to  deal  with  the  drug  issue 
and  many  of  the  other  problems  that  exist  in  the  classroom. 

We  have  found  that  early  intervention  and  prevention  programs 
and  treatment  programs  that  are  part  of  schools  or  incorporated 
into  the  schools  can  be  very  effective.  We  have  situations  where 
children  are  afraid  to  go  to  school  because  of  the  drugs  that  exist 
and  because  of  the  drug  dealers  that  hang  around  many  of  the 
school  yards.  Many  SAMHSA  programs  throughout  the  country  are 
specifically  targeted  to  this  population. 

I  would  like  Dr.  Johnson  to  talk  a  little  bit  about  some  of  the 
prevention  efforts  SAMHSA  is  involved  with  with  schools  through- 
out the  country.  But  again.  Congressman,  I  believe  that  we  must 
concentrate  our  efforts  with  children  at  much  younger  age,  for  ex- 
ample kindergarten-Head  Start  school  age  children. 

Mr.  Stokes.  Dr.  Johnson,  I  would  be  pleased  to  hear  from  you. 

Ms.  Johnson.  Good  morning,  Congressman  Stokes,  happy  to  be 
with  you  again  this  morning.  Let  me  say  that  clearly  we  have  sur- 
veys, major  surveys  that  point  out  that  we  have  problems  in  our 
schools.  These  are  children  that  are  in  school.  Among  8th,  10th  and 
12th  graders  we  certainly  see  an  increase  in  drug  use  among  those 
students. 

In  addition  to  that,  our  concern  is  that  the  school  needs  a  lot  of 
support  because  the  children  also  come  in  interaction  with  the  com- 
munity. Every  sector  that  has  influence  on  children  certainly  can 
provide  assistance,  and  the  school  has  a  major  interaction  and  a 
major  influence  with  children,  so  certainly  they  can  be  a  great  sup- 
port in  terms  of  reducing  these  problems,  and  the  schools  working 
with  families,  the  schools  working  with  communities  can  certainly 
play  a  major  role,  but  there  certainly  is  a  problem  in  our  Nation's 
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schools.  You  asked  whether  or  not  it  is  within  other  segments  or 
is  it  in  a  particular  sector.  Let  me  say  it  is  a  national  problem. 

DRUG  USE  IN  DIFFERENT  POPULATIONS 

Mr.  Stokes.  There  are  a  lot  of  m3rths  out  there.  Just  being  hon- 
est about  it,  there  are  m3^hs  that  these  drugs  just  exist  in  the  mi- 
nority communities  and  in  the  inner  cities,  and  involves  the  black 
kids  or  Hispanic  kids.  We  all  should  know  the  facts.  Who  is  using 
drugs  mostly? 

Ms.  Johnson.  The  majority  of  drugs  used  in  this  country  are  not 
used — are  not  just  within  minority  communities.  Let  me  point  out 
that  we  ran  a  very  successful  campaign  looking  at,  for  example,  Af- 
rican-American young  children  between  the  ages  of  9  and  14,  and 
what  we  found  out  was  that  their  rates  were  less  than  any  other 
population  group  in  the  country,  and  that  survey  after  survey  con- 
firmed that. 

The  problem  is  that  they  are  not  able  to  sustain  that  drug-free 
life-style  as  they  get  older,  and  what  we  need  to  know  more  about 
is  how  is  it  that  they  have  such  strong  resiliency  in  their  younger 
years,  in  their  younger  years  they  use  drugs  a  lot  less.  So  that  is 
a  m3rth,  to  point  out  that  it  is  just  inner  city  and  just  children  of 
color  that  are  using  drugs.  It  is  certainly  throughout  our  society, 
and  a  majority  of  drug  users  in  this  country  are  not  minority.  They 
are  disproportionately  affected,  that  is  true,  but  the  majority  are 
certainly  not  minority. 

Mr.  Stokes.  Am  I  correct  that  while  there  has  been  some  decline 
in  the  use  of  drugs  in  the  youth  population  a  few  years  back,  that 
there  has  been  a  recent  increase  over  the  last  couple  of  years  in 
terms  of  drug  usage  among  all  of  our  youth?  Is  that  correct? 

Ms.  Johnson.  Yes,  that  was  the  study  I  was  pointing  out,  the 
Monitoring  the  Future  Study  that  looks  at  8th,  10th  and  12th  grad- 
ers. We  are  seeing  significant  increases  in  their  drug  use  rates  in 
every  category  of  drugs. 

Let  me  just  point  out  to  you,  you  mentioned  other  populations. 
LSD,  for  example,  is  a  drug  of  increase,  and  that  is  a  drug  prin- 
cipally, not  principally  but  more  significantly  used  by  middle  class 
drug  users,  so  your  point  is  quite  accurate. 

Mr.  Stokes.  Can  you  furnish  to  us  that  study  you  referenced? 

Ms.  Johnson.  I  would  be  happy  to  do  that.  We  have  two  studies. 
We  have  studies  funded  by  SAMHSA,  the  National  Household  Sur- 
vey, as  well  as  those  funded  by  the  National  Institute  on  Drug 
Abuse,  which  is  the  Monitoring  the  Future  Survey  of  students.  I 
will  provide  that. 

Mr.  Stokes.  I  would  appreciate  it  if  you  would  furnish  that  to 
us. 

[The  information  follows:] 

Recent  data  have  indicated  a  resurgence  of  illicit  drug  use  among  the  youth  popu- 
lation after  more  than  a  decade  of  decline.  The  Monitoring  the  Future  Study,  con- 
ducted by  the  University  of  Michigan  and  sponsored  by  NIDA,  recently  released 
data  for  8th,  10th  and  12th  graders  in  1994.  These  data  showed  that  current  use 
of  marijuana  (the  most  commonly  used  illicit  drug)  increased  between  1992  and 
1994  from  3.7  percent  to  7.8  percent  among  8th  graders,  from  8.1  percent  to  15.8 
percent  among  10th  graders,  and  from  11.9  percent  to  19.0  percent  among  12th 
graders.  Current  marijuana  use  among  seniors  had  decreased  prior  to  then  from 
37.1  percent  in  1978  to  11.9  percent  in  1992.  Evidence  of  the  increase  in  use  among 
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youth  was  also  found  in  the  National  Household  Survey  on  Drug  Abuse,  sponsored 
by  SAMHSA,  which  surveys  youth  in  their  homes  and  found  that  after  claiming  to 
4.0  percent  in  1992,  the  rate  of  current  use  of  marijuana  among  12-17  year  olds 
was  4.9  percent  in  1993.  In  this  survey,  the  rate  had  been  16.7  percent  in  1979. 
Copies  of  the  reports  from  these  two  surveys  are  submitted  under  separate  cover. 
(Press  release  from  1994  Monitoring  the  Future  Study;  Preliminary  Estimates  from 
the  National  Household  Survey  on  Drug  Abuse,  Advance  Report  7,  July  1994,  Office 
Applied  Studies,  SAMHSA). 

DETERMINANTS  OF  SUBSTANCE  ABUSE 

Mr.  Stokes.  As  we  learn  more  about  this  health  problem  have 
we  determined,  Dr.  Chavez,  whether  substance  abuse  is  more  bio- 
logically predetermined  or  is  it  just  a  behavioral  choice  that  be- 
comes uncontrolable? 

Ms.  Chavez.  Congressman  Stokes,  it  is  a  combination  of  both.  I 
am  going  to  have  Mr.  Mactas  expand  on  this. 

Mr.  Stokes.  Sure,  Mr.  Mactas. 

Mr.  Mactas.  Thank  you.  Well,  we  have  learned  much,  and  con- 
tinue to  learn  much  from  the  literature  and  from  the  research  that 
is  done  by  the  National  Institute  on  Drug  Abuse  and  the  National 
Institute  on  Alcoholism  and  Alcohol  Abuse,  as  Dr.  Chavez  points 
out.  We  are  convinced  that  drug  abuse  is  a  biopsychosocial  phe- 
nomenon, that  there  are  many  determinants  of  substance  abuse. 

We  know  that  poverty,  homelessness,  the  disintegration  of  fami- 
lies, illiteracy,  and  poor  health  play  roles.  We  know  that  another 
principal  determinant  or  predictor  of  substance  abuse  can  be  if 
there  has  been  substance  abuse  in  your  family.  That  is  to  say  there 
is  an  intergenerational,  is  there  a  cycle  from  which  you  need  to 
break  out. 

The  research,  the  demonstrations  in  which  we  are  engaged,  seek 
to  look  at  correlations  between  many  of  these  social  factors  as  it 
relates  to  the  biomedical  research.  That  is  done,  and  Dr.  Arons  can 
correct  me  if  I  am  wrong,  by  and  large  at  the  National  Institutes 
of  Health.  We  are  looking  at  all  of  the  other  factors. 

Mr.  Stokes.  Thank  you  very  much. 

Thank  you,  Mr.  Chairman. 

Mr.  Porter.  Thank  you,  Mr.  Stokes. 

Mr.  Miller. 

Mr.  Miller.  Let  me  pass  for  right  now. 

Mr.  Porter.  Pass  for  now.  Ms.  Pelosi. 

Ms.  Pelosi.  Thank  you  very  much,  Mr.  Chairman.  Mr.  Chair- 
man, it  is  with  another  point  of  pride  that  I  join  you  in  welcoming 
Dr.  Chavez  and  the  very  distinguished  panel  this  morning  because 
her  association,  however  brief,  in  San  Francisco,  is  still  a  source  of 
pride  to  us  there.  I  can't  help  but  observe,  Mr.  Chairman,  that  in 
the  past  three  days  the  representation  that  we  have  had  from  the 
Administration  looks  Uke  America.  Starting  out  with  Secretary 
Shalala,  one  of  the  leading  women  in  our  country,  and  although  Dr. 
Lee  might  not  like  me  characterizing  him  as  a  senior  citizen,  he 
has  contributed  a  great  deal  to  our  country  over  a  long  period  of 
time.  Then  we  had  before  us  Dr.  Satcher,  Dr.  Sumaya  and  now  we 
have  Dr.  Chavez  and  Dr.  Johnson  joining  their  very  distinguished 
colleagues  who  work  very  hard  on  the  very  important  issues  of  sub- 
stance abuse  and  mental  health  services. 
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PREVENTION 


Throughout  our  hearings  and  throughout  our  debate  on  the  Floor 
I  think  that  one  area  where  Democrats  and  RepubUcans  agree  is 
that  we  must  reduce  the  deficit.  Deficit  reduction  has  been  a  driv- 
ing force  here.  I  think  of  it  differently  than  some  of  my  colleagues. 
I  believe  some  investments  could  eventually  reduce  the  deficit  sig- 
nificantly. 

Dr.  Chavez,  you  talk  about  $350  billion,  being  the  cost  for  sub- 
stance abuse  to  our  society  and  a  third  of  our  Medicaid  spending 
being  attributable  to  some  substance  abuse.  Given  these  figures, 
one  can  see  that  prevention  is  important  and  the  work  that  you  do 
at  SAMHSA  more  broadly  are  dollars  well  spent  for  our  own  econ- 
omy as  well  as  for  reducing  the  deficit.  If  we  could  leave  aside  for 
the  moment  the  huge  personal  cost  to  society,  which,  of  course,  we 
can't,  but  if  we  are  speaking  just  dollars  and  cents,  in  my  view  it 
is  good  fiscal  policy  to  make  the  kinds  of  investment  that  spare  us 
the  much  greater  fiscal  cost  in  the  short  and  in  the  long  run.  It  is 
in  that  spirit  that  I  am  a  strong  supporter  of  SAMHSA. 

I  wish  that  some  of  my  other  colleagues  were  here  to  review  your 
testimony.  I  am  proud  to  say  that  our  Chairman  and  Mr.  Miller 
supported  my  amendment  in  full  Committee,  and  rejected  an 
amendment  to  take  the  funds  from  the  SAMHSA  block  grant  in 
order  to  restore  AIDS  prevention  and  AIDS  care  funding.  I  thought 
it  was  the  exact  wrong  place  to  go  for  an  offset. 

However,  I  think  you  clearly  have  demonstrated  in  your  testi- 
mony thus  far  that  prevention  works,  and  that  you  do  save  us 
money  by  preventing  more  people  from  becoming  infected  by  HIV. 
If  you  would  like  to  comment  on  that,  I  would  welcome  your  com- 
ments. Otherwise  I  will  go  on  to  a  budget  question. 

Ms.  Chavez.  Congresswoman  Pelosi,  it  is  wonderful  to  see  you 
again.  I  want  to  thank  you  and  the  Chairman  and  all  the  members 
of  the  committee  for  continuing  to  support  the  prevention  initiative. 
As  you  know,  Congresswoman  Pelosi,  many  of  the  prevention  ef- 
forts that  SAMHSA  has  been  involved  in  have  been  specifically  in 
the  area  of  HIV  and  AIDS,  particularly  with  many  of  the  young 
people  who  are  involved  in  substance  abuse.  I  do  thank  you  for  that 
support,  and  David  or  Elaine,  do  you  want  to  add  an3rthing? 

Mr.  Mactas.  One  quick  comment.  Intravenous  drug  use,  intra- 
venous drug  users  remain  the  most  virulent  conduit  of  AIDS  into 
the  heterosexual  community,  so  the  connection  between  drug  use, 
not  only  intravenous  drug  use,  but  other  risk  factors  involving 
other  kinds  of  drug  use  remain  a  very,  very  large  problem. 

We  are  glad  that  we  can  maintain  at  least  in  our  projected  dem- 
onstration budget  the  allocation  for  AIDS  outreach  demonstration 
projects,  of  which  I  know  there  is  one  in  San  Francisco  and  there 
are  others  around  the  Nation.  I  was  administering  one  before  I 
came  down  to  SAMHSA,  so  they  are  very,  very  vital  and  certainly 
need  your  continued  support.  Thanks  so  much,  Congresswoman. 

Ms.  Pelosi.  Appreciate  your  making  that  mention.  Yes,  Dr. 
Johnson. 

Ms.  Johnson.  I  wanted  to  say  briefly  that  I  am  pleased,  too,  that 
you  made  the  connection  between  prevention  of  drug  use  and  pre- 
vention of  AIDS  because  clearly  there  is  that  correlation,  that 
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strong  relationship,  and  we  certainly  are  concerned,  as  you  are, 
that  the  level  of  increase  for  AIDS,  among  adolescents  is  certainly 
on  the  rise,  and  our  concern  is  that  we  are  able  to  continue  those 
programs  and  supplement  those  programs  that  we  have,  for  exam- 
ple, for  high  risk  youth  as  well  as  the  Community  Partnership  Pro- 
grams that  focus  on  that  population,  because  of  their  use  it  places 
them  at  great  risk  for  HIV  infection,  so  thank  you  very  much. 

DISTRIBUTION  OF  SUBSTANCE  ABUSE  TREATEMENT  FUNDS 

Ms.  Pelosi.  Thank  you.  Dr.  Chavez,  your  budget  request  indi- 
cated that  you  intend  to  eliminate  direct  assistance  to  local  health 
departments  for  substance  abuse  treatment  capacity  expansion.  In- 
stead, you  direct  these  resources  to  form  partnerships,  replacing 
the  current  State  block  grants. 

My  question  relates  to  how  you  would  have  any  leverage  to  influ- 
ence the  decisions  from  the  States  because  my  understanding  is 
that  you  do  not  require  that  the  States  allocate  the  funds  based  on 
need,  but  rather  based  on  population.  That  is  what  happens  in 
California  so  money  goes  where  the  population  is  rather  than 
where  the  need  is. 

I  have  obviously  a  parochial  interest,  Mr.  Chairman,  because  we 
come  up  short  on  this  in  San  Francisco  where  we  have  tremendous 
need  that  is  not  recognized  by  the  State.  I  just  wondered  why  at 
the  Federal  level  we  don't  require  that  the  funds  that  we  send  to 
states  follow  the  need  rather  than  population. 

Ms.  Chavez.  Let  me,  Congresswoman  Pelosi,  make  some  general 
comments,  then  I  will  have  Daryl  Kade  discuss  some  more  of  those 
issues.  You  asked  about  the  State  responsibility. 

One  of  the  things  that  we  believe  is  critical  is  our  partnership 
with  the  States.  SAMHSA's  partnerships,  not  only  in  relation  to  de- 
veloping the  agenda  and  the  national  performance  goals,  are  part 
of  an  environment  that  not  only  includes  those  individuals  who  are 
at  the  State  level  making  those  decisions  but  families,  consumers, 
and  community-based  organizations,  as  well. 

We  also  see  that  by  making  these  changes  that  there  will  be 
greater  latitude  in  directing  resources,  and  that  people  from  each 
State  are  in  a  better  position  to  decide  how  these  resources  will  be 
spent.  We  are  eliminating  many  of  our  current  earmarks  and  our 
mandates,  but  one  that  we  are  very  supportive  of  and  very  commit- 
ted to  is  the  one  we  talked  about  earlier,  and  that  is  a  20  percent 
set-aside  for  prevention. 

Our  demonstration  and  training  clusters  will,  also  give  us  some 
flexibility.  We  are  going  to  be  working  side  by  side  along  with  the 
States  on  what  they  identify  as  some  of  the  most  pressing  issues 
are  in  relation  to  the  formula.  As  you  know,  we  have  two  for- 
mulas— one  for  mental  health  and  one  for  substance  abuse. 

These  formulas  are  established  by  Congress  and  once  the  dollars 
are  allowed  to  the  States,  it  is  the  State's  responsibility  to  decide 
how  they  are  going  to  allocate  those  resources. 

Daryl,  would  discuss  this  a  little  bit  more? 

Ms.  Kade.  Certainly.  I  believe  our  proposal  has  been  submitted 
to  the  Hill  this  week.  The  partnership  proposal  includes  a  require- 
ment that  the  States  develop  a  plan  and  report  back  to  us  on  that 
plan.  That  plan  would  include  national  goals  that  are  negotiated 
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with  the  Secretary  and  measures  by  which  a  State's  progress  would 
be  measured  against  those  goals.  So  it  is  very  much  a  situation 
where  the  State  and  the  Feds  will  be  working  very  closely  together 
to  identify  their  needs.  They  will  have  to  identify  needs. 

Even  though  the  formula  is  population-based,  there  isn't  any  re- 
quirement that,  indeed,  the  funds,  once  they  get  to  the  State,  have 
to  be  distributed  by  a  type  of  population  formula,  so  there  is  a  cer- 
tain degree  of  accountability,  but  it  is  going  to  be  very  much 
shaped  by  the  nature  of  the  State  negotiations  with  the  Federal 
government. 

Ms.  Pelosi.  Well,  as  you  know,  in  the  political  world  that  we  live 
in  the  money  goes  where  the  power  is  and  if  you  are  talking  about 
population,  you  are  talking  about  representation  in  the  State  legis- 
lature and  where  those  decisions  are  made,  so  it  will  not  follow  the 
need.  It  will  follow  the  population,  and  that  is  a  political  fact  of  life 
unless  there  is  some  more  requirement  for  need-based  allocation. 

TREATMENT  IMPROVEMENT  GRANTS 

We  adopted  language  last  year  in  the  committee  language  that 
said  that  priority  would  be  given  in  making  treatment  improve- 
ment grants  to  programs  previously  funded  by  asset  forfeiture 
funds  which  are  in  danger  of  being  discontinued. 

What  has  SAMHSA  done  to  respond  to  this  provision  in  the  com- 
mittee's conference  report? 

Ms.  Chavez.  Mr.  Mactas. 

Mr.  Mactas.  We  have  a  number  of  programs  that  are  very,  very 
worthwhile  Nationwide  that  were  funded  as  a  result  of  time  limited 
forfeiture  funds.  We  are  trying  at  this  point  to  deal  with  each 
grantee  on  the  merits  and  afford  them  priority  upon  reapplication 
for  demonstration  grant  funds.  Currently,  CSAT  has  issued  funding 
announcements  for  4  programs  in  1995.  There  will  be  a  priority 
given  in  the  competition  for  all  of  those  grantees  who  enjoy  the 
fruits  of  those  forfeiture  funds. 

AIDS  MENTAL  HEALTH  PROJECT 

Ms.  Pelosi.  Quickly,  Dr.  Arons,  could  you  tell  me  what  is  hap- 
pening with  the  AIDS  mental  health  project?  Is  there  an  intention 
to  continue  it? 

Dr.  Arons.  Yes,  Congresswoman  Pelosi.  First,  let  me  say  it  has 
always  been  a  privilege  to  work  with  you  and  your  staff,  and  they 
have  helped  us  understand  some  of  the  implications  of 
neuropsychiatric  and  psychosocial  issues  among  individuals  af- 
fected by  HIV/AIDS.  We  have  started  a  very  successful  program  in 
that  area.  It  is  really  what  you  talked  about  before,  an  investment 
in  the  future,  through  11  selected  sites  and  a  comprehensive  na- 
tional coordinating  center. 

We  will  be  determining  what  works  best  in  delivering  mental 
health  services  to  individuals  ajfTected  by  HIV/AIDS  so  that  we  can 
assure  greater  productivity,  increase  the  quality  of  life,  get  people 
back  to  work  and  so  forth.  We  do  intend  to  continue  these  projects 
through  their  completion  so  we  can  get  that  information  and  have 
that  report  available  to  the  entire  Nation. 

If  I  could  just  add  one  more  thing,  I  think  this  program  is  also 
an  excellent  example  of  Federal  agencies  working  together.  We 
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have  three  Federal  agencies  working  together  each  adding  their 
own  expertise  to  the  program.  We  are  very  pleased  with  how  it  is 
working  out.  Also  we  see  it  as  a  sort  of  legacy  to  the  work  that  Bill 
Bailey  did  in  developing  this  program. 

Ms.  Pelosi.  Thank  you,  Dr.  Arons.  Mr.  Chairman,  I  want  to 
close  by  thanking  our  witnesses  and  also  saying  that  I  hope  they 
will — I  know  that  they  will  be  following  the  committee's  conference 
report  language  last  year  that  directs  SAMHSA  to  coordinate  the 
AIDS  Outreach  Program  with  the  CDC/HIV  Prevention  Commu- 
nity Planning  Program.  I  don't  have  time  to  ask  that  question,  but 
I  just  want  to  put  that  on  the  table.  Thank  you,  Mr.  Chairman. 

Mr.  Porter.  Before  calling  on  Mr.  Miller,  I  want  to  put  on  the 
table  some  thoughts  that  I  want  to  ask  at  the  end.  One  of  them 
is  that  I  want  to  ask  if  the  onset  of  drug  use  and  abuse  doesn't 
really  follow  the  availability  of  money. 

In  other  words,  isn't  it  the  wealthier  communities  where  kids  get 
access  to  more  money  earlier  where  the  use,  the  onset  starts  ear- 
lier, and  it  is  likely  to  be  later  where  young  people  don't  have  as 
much  access  to  the  resources  necessary  to  purchase  the  drugs.  It 
is  an  irony  to  me  that  if  that  is  true  that  we  have  a  society  today 
where  in  most  cases  both  parents  are  making  a  nicer  home  to  give 
the  kids  more  money  and  the  money  often  goes  in  the  wrong 
places. 

Second,  that  television  has  become  so  strong  a  portion  of  our  cul- 
ture that  the  messages  are  not  always,  in  fact,  often  are  not  the 
ones  we  need  to  hear  and  often  the  message  is  that  children  are 
really  the  equals  of  adults,  that  they  have  rights  beyond  being  the 
child  of  a  parent,  and  that  the  parents  really  don't  have  much 
standing  to  discipline  them  or  set  their  standards  for  them. 

Finally,  a  philosophy  in  our  society  that  people  are  all  victims, 
that  they  don't  have  responsibility  for  their  actions.  We  have  a  trial 
going  on  in  Los  Angeles  where  the  defense  is  doing  a  marvelous  job 
of  depicting  someone  accused  of  murder  as  himself  a  victim.  It 
seems  to  pervade  everything  we  do.  That  is  a  question  for  later. 

Mr.  Miller. 

Mr.  Miller.  I  will  be  fairly  brief  First,  I  want  to  thank  you  for 
coming.  I  apologize  for  missing  your  opening  statement,  but  I  was 
testifying  myself  at  another  committee  in  this  building  on  congres- 
sional pensions,  our  own  personal  pensions.  Some  people  might 
question  my  own  mental  health  for  being  willing  to  stand  up  and 
talk  about  our  own  pensions. 

I  used  to  serve  in  the  mental  health  center  in  Manatee  County, 
Florida,  a  number  of  years  ago.  I  also  used  to  serve  on  the  board 
at  the  same  time  of  the  local  community  hospital  which  had  a  men- 
tal health  center  in  it. 

In  fact,  I  had  to  resign  from  the  Mental  Health  Board  because 
the  mental  health  center  and  the  hospital  were  in  litigation  over 
certificate  of  need  and  the  attorney  said  I  couldn't  serve  on  both 
boards.  But  I  did  have  the  experience  of  seeing  mental  health  serv- 
ices being  delivered  at  the  local  level,  both  at  in-house  facilities  in 
the  Manatee  Memorial  Hospital  and  what  is  now  called  Manatee 
Glens  in  Manatee  County. 

I  am  aware  of  the  problems,  and  I  know  that  most  of  the  funding 
comes  from  Washington  and  from  Tallahassee.  I  am  strongly  com- 
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mitted  to  the  balanced  budget,  and  we  have  such  difficult  choices 
here  in  Congress,  that  it  is  going  to  be  hard  to  reach  that  point  of 
a  balanced  budget  in  the  year  2002.  But  when  you  think  about 
what  happens  if  we  don't  balance  that  budget,  and  what  we  are 
leaving  our  children  and  grandchildren,  we  are  literally  destroying 
the  economic  health  of  our  country.  We  are  destroying  the  standard 
of  living  that  we  are  enjoying,  and  our  competitiveness  in  the  world 
economy.  We  have  to  reach  that  balanced  budget.  That  is  why  we 
have  the  tough  choices. 

I  hope  you  understand  as  we  go  through  this  process  over  the 
next  several  months  it  is  not  that  we  dislike  any  program,  whether 
it  is  the  Summer  Jobs  Program  or  NIH  funding,  it  is  only  that  we 
have  to  look  at  everything  to  reach  that  final  limit.  I  know  your 
increase  is  like  2  percent  this  year  which  is  relatively  modest,  but, 
of  course,  when  you  increase  spending  that  doesn't  get  us  to  the 
balanced  budget. 

PROGRAM  CONSOLIDATIONS 

How  many  different  programs  do  you  have  in  your  entire  depart- 
ment. Dr.  Chavez? 

Ms.  Chavez.  Congressman  Miller,  is  this  in  relation  to  our 

Mr.  Miller.  Describe  it  both  ways.  I  commend  you  for  consoli- 
dating programs,  but  I  am  interested  in  what  the  trend  has  been. 

Ms.  Chavez.  Certainly.  Let  me  start  out  by  saying  we  have  three 
centers,  as  you  know,  the  Center  for  Mental  Health  Services  Cen- 
ter for  Substance  Abuse  Treatment,  and  Center  for  Substance 
Abuse  Prevention,  and  they  have  a  variety  of  programs  and  initia- 
tives. 

For  example,  in  the  prevention  program  we  have  the  high  risk 
youth,  pregnant  women,  infants,  community  prevention,  and  other 
programs,  but  I  am  going  to  have  the  center  directors  just  briefly 
give  you  an  idea  what  some  of  those  programs  are. 

Mr.  Miller.  Just  numbers  rather  than  specific  names. 

Ms.  Chavez.  Oh,  the  numbers?  We  have  got  26. 

Mr.  Miller.  Total? 

Ms.  Chavez.  The  total  is  26  currently. 

Mr.  Miller.  What  about  after  the  consolidation  you  are  propos- 
ing? 

Ms.  Chavez.  We  are  proposing  to  go  to  five,  consolidate  26  to 
five. 

downsizing 

Mr.  Miller.  Have  you  ever  gone  through  the  exercise  that  big 
corporations  have  gone  through  in  a  downsizing  effort?  In  the  Unit- 
ed States,  there  were  big  corporations  in  the  1980s  that  had  to  go 
through  this  major  downsizing.  They  say  "Instead  of  looking  at  5 
percent  cuts,"  let's  look  at  a  25  percent  cut,"  and  executives  have 
said  this  has  been  very  beneficial  because  it  forces  them  to  think 
about  solving  problems  in  a  different  way.  It  requires  decisions  on 
whether  we  should  privatize  more,  or  whether  or  not  we  should 
really  perform  that  function. 

I  know  you  have  raised  the  issue  of  trying  to  define  exactly  what 
the  Federal  role  is  in  your  agency.  And  when  you  go  through  the 
25  percent  exercise,  it  really  forces  a  completely  different  thinking 
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of  going  after  a  problem.  If  you  were  going  to  design  the  functions 
of  your  agency  now,  would  it  be  the  same  as  when  it  was  created 
originally?  How  many  years  ago  was  this  created,  SAMHSA?  When 
was  it  created  originally? 

Ms.  Chavez.  Congressman  Miller,  it  was  in  1993  that  SAMHSA 
was  created,  prior  to  that  it  was  ADAMHA. 

Mr.  Miller.  But  it  was  a  consolidation  of  current  programs  that 
brought  together  SAMHSA,  right? 

Ms.  Chavez.  Yes. 

Mr.  Miller.  Have  you  ever  gone  through  the  exercise  of  what 
would  happen  if  you  created  SAMHSA  today,  with  the  idea  of  hav- 
ing to  go  to  a  balanced  budget?  It  is  great  you  are  going  through 
the  consolidations,  but  I  am  looking  for  a  more  dramatic  change 
since  it  is  an  exercise  that  corporate  executives  found  very  bene- 
ficial and  makes  you  think  in  a  whole  different  light.  I  would  rec- 
ommend you  to  look  at  that. 

Ms.  Chavez.  Congressman  Miller,  that  is  a  wonderful  question. 
I  have  only  been  at  SAMHSA,  as  I  indicated  earlier,  for  about  five 
months,  and  what  I  have  found  during  this  time  is  that  in  a  short 
life-span  that  SAMHSA  has  had,  about  two-and-a-half  years,  it  has 
been  reinvented,  reengineered,  and  streamlined  many  times  over. 
The  only  thing  that  we  have  not  been  is  repossessed. 

Hopefully,  that  is  not  going  to  happen  again.  But,  yes,  we  have 
been  going  through  our  own  streamlining  process  in  terms  of  look- 
ing at  our  internal  operation  as  well  as  external  activities  in  rela- 
tion to  how  we  are  going  to  work  with  our  partners  in  a  way  that 
is  a  much  more  efficient. 

What  we  have  done  as  part  of  this  process  is  reduce  our  own 
budget  by  approximately  $3.2  million,  which  means  50  FTEs  for 
1996  alone.  We  are  looking  for  future  savings  within  our  own  inter- 
nal operation.  One  of  the  first  things  that  I  did  when  I  got  to 
SAMHSA  is  to  really  look  at  some  of  the  offices  that  we  have  and 
examine  the  areas  that  we  can  combine,  eliminate,  collapse,  and  co- 
ordinate much  better. 

Effective  January  of  this  year,  for  example,  we  centralized  all  of 
our  review  processes.  Instead  of  having  three  review  offices  in 
three  centers,  we  were  able  to  have  one.  In  relation  to  your  25  per- 
cent, we  have  examined  not  only  a  25  percent  estimate,  but  also 
5  or  10  percent  figures.  You  look  at  if  you  don't  exist  what  happens 
and  who  performs  some  of  these  functions,  so  we  are  looking  at 
that.  In  addition,  we  are  also  part  of  the  REGO  II  process  where 
we  are  looking  at  the  development  of  decision  trees  and  whether 
some  of  the  things  that  we  do  are,  indeed,  a  Federal  role  or  should 
be  parceled  out  to  the  States. 

Mr.  Miller.  I  commend  you  for  doing  that.  One  last  comment, 
if  there  is  anything  that  Congress  does  to  cause  problems  such  as 
mandates  on  you  that  we  should  revisit,  feel  free  to  address  prob- 
lems that  we  are  creating.  Thank  you  very  much. 

Ms.  Chavez.  Thank  you  so  much,  Congressman  Miller. 

Mr.  Porter.  Thank  you,  Mr.  Miller. 

Mr.  Istook. 

Mr.  Istook.  Thank  you,  Mr.  Chairman. 

Dr.  Chavez,  I  don't  know  if  what  I  have  is  a  question  so  much 
as  trying  to  express  to  you  what  I  think  is  some  information  that 
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is  needed  and  perhaps  have  a  dialogue  with  you  on  that,  and,  of 
course,  we  will  submit  some  requests  for  the  record. 

I  am  concerned  that  frequently  when  we  have,  whether  it  be 
from  your  Department  or  any  other,  when  we  have  testimony  about 
people  receiving  services  and  benefits  from  government  programs, 
we  usually  receive  that  in  a  vacuum;  that  is,  we  are  told  what  they 
may  be  receiving  from  this  particular  program,  maybe  it  is  mental 
health  and  substance  abuse,  but  we  don't  understand  what  other 
government  services  the  same  person  might  be  receiving. 

Are  they  receiving  SSI,  for  example,  or  disability  benefits?  Are 
they  a  recipient  of  food  stamps?  Are  they  involved  in  Medicaid  ex- 
penditures or  whatever  else  it  may  be,  and  frequently  we  are  told 
we  have  got  to  do  something  for  this  person  because  of  their  prob- 
lems, but  we  are  not  told  the  full  scope  of  what  else  the  govern- 
ment is  doing  with  them. 

RELAPSE 

I  would  be  interested  because  your  testimony,  for  example,  I  am 
going  to  refer  to  it,  your  testimony  begins  mentioning,  and  this  is 
a  quote  from  it,  "about  52  million  persons  aged  15  to  54  years  have 
experienced  at  least  one  substance  abuse  or  mental  disorder  in 
their  lifetime."  I  realize  that  is  not  the  full  testimony,  but  a  state- 
ment such  as  that  is  so  overbroad  that  it  is  meaningless,  you  know. 

One  episode  of  substance  abuse  is  far  distinct  from  someone  that 
has  a  chronic  problem  with  it,  and  that  it  is  actually  a  significant 
factor  in  their  conduct  and  in  the  direction  in  which  their  life  is 
headed.  I  am  told  from  information  from  the  Oklahoma  Depart- 
ment of  Mental  Health  and  Substance  Abuse  that  rates  of  relapse 
are  not  being  tracked,  and  I  presume  that  that  is  talking  about  on 
the  national  level,  that  we  talk  about  somebody  being  treated  once, 
but  has  this  same  person  been  treated  consistently  at  taxpayers' 
expense  over  five  or  10  or  15  or  a  20-year  period  or  whatever  it 
might  be? 

And  at  what  point  is  the  relapse  such  that  we  are  not  accom- 
plishing anything?  So  my  question  to  you  really  is  what  tracking 
mechanisms  do  you  have  on  relapse,  and  to  distinguish  between 
people  with  chronic  problems  which  maybe  have  gotten  to  the  point 
that  they  are  no  longer  addressable  and  what  persons  are  still 
within  a  range  where  one,  they  have  progressed  to  the  point  where 
they  need  the  service,  but  they  have  not  gotten  to  the  point  where 
it  is  not  productive,  that  nothing  is  actually  being  accomplished? 

What  tracking  are  you  doing?  What  information  do  you  have  that 
you  can  share  with  us,  and  I  realize  you  may  not  have  it  all  with 
you.  This  may  be  some  things  for  the  record,  but  I  would  like  to 
know  what  you  have  done  to  develop  information  in  these  areas. 

Ms.  Chavez.  Congressman,  that  is  an  excellent  question.  Let  me 
respond  as  best  as  I  can,  and  then  let  me  turn  this  over  to  some 
of  my  colleagues.  For  the  record,  we  will  be  providing  you  with  ad- 
ditional information. 

[The  information  follows:] 

The  Target  Cities  Program  has  supported  the  development  and  implementation 
of  centralized  intake,  assessment  and  referral  systems.  Through  the  establishment 
of  management  information  systems  which  track  clients  based  on  a  unique  identi- 
fier, these  projects  are  able  to  track  readmissions  into  treatment.  This  centralized 


827 

system  allows  for  standardized  and  consistent  client/treatment  matching  which  en- 
hances both  retention  and  post-treatment  outcomes. 

Ms.  Chavez.  One  of  the  first  issues  that  you  brought  up  is  what 
do  many  of  our  clients  need  and  how  do  we  monitor  those  kinds 
of  services  that  they  are  getting.  Obviously,  if  we  are  looking  at 
programs  that  are  effective,  we  find  that  many  of  the  individuals 
that  need  our  services  do  not  need  just  one  service  because  they 
come  into  these  systems  with  a  multitude  of  problems.  For  exam- 
ple, many  of  them  need  health  services,  some  of  them  may  be  re- 
ceiving SSI,  some  of  them  may  be  needing  help  with  employment, 
et  cetera,  so  there  is  a  full  circle  of  services  that  many  of  the  indi- 
viduals throughout  the  country  are  in  need  of 

This  kind  of  infrastructure  is  not  only  very  important  in  relation 
to  the  effectiveness  of  treatment,  but  it  is  also  very  critical  when 
you  look  at  how  well  communities  are  able  to  coordinate  these  serv- 
ices and  to  ensure  that  the  person  is  getting  the  kinds  of  services 
that  are  needed. 

What  I  think  is  very  important  is  that  we  do  know  that  the 
longer  the  person  stays  in  treatment,  the  more  effective  it  will  be. 
Sometime  we  read  about  short-term  treatment,  and  this  may  not 
be  as  effective.  Would  any  of  the  Members 

Mr.  ISTOOK.  Before  you  do,  on  the  last  comment  you  made,  talk- 
ing about  the  ineffectiveness  of  short-term  treatment,  do  you  have 
policies  or  programs  in  place  to  say  that  we  have  a  mechanism  to 
assure  that  if  someone  comes  into  a  program,  we  are  not  going  to 
even  pay  out  money  for  short-term  treatment  that  is  not  going  to 
work?  You  have  either  got  to  stay  with  it  long  enough  to  be  detoxed 
or  otherwise  changed  or  it  is  not  available? 

Mr.  Mactas.  Good  morning,  Congressman.  I  have  got  some  data 
that  speak  to  some  of  your  first  questions  that  might  be  helpful  in 
this  context.  The  Office  of  National  Drug  Control  Policy  cites  2.7 
million  as  the  number  of  hard-core  drug  abusers  from  a  field  of 
13.5  million  drug  abusers. 

The  alcohol  figure  that  we  get  from  the  National  Association  of 
State  Alcohol  and  Drug  Abuse  Directors  is  15  million,  so  that  if  we 
are  looking  at  the  problem  population,  that  is  38.7  million.  Under 
the  present  block  grant,  the  funds  pay  for  the  treatment  of  3.8  mil- 
lion people  for  drug  and  alcohol  abuse.  Our  block  grant  dollars  con- 
stitute about  40  percent  of  the  total  costs  of  treatment. 

One  of  the  things  that  we  can  submit  for  the  record  is  a  break- 
down by  intensity  of  treatment  of  the  expenditure  of  the  block 
grant  dollars.  One  of  the  things  that  you  will  see  is  that  there  is 
tacit  managed  care  already  going  on  in  terms  of  allocation  of  pa- 
tients to  various  intensities  of  treatment. 

One  of  the  things  that  we  like  to  point  out  is  that  someone  who 
needs  treatment  is  always  better  off  in  treatment,  not  only  from 
the  compassionate  point  of  view,  but  from  the  economic  point  of 
view.  It  is  better  to  have  somebody  in  treatment,  our  data  show, 
which  we  will  also  submit  for  the  record. 

[The  information  follows:] 

Based  on  data  received  from  the  "Top  Ten"  Block  Grant  recipients  (ten  States 
with  the  greatest  population  which  account  for  approximately  60%  of  the  total  block 
grant)  indicate  that  the  substance  abuse  treatment  system  is  reaching  out  to  new 
people.  Information  provided  on  the  FY  1994  block  grant  application  for  the  "Top 
Ten,"  of  the  total  persons  receiving  treatment  45%  were  first  time  admissions  to 
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treatment  and  detoxification.  The  data  also  provide  information  by  treatment  mo- 
dality. The  following  provides  information  for  the  nine  treatment  modalities,  which 
for  purposes  of  the  block  grant  application  have  been  grouped  into  three  major  cat- 
egories: Of  the  persons  served  in  outpatient  treatment,  50%  were  first  time  admis- 
sions. Of  the  persons  receiving  inpatient  care,  18%  were  first  time  admissions.  Of 
the  persons  admitted  to  inpatient  detoxification,  21%  were  a  first  time  admission. 

Mr.  ISTOOK.  I  want  to  consider  the  taxpayers'  economic  point  of 
view  not  just  the  recipients. 

Mr.  Mactas.  Understood.  Understood.  The  taxpayers'  point  of 
view  was  considered  in  the  CALDATA  study  that  I  quoted  before 
that  came  out  of  Governor  Wilson's  efforts  in  CaHfornia  that  found 
$7  savings  for  every  dollar  spent  in  treatment;  that  is  whether  that 
person  is  in  treatment  the  first  time,  second  or  third.  It  is  a  relaps- 
ing condition,  this  illness  called  substance  abuse,  but  we  will  sub- 
mit for  the  record  those  data  that  will  provide  the  underpinnings 
for  what  I  just  said. 

Thank  you 

[The  information  follows:] 

Our  national  goals  include  maximizing  worker  productivity,  families  progressing 
toward  self-sufficiency,  and  reducing  health  care  costs  as  well  as  those  costs  associ- 
ated with  the  criminal  justice  system.  The  Federal  government  has  made  a  commit- 
ment to  addressing  substance  abuse  issues  which  will,  in  turn,  assist  in  achieving 
such  goals. 

A  study  done  by  the  Center  for  Alcohol  Studies  at  Rutgers  University  concluded 
that  "cost-ofFsets  'pay  for'  the  cost  of  treatment  within  two  or  three  years  and  are 
exceedingly  durable."  This  study  is  supported  by  data  received  from  the  National 
Association  of  State  Alcohol  and  Drug  Abuse  Directors.  The  California  Drug  and  Al- 
cohol Treatment  Assessment  (CALDATA)  found  that  for  every  $1  invested  in  sub- 
stance abuse  treatment,  $7  was  saved  by  the  taxpayers  resulting  from  reduced  costs 
for  health  care  and  criminal  activity  as  well  as  increased  productivity.  The 
CALDATA  study  was  based  on  follow-up  fifl;een  months  afi;er  treatment  and  con- 
cluded the  following:  Hospitalizations  for  physical  health  problems  decreased  by 
36%;  Drug  overdose  hospitalizations  decreased  by  58%;  Total  number  of  hospital 
days  decreased  by  25%;  The  number  arrested  or  taken  into  custody  decreased  by 
61%;  The  number  who  committed  any  illegal  activity  decreased  by  72%;  The  number 
who  sold  or  helped  sell  drugs  decreased  by  68%. 

The  same  cost-benefit  data  is  being  seen  in  other  States  as  well.  For  example. — 
Ohio:  Hospital  admissions  decreased  by  66%;  Emergency  room  utilization  decreased 
by  41%;  Absenteeism  (in  terms  of  emplojonent)  decreased  by  89%;  Job  injury  de- 
creased by  57%;  Criminal  arrests  decreased  by  92%.  Texas:  Of  clients  who  com- 
pleted treatment,  74%  were  employed;  Of  clients  who  completed  treatment,  80% 
were  arrest  free  one  year  later.  Florida:  In  comparable  age  groups,  inmates  who  par- 
ticipated in  substance  abuse  treatment  had  a  non-recidivist  rate  of  74%  compared 
to  untreated  inmates  who  had  a  60%  rate. 

Dr.  Arons.  Congressman,  I  would  like  to  make  two  points  if  I 
could.  One  is  that  we  do  believe  that  our  obligations  are  in  two  di- 
rections. One  is  to  individuals  with  mental  illness  and  their  fami- 
lies in  the  communities,  and  secondly,  to  all  American  citizens,  to 
make  certain  that  the  money  we  spend  is  spent  wisely  and  care- 
fully and  is  cost-effective. 

The  individuals  who  are  to  a  great  extent  the  focus  of  our  efforts 
are  those  with  the  most  severe  forms  of  mental  illness,  such  as 
schizophrenia,  depression,  other  forms  of  severe  illness.  Unfortu- 
nately, these  are  people  who  very  often  do  not  have  that  kind  of 
coverage  from  other  sources.  Private  insurance  often  will  not  cover 
treatment  beyond  a  certain  point.  There  are  lifetime  limits,  annual 
limits,  and  so  forth. 

In  Medicaid,  if  an  individual  is  in  a  psychiatric  State  hospital, 
services  aren't  covered,  so  the  Federal  responsibility  is  to  try  to  do 
what  we  can  to  help  States.  Most  of  our  money  gets  put  right  back 
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into  the  States  to  move  towards  community  treatment  so  individ- 
uals can  deal  with  their  illnesses  over  a  lifetime. 

The  illnesses  that  we  are  concerned  with  are  not  chronic  in  the 
sense  of  hopeless,  they  are  chronic  in  the  sense  of  lifelong,  often  re- 
curring, much  like  arthritis,  diabetes  and  others.  We  think  that  by 
providing  treatment  along  a  life-span,  people  can  continue  to  live 
a  life  that  is  productive  and  to  become  the  taxpayers  who  then  be- 
come concerned  about  how  their  money  is  being  spent. 

Ms.  Chavez.  May  I  make  one  last  comment? 

Mr.  ISTOOK.  Yes,  please. 

Ms.  Chavez.  This  is  basically  what  our  demonstration  programs 
are  all  about,  trying  to  match  the  client  to  the  best  treatment  on 
a  case-by-case  basis.  In  reference  to  your  earlier  question  about 
whether  we  have  a  policy,  to  my  knowledge  we  do  not  have  a  policy 
that  says  if  you  don't  stay  in  treatment  or  if  you  don't  complete 
treatment,  then  we  will  not  serve  you. 

Mr.  ISTOOK.  Sure.  I  appreciate  that.  Dr.  Chavez.  Of  course,  what 
I  am  seeking  is  to  understand  what  is  the  standard  of  measure- 
ment that  we  need  to  be  applying.  I  realize  some  people  will  some- 
times make  statements  along  the  lines  of,  well,  if  it  only  helps  one 
person,  it  is  worth  any  amount  or  if  there  is  any  one  person  not 
being  helped,  then  it  is  worth  whatever  amount  to  reach  him. 

I  think  the  public  rejects  that  rationale,  and  therefore  we  have 
to  try  to  find  what  is  the  yardstick,  what  is  the  standard  of  meas- 
urement and  how  can  we  really  look  at  where  we  are  just  taking 
a  problem  that  is  a  real  problem,  that  is  a  chronic  problem,  but 
sometimes  is  a  problem  that  cannot  be  addressed  by  any  amount 
of  government  funding,  and  to  separate  what  we  can  measure  and 
what  we  can  assist  from  what  we  cannot  so  that  we  don't  just 
throw  money  at  it,  and  I  just  appreciate  your  assistance  in  trying 
to  understand  what  is  that  standard  of  measurement  that  we  need 
to  be  applying. 

Thank  you,  Mr.  Chairman. 

Mr.  Porter.  Thank  you,  Mr.  Istook. 

Mr.  Bonilla. 

Mr.  Bonilla.  Thank  you,  Mr.  Chairman. 

Good  morning,  Dr.  Chavez. 

Ms.  Chavez.  Good  morning.  Congressman  Bonilla. 

ALCOHOL  INDUSTRY 

Mr.  Bonilla.  I  would  like  to  start  with  a  question  that  I  first 
brought  up  two  years  ago.  It  was  one  of  the  first  questions  that  I 
asked  on  this  subcommittee  dealing  with  the  alcohol  industry's  sin- 
cere effort  to  promote  moderation  and  responsible  drinking. 

Every  time  I  meet  with  representatives  from  any  of  those  areas 
I  always  encourage  them  to  continue  that  because  I  think  it  is  very 
important.  Local  schools  and  communities,  in  my  view,  should  not 
be  penalized  for  utilizing  all  available  sources  and  resources  to  help 
get  the  message  out  about  abusing  drugs  and  alcohol. 

I  have  a  letter  here  dated  December  25th,  Christmas  day,  from 
yourself  to  Dr.  Garcia,  Freddie  Garcia.  You  stated  that  SAMHSA 
has  no  biased  policy  toward  the  alcohol  beverage  industry.  How- 
ever, the  letter  that  I  have  here  goes  on  to  point  out  eight  concerns 
that  a  provider  should  have,  and  I  just  wanted  to  review  them  real 
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quick  because  I  want  to  make  sure  that  there  is  not  an  implied  or 
a  de  facto  bias  toward  the  alcohol  beverage  industry. 

The  letter  says,  the  assessment  might  address  such  concerns  as 
mixed  messages,  compromising  of  a  group's  mission,  values  or 
credibility,  effect  on  other  funding  sources,  formal  or  informal  con- 
ditions placed  on  the  support  of  their  programs,  use  of  the  termi- 
nology such  as  alcohol,  tobacco  and  other  drugs,  use  of  the  group's 
name  for  public  relations  purposes,  and  there  are  a  couple  of  others 
mentioned  here  as  well.  So  I  just  want  to  clear  that  up  to  make 
sure  that  there  is  not  a  bias  because,  again,  I  feel  like  resources 
should  come  from  everjrwhere.  Can  you  tell  me  if  there  was  any 
kind  of  applied  concern  or  bias  in  this  letter? 

Ms.  Chavez.  Congressman  Bonilla,  there  is  no  bias.  I  have  been 
here  five  months,  and  SAMHSA  has  never  discouraged  its  grant  re- 
cipients from  receiving  money  from  other  resources  that  would  help 
them  in  terms  of  expanding  their  services. 

I  know  that  Dr.  Johnson  has  been  dealing  with  this  for  a  couple 
of  years,  and,  you  know,  it  is  unfortunate  that  this  continues  to  be 
an  issue  because  even  in  my  short  tenure  I  have  also  had  to  deal 
with  this.  I  would  like  for  her  to  expand  on  this  because  it  is  some- 
thing that  we  are  very  concerned  about. 

Ms.  Johnson.  Thank  you.  Good  morning.  Congressman  Bonilla. 
We  certainly  welcome  the  input  and  the  involvement  of  the  indus- 
try and  have  been  working  with  them  over  time,  and  in  terms  of 
your  specific  question,  we  have  programs  that  we  support  that  also 
take  money  from  the  industry,  and  we  have  a  program,  for  exam- 
ple, in  Fort  Collins,  Colorado.  It  is  a  Community  Partnership  Pro- 
gram, and  one  of  its  partners  is  the  brewery  that  exists  in  that 
community. 

In  addition  to  that,  I,  myself,  visited  the  State  of  Florida  where 
we  have  a  program  that  has  as  its  partner  a  company  that  is 
owned  by  a  distiller,  and  I  visited  that.  I  have  commended  them 
for  the  work  that  they  are  doing. 

Later  on  this  month,  I  will  be  going  to  Colorado  and  be  talking 
to  one  of  the  companies  there  in  terms  of  how  we  could  work  more 
effectively  together,  and  so  I  don't  know  where  that  comes  from, 
but  any  time  you  have  a  specific  example,  I  very  much  would  like 
to  know  about  that,  and  I  certainly  would  address  it. 

Mr.  Bonilla.  I  appreciate  that  very  much.  The  implication, 
though,  there  must  be  a  perception  out  there  because  Dr.  Chavez 
seemed  to  concur  that  she  has  heard  this,  hopefully,  not  just  from 
Members  or  myself  on  this  committee,  but  from  other  areas  as 
well? 

Ms.  Johnson.  Let  me  just  point  out  and  say  that  certainly  with- 
in the  prevention  providers,  some  of  them  have  had,  as  I  pointed 
out  some  examples  here,  some  very  good  working  relationships 
with  the  alcohol  industry.  I  think  there  are  some  viewpoints  out 
there  and  I  think  what  we  are  trying  to  do  is  work  those  two 
groups  together,  to  the  degree  that  they  can  work  together  because 
it  sometimes  is  some  honest  differences. 

I  think  what  is  being  indicated  here  are  some  of  the  issues  in  the 
field,  and  I  think  that  is  what  they  were  trying  to  capture,  but 
clearly  there  is  not  a  bias.  You  are  quite  right,  we  would  like  to 
have  money  from  where  we  can  have  money,  providing  that  we  can 
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use  it  in  a  very  constructive  way,  and  in  the  programs  I  have  cited 
they  are  able  to  do  that. 

BULLETIN  BOARD  MESSAGES 

Mr.  BONILLA.  This  is  especially  significant  now  when  everyone  is 
talking  about  deficit  reduction  and  tightening  the  belt,  so  I  am  de- 
lighted that  you  recognize  that  and  see  it  as  a  resource  that  could 
be  helpful  out  there.  I  would  like  to  move  now  to  another  area,  Dr. 
Chavez.  I  understand  the  Center  for  Substance  Abuse  Prevention, 
CSAP,  has  a  Computer  Bulletin  Board;  is  that  correct? 

Ms.  Johnson.  Yes,  that  is  correct. 

Mr.  BONILLA.  I  also  understand  the  bulletin  board  can  be  con- 
nected by  CSAP  and  ramp  on  to  the  information  superhighway. 
Has  CSAP  ever  put  information  on  to  the  bulletin  board  describing 
kits  that  are  available  to  change  local  ordinances  for  alcohol  avail- 
ability? 

Ms.  Johnson.  Let  me  say  this,  I  can't  respond  to  that  specific 
question  because  I  would  have  to  look  and  see,  but  generally  what 
we  do  put  on  there  are  a  number  of  publications  and  where  we 
have  had  successful  practices  in  communities  around  the  country, 
we  have  placed  that  kind  of  information  there,  but  I  would  have 
to  look  specifically  to  see  whether  or  not  there  is  such  a  document 
that  would  have  that  because  documents  cover  any  number  of  dif- 
ferent community  environmental  approaches,  and  I  don't  want  to 
say  no  because  I  would  rather  look  into  it  and  find  out  for  you. 

Mr.  BONILLA.  I  understand.  I  would  appreciate  you  doing  that. 

Has  CSAP  used  its  bulletin  board  to  alert  its  users  to  contact 
their  Member  of  Congress  and  let  them  know  that  the  Republicans 
are  getting  rid  of  the  Safe  and  Drug  Free  Schools  Program? 

Ms.  Johnson.  I  certainly  hope  not.  I  certainly  know  that  that  is 
a  violation.  I  would  hope  not.  I  would  say  no. 

Mr.  BONILLA.  I  would  appreciate  it  if  you  would  check  on  these 
two  items  and  see  if  it  is  possible  for  you  to  provide  a  record  of  cop- 
ies of  all  SAMHSA  bulletin  board  messages  discussing  the  kits  or 
the  Safe  and  Drug  Free  Schools  Program.  I  would  appreciate  that 
very  much. 

Ms.  Johnson.  I  can  provide  that  at  a  later  date.  Let  me  just 
point  out  to  you  that  people  talk  among  themselves  as  well.  For  ex- 
ample, our  radar  system  has  a  network  of  centers  around  the  coun- 
try and  internationally  as  well,  and  they  speak  to  each  other,  and 
they  send  each  other  information,  and  that  we  don't  try  to  control 
because  we  like  for  them  to  share  information  with  each  other. 

Now,  it  is  possible  that  something  could  be  shared  relating  to 
those  two  items  that  you  just  mentioned,  but  we  don't  try  to  police 
that. 

Mr.  BONILLA.  Very  good.  I  would  appreciate  it  if  you  would  get 
back  to  me  on  that. 

PATH  PROGRAM 

I  want  to  move  now  to  grants.  The  $30  million  grants  to  States 
for  the  homeless,  the  PATH  Program  provides  grants  to  States  to 
provide  assistance  to  individuals  who  suffer  from  severe  mental  ill- 
ness alone  or  in  association  with  substance  abuse  disorders. 
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The  $65  million  HRSA  Health  Care  for  the  Homeless  Program 
provides  project  grants  for  the  delivery  of  primary  health  care  serv- 
ices, substance  abuse  services,  and  mental  health  services  to  home- 
less adults  and  children.  Do  you  believe  that  the  grants  to  the 
States  for  the  homeless,  the  PATH  Program  overlaps  in  any  way 
with  HRSA's  health  care  for  the  homeless?  Could  we  eliminate  the 
PATH  Program?  Is  there  duplication  that  you  feel  could  be  ad- 
dressed? 

Dr.  Arons.  Yes,  Congressman,  the  PATH  Program  is  part  of  the 
Center  for  Mental  Health  Services,  and  we  are  proposing  that  the 
PATH  Program  be  combined  with  the  Block  Grant  Program  into  a 
new  Performance  Partnership  Program.  It  is,  unfortunately,  the 
case  that  there  are  still  individuals  who  are  homeless  and  who 
have  a  mental  illness,  and  often  that  may  occur  with  substance 
abuse.  Services  that  are  available  through  the  primary  care  set- 
tings, through  the  HRSA  grants  may  not  always  be  effective  in 
treating  people  with  the  most  severe  forms  of  mental  illness.  The 
PATH  Program  enables  States  to  provide  those  services  to  individ- 
uals who  are  homeless  and  have  a  mental  illness. 

Now,  we  are  shifting  the  PATH  funds  because  we  recognize  that 
States  have  differing  degrees  of  need.  There  are  some  States  where 
there  may  be  a  need  to  target  more  funds  for  individuals  who  are 
homeless  and  have  the  mental  illness,  and  other  States  where  they 
may  be  able  to  target  a  bit  less.  We  are  moving  toward  more  of  a 
negotiated  partnership  with  the  States,  but  we  do  think  at  this 
time  there  is  still  a  need  for  focused  attention  to  individuals  who 
are  homeless  and  have  a  mental  illness. 

Mr.  BONILLA.  Thank  you.  Dr.  Chavez  I  have  some  more  questions 
I  would  like  to  just  submit  for  the  record.  I  want  to  express  my  ap- 
preciation for  you  answering  them  promptly  in  the  past.  I  hope 
that  we  continue  in  the  future. 

Ms.  Chavez.  Thank  you.  Congressman  Bonilla.  We  certainly  will. 

DRUG  USE  IN  SCHOOLS 

Mr.  Bonilla.  Thank  you. 

Mr.  Porter.  Dr.  Chavez,  is  there  anj^hing  in  your  authorizing 
statutes  that  prevent  the  States  from  using  block  grant  funding  to 
address  the  problem  of  drug  abuse  in  the  schools? 

Ms.  Chavez.  Chairman  Porter,  no,  there  is  not. 

NATIONAL  GOALS  AND  STANDARDS 

Mr.  Porter.  Dr.  Chavez,  a  key  component  of  the  Administra- 
tion's legislative  proposal  is  the  cooperative  development  of  na- 
tional goals  and  performance  standards  with  State  and  local  serv- 
ice providers.  This  is  perhaps  the  most  important  function  the  Fed- 
eral Government  can  provide  in  the  area  of  substance  abuse.  The 
best  part  is  that  it  can  be  done  without  legislation. 

Is  SAMHSA  committed  to  developing  national  goals  and  stand- 
ards even  without  enactment  of  the  Administration's  legislation? 

Ms.  Chavez.  Mr.  Chairman,  yes,  we  are.  In  addition,  the  new 
SAMHSA  demonstrations  are  not  going  to  simply  be  service  pro- 
grams with  evaluation  components,  but  will  focus  on  the  generation 
and  dissemination  of  knowledge.  We  are  looking  at  being  able  to 
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develop  those  performance  goals  in  cooperation  and  partnership 
with  the  States,  and  others  who  are  impacted  within  communities. 

LEGISLATIVE  CHANGES 

Mr.  Porter.  I  understand  that  your  authorizing  legislation  pro- 
posed by  the  President  has  been  sent  up,  but  you  probably  agree 
that  in  the  time  frame  that  we  have  before  we  have  to  markup  for 
the  fiscal  1996  appropriation  it  is  unlikely  that  that,  highly  un- 
likely that  that  legislation  will  be  enacted  into  law  because  we  are 
going  to  markup  about  the  early  part  of  June,  I  would  imagine.  So 
for  purposes  of  the  next  few  questions,  I  want  to  assume  that  the 
Administration's  legislation  will  not  have  been  enacted  by  the  time 
this  subcommittee  writes  its  bill. 

Should  this  subcommittee,  then,  through  appropriations  limita- 
tion language,  override  the  set-asides  in  the  block  grant  that  the 
Administration  is  proposing  to  override,  and  if  that  is  your  rec- 
ommendation, would  you  please  submit  that  proposal  to  the  sub- 
committee? 

In  other  words,  should  we  enact  that  portion  of  the  President's 
proposal  into  law  through  our  appropriations  process? 

Ms.  Chavez.  Mr.  Chairman,  we  will  submit  that.  I  would  like 
Mr.  Williams  to  comment  on  this. 

Mr.  Williams.  I  think  in  general,  Mr.  Chairman,  that  the  pro- 
posals we  have  submitted  for  consolidations  both  here  and  else- 
where ought  to  be  viewed  as  a  total  package,  and  I  think  all  of  the 
elements  of  that  package  should  be  enacted  together.  I  think  that 
is  the  way  they  are  being  proposed.  I  think  to  take  individual  items 
and  to  enact  them  without  looking  at  the  total  structure  of  the 
package  would  probably  not  be  in  the  best  interests  of  either  pro- 
grams or  the  committee. 

Mr.  Porter.  Why  not?  There  are  14  limitations,  the  administra- 
tion proposes  to  retain  six  of  them.  Yes,  they  add  a  seventh,  but 
they  propose  to  eliminate  eight  of  them.  We  could  do  that  simply 
by  limitation  language  in  our  bill  and  get  the  eight  eliminated  so 
that  that  would  provide  the  States  greater  flexibility.  Why  not? 

Mr.  Williams.  It  would  achieve  that,  but  there  are  other  ele- 
ments to  the  proposal.  I  think  we  would  say  that  in  exchange  for 
the  flexibility  we  are  giving  the  States,  we  would  also  like  to  set 
standards,  have  some  accountability  to  the  States  as  we  give  them 
flexibility,  and  that  is  why  I  think  one  needs  to  look  at  the  total 
package,  not  just  at  individual  items,  although  we  wouldn't — we 
certainly  support  the  objective  of  giving  States  more  flexibility. 

Mr.  Porter.  I  think  Dr.  Chavez  said  you  could  do  that  without 
additional  legislation.  Well,  we  note  your  answer.  Along  these  same 
lines,  generally,  how  should  we  proceed  if  the  Administration  legis- 
lation is  not  enacted? 

Do  you  recommend  that  we  simply  continue  funding  all  of  the, 
I  think  you  said,  26  categorical,  25  categorical  programs  at  the 
1995  level  or  should  we  roll  the  funding  up  into  five  or  six  general 
authorities  and  terminate  funding  for  the  categorical  programs? 
How  do  you  think  we  ought  to  proceed  if  we  don't  have  new  legisla- 
tion enacted  into  law? 
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Ms.  Chavez.  Mr.  Chairman,  it  is  my  understanding  that  we  do 
not  have  a  single  general  authority,  so  that  how  to  proceed  is  some- 
thing that  we  will  have  to  respond  to  you  in  writing  for  the  record. 

Mr.  Porter.  You  have  five  or  six  general  authorities  and  then 
you  have  funding  for  a  number  of  categorical  programs,  so  we  need 
for  you  to  give  us  some  guidance  on  that  because  we  don't  think 
you  are  going  to  have  the  legislation  enacted  by  the  time  we  have 
to  markup.  If  you  could  do  that  for  the  record,  we  would  very  much 
appreciate  your  doing  it. 

Ms.  Chavez.  Thank  you,  Mr.  Chairman,  and  we  will. 

[The  information  follows:] 

The  Secretary  has  transmitted  to  you  and  your  colleagues  legislative  specifications 
for  all  the  Performance  Partnerships  and  Clusters,  which  include  the  25  existing  ac- 
tivities that  are  being  consolidated  in  SAMHSA.  The  Administration  hopes  that  Per- 
formance Partnership  legislation  is  enacted  this  year,  and  looks  forward  to  working 
with  the  House  and  Senate  to  enact  consolidations  for  programs  which  include  per- 
formance measiu"es  and  incentives,  and  will  encourage  communities  to  make  their 
own  decisions  about  how  to  address  their  needs — and  hold  them  accountable  for  re- 
sults. 

The  Administration  looks  forward  to  working  with  you  and  yoiu*  colleagues  to  turn 
SAMHSA's  numerous,  restrictive  categorical  grants  into  flexible,  performance-based 
Partnerships  and  Clusters.  If  the  Congress  has  not  completed  work  on  these  per- 
formance-based proposals  prior  to  the  time  that  the  Appropriations  Committee  must 
move  forward  with  a  bill,  we  would  be  willing  to  work  with  you  to  develop  opportu- 
nities to  carry  out  the  purpose  of  the  Performance  Partnerships  and  Clusters. 

DEMONSTRATION  PROGRAMS 

Mr.  Porter.  Dr.  Chavez,  I  want  to  discuss  a  very  fundamental 
issue  next.  The  Administration  proposal  calls  for  substantially 
downsizing  the  demonstration  grant  portfolio  over  the  next  few 
years  and  reallocating  the  funding  to  the  prevention  and  treatment 
block  grant  to  the  States. 

I  personally  think  that  is  heading  in  the  right  direction.  How- 
ever, the  proposal  still  retains  significant  ongoing  demonstration 
programs  in  all  three  agencies.  We  have  invested  billions  of  dollars 
in  demonstrations  over  the  last  several  years.  The  trouble  seems  to 
be  that  once  we  demonstrate  an  idea  or  approach,  it  doesn't  get 
replicated  to  the  extent  that  it  should. 

In  other  words,  when  we  prove  something  works,  it  isn't  being 
adopted  on  a  broad  or  large  scale.  One  example.  Dr.  Johnson  re- 
ferred to  earlier  was  Miami,  which  just  went  through  a  massive  re- 
structuring of  its  effort  to  combat  substance  abuse.  The  initiative 
was  a  success  and  rates  of  drug  abuse  declined  substantially.  So  we 
have  an  example  of  a  major  city  producing  a  major  decline  in  drug 
abuse.  That  required  funding,  coordination  among  many  city  agen- 
cies, in  some  cases  rezoning.  It  was  a  completely  integrated  effort 
that  succeeded. 

Now,  the  example  is  out  there.  Every  major  city  in  the  country 
can  replicate  it  and  every  city  ought  to  achieve  similar  results,  but 
the  fact  is  that  most  major  cities  aren't  going  to  take  the  Miami 
approach,  and  drug  abuse  and  drug-related  crimes  aren't  going  to 
come  down  nationwide  as  they  have  in  Miami  partly  because  suc- 
cessful solutions  require  political  will  and  political  risk-taking.  So 
the  fundamentsd  question  is  what  is  the  value  of  demonstration 
programs  if  success  isn't  going  to  be  replicated? 
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I  would  further  add  that  one  of  the  approaches  the  Federal  Gov- 
ernment has  taken  to  deal  with  this  issue,  not  just  with  drug 
abuse,  is  to  create  incentive  programs  which  essentially  provide 
Federal  bribe  money  to  States  and  local  governments  to  replicate 
successful  demonstrations.  For  instance,  if  we  know  that  successful 
demonstrations  integrated  service  delivery  among  disparate  units 
of  State  and  local  government,  we  provide  funding  as  an  incentive 
to  those  organizations  to  cooperate  and  integrate  services. 

It  leads  me  to  wonder  why  the  Federal  Government,  having 
funded  the  demonstration  program  to  determine  successful  strate- 
gies, must  then  pay  other  units  of  government  to  implement  those 
strategies.  We  are  paying  them,  in  essence,  to  do  what  they  are 
supposed  to  be  doing  anyway.  Why,  then,  do  you  believe  we  ought 
to  fund  demonstration  programs  on  an  ongoing  basis  that  will  cost 
us  hundreds  of  millions  of  dollars  every  year  and  take  money  away 
from  higher  priorities? 

Ms.  Johnson.  Let  me  begin  because  you  mentioned  my  example. 
Let  me  say  that  to  get  to  that  example  took  a  lot  of  demonstration 
programs  because  essentially  when  prevention  was  first  concep- 
tualized, it  was  in  the  schools  only,  and  that  people  thought  that 
it  was  scare  tactics.  You  could  teach  kids  not  to  use  drugs,  and  it 
took  a  while  before  we  understood  that  it  is  a  very  complex  prob- 
lem. It  required  all  that  you  talked  about  that  went  on  in  Miami, 
and  as  a  result  of  that  we  are  taking  those  findings,  and  the  reason 
that  we  have  gained  this  knowledge  is  because  it  was  a  demonstra- 
tion that  had  very  rigorous  evaluation,  as  do  all  of  our  demonstra- 
tion programs. 

That  is  how  we  have  that  data,  and  they  can  produce  that  data 
for  us,  and  as  we  do  that  in  communities,  we  do  take  that  data, 
and  we  do  replicate  those  kinds  of  programs.  I  could  go  into  high- 
risk  youth  programs  and  show  you  where  we  have  had  successes 
as  well  and  now  that  we  actually  have  a  replication  program  initia- 
tive as  part  of  that,  so  that  we  can  replicate  those  models,  so  we 
are  doing  exactly  what  you  indicated  there. 

Mr.  Porter.  You  can,  but  are  any  cities  doing  this?  Are  they 
picking  up  on  the  Miami  model  and  actually  using  it  to  achieve 
similar  results? 

Ms.  Johnson.  Yes,  they  are.  As  a  matter  of  fact,  in  addition  to 
that,  what  we  also  gleaned  from  that  is  the  fact  that  how  they  did 
it?  It  is  very  instructional,  so  what  we  have  is  a  training  program 
that  assists  other  communities  in  carrying  out  the  same  kinds  of 
programs.  We  bring  teams  of  communities  in  and  train  them  and 
work  with  them  over  time  in  how  to  implement  those  programs. 

Mr.  Porter.  What  other  communities  are  working  on  the  Miami 
model  right  now? 

Ms.  Johnson.  We  have  communities  across  the  country,  and  the 
demonstration  Community  Partnership  Program  that  we  have 
right  now,  we  have  around  240  community  partnerships  in  dif- 
ferent communities  around  the  country,  not  in  every  State,  and  not 
in  every  community,  but  in  many  communities  across  the  country, 
so  to  promote  and  disseminate  what  we  have  learned,  we  bring  all 
of  our  partnerships  together.  I  just  left  a  meeting  in  St.  Louis 
where  we  bring  them  all  together  and  say  what  is  working  in  your 
programs,  how  did  it  work,  and  transfer  that  information  to  the 
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other  grantees  that  we  have,  so  we  are  doing  that  on  an  ongoing 
basis. 

Mr.  Porter.  Right,  but  the  point  here  is  the  money  spent  on 
demonstrations.  Do  we  need  to  continue  to  spend  money  on  dem- 
onstration after  demonstration  or  when  we  find  something  that 
works,  don't  we  need  to  spend  that  money  to  get 

Ms.  Johnson.  Our  society  is  not  static.  We  Hve  in  a  dynamic 
world,  and  the  environment  changes.  I  think  we  have  to  respond 
to  our  ever-changing  environment.  I  am  taking  too  much  time.  I 
think  my  boss  wants  to  say  something. 

Ms.  Chavez.  Mr.  Chairman,  that  is  such  a  great  question  that 
all  of  the  directors  are  wanting  to  respond.  So  just  let  me  speak 
briefly  then  I  will  turn  it  over  to  Dr.  Arons. 

The  demonstration  program  really  tries  to  keep  critical  issues  at 
the  forefront  of  a  national  agenda.  It  is  there  to  help  us  generate 
and  promote  knowledge  that  improves  the  quality  and  the  cost  effi- 
ciency of  services,  and  also  to  improve  coordination  across  all  Fed- 
eral programs.  That  is  all  I  am  going  to  say  right  now  because  I 
know  Dr.  Arons  wants  to  participate. 

Dr.  Arons.  I  would  just  like  to  give  a  few  examples  in  the  mental 
health  area  where  modest  funds  in  the  demonstration  area  have 
been  picked  up  by  States  and  communities.  One  would  be  the  mo- 
bile crisis  teams.  For  a  long  time  people  would  wait  for  homeless 
individuals  with  mental  illness  to  come  into  certain  centers  or  clin- 
ics. 

We  were  able  to  show  that  you  could  put  together  a  mobile  crisis 
team  and  get  to  the  streets  where  homeless  individuals  live  and 
bring  them  into  treatment.  You  will  find  in  most  communities 
around  the  country  now  that  this  concept  has  been  picked  up  as 
a  way  of  doing  business. 

Just  one  other  example  in  the  children's  area,  we  were  able  to 
demonstrate  that  providing  a  comprehensive  array  of  services  for 
children  with  the  most  severe  emotional  disorders  does  work.  We 
are  now  involved  in  a  demonstration  where  in  order  to  receive 
grant  funds,  the  States  and  communities  had  to  increase  their 
funding  over  the  course  of  the  grant  and  pick  up  the  responsibility. 

SAMHSA  ORGANIZATION 

Mr.  Porter.  Let  me  ask  another  fundamental  question,  and  one 
that  I  think  may  relate  to  the  administrative  savings  that  are  dif- 
ficult to  estimate  from  the  proposal  to  consolidate  programs,  which 
I  understand  is  only  $3  million  out  of  some  $2.4  billion.  The  pro- 
posal to  reauthorize  the  substance  abuse  block  grant  would  con- 
tinue the  authority  for  States  to  transfer  up  to  10  percent  of  their 
allocations  to  mental  health  activities. 

This  provision  implicitly  acknowledges  that  substance  abuse  and 
mental  health  are  often  closely  related.  In  many  cases  it  makes  no 
sense  to  treat  a  mental  disorder  in  isolation  from  a  drug  problem 
or  vice  versa. 

In  your  statement.  Dr.  Chavez,  you  said  that  our  programs  are 
designed  to  be  comprehensive,  to  deal  with  family  issues  as  well  as 
general  health,  employment,  and  related  services  necessary  for  suc- 
cessful rehabilitation  and  reduced  costs  to  society.  The  statement 
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seems  to  evade  the  question  of  why  we  have  two  separate  agencies 
operating  two  separate  block  grants. 

It  is  true  that  many  States  have  separate  agencies  deahng  with 
substance  abuse  and  mental  health  but,  I  think  the  question  can 
be  reasonably  asked  of  CSAP  and  CSAT.  Is  it  necessary  to  divide 
these  missions  administratively?  We  have  one  block  grant  for  both 
missions  and  even  the  States  each  have  only  one  authority  dealing 
with  abuse  and  prevention.  Do  we  really  need  three  separate  agen- 
cies at  SAMHSA? 

Ms.  Chavez.  Mr.  Chairman,  yes,  we  do.  Let  me  explain  why  I  be- 
lieve that,  and  then  I  am  sure  the  two  directors  will  have  a  re- 
sponse as  well.  We  have  the  Center  for  Substance  Abuse  Preven- 
tion and  we  have  the  Center  for  Substance  Abuse  Treatment,  two 
very  separate  and  distinct  disciplines.  We  are  looking  at  two  dif- 
ferent ways  of  handling  different  kinds  of  problems. 

For  example,  while  we  have  a  surgeon  who  is  a  doctor  and  we 
have  an  ophthalmologist  who  is  a  doctor,  they  both  have  different 
professions  and  they  both  handle  things  a  little  bit  differently.  The 
area  of  prevention  is  a  field  of  its  own,  a  field  where  people  have 
specialized  skills.  The  same  is  true  in  the  area  of  substance  abuse 
treatment  and  the  area  of  mental  health. 

We  believe  that  if  we  look  at  a  system  that  is  comprehensive,  we 
must  have  three  centers.  We  believe  in  integration,  but  not  putting 
everything  under  one,  so  David,  why  don't  you  go  first. 

Mr.  Porter.  I  am  afraid  what  I  am  going  to  have  to  do  at  this 
point  is  ask  for  a  recess  because  I  have  to  go  vote.  So  if  you  can 
hold  your  answer  for  just  a  moment,  please  excuse  me.  The  sub- 
committee will  stand  in  recess  briefly. 

Ms.  Chavez.  Thank  you. 

[Recess.] 

Mr.  BONILLA  [presiding].  Dr.  Chavez,  what  we  would  like  to  do 
is  wait  for  you  to  respond  to  Mr.  Porter's  question  until  he  returns 
from  voting.  At  this  time,  I  am  going  to  yield  to  Mr.  Stokes  of  Ohio 
who  has  some  additional  questions  for  you. 

Ms.  Chavez.  Thank  you. 

Mr.  Stokes.  Thank  you,  Mr.  Chairman. 

SAFE  AND  DRUG  FREE  SCHOOLS  PROGRAM 

Dr.  Chavez,  let  me  for  a  moment  go  back  to  a  question  that  the 
Chairman  posed  to  you  with  reference  to  whether  there  is  anjrthing 
that  prevents  you  from  using  your  block  grant  funds  to  fund  the 
Safe  and  Drug  Free  Schools  Act.  Firstly,  as  I  understand  it,  the 
Safe  and  Drug  Free  Schools  Act  is  not  under  your  jurisdiction.  Is 
that  correct? 

Ms.  Chavez.  That  is  correct,  Congressman  Stokes. 

Mr.  Stokes.  So,  now  if  you  were  to  do  that,  you  would  be  funding 
a  program  under  someone  else's  jurisdiction,  correct? 

Ms.  Kade.  I  believe  the  question  was  whether  or  not  the  block 
grant  funds  could  be  used  to  fund  programs  in  the  schools,  and  it 
can,  so  we  are  not  talking  about  substituting  for  the  Drug  Free 
Schools  Program  per  se,  but  funding  the  comparable  projects  in  the 
schools,  which  it  can  do. 

Mr.  Stokes.  Well,  what  they  terminated  is  the  Safe  and  Drug 
Free  School  Program,  that  has  been  terminated,  right? 
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Ms.  Kade.  Yes. 

Mr.  Stokes.  Now,  if  you  take  the  $482  million  that  was  termi- 
nated for  that  program  out  of  your  block  grant  funds,  does  that 
have  a  substantial  impact  upon  the  block  grant  funds? 

Ms.  Kade.  The  current  block  grant  legislation  in  our  proposal 
continues  the  earmark  for  at  least  20  percent  to  be  used  for  pri- 
mary prevention,  but  there  is  no  limitation  on  the  extent  to  which 
you  can  use  these  funds  for  prevention,  so  it  is  really  up  to  the 
State  as  to  whether  or  not  they  choose  to  use  these  funds  to  sub- 
stitute for  some  of  the  programs  that  have  been  financed  by  the 
Education  Department  in  the  schools. 

Mr.  Stokes.  Are  any  of  them  now  choosing  to  use  those  funds, 
instead  of  the  Safe  and  Drug  Free  Schools  funds? 

Ms.  Kade.  I  believe  we  do  fund  through  our  demonstrations  some 
programs  in  the  schools,  but  I  don't  have  any  information  about  the 
extent  to  which  the  block  grant  has  been  used  by  the  States  to  fund 
school  base  programs.  We  could  get  that  information  for  you. 

[The  information  follows:] 

States  report  on  the  six  major  prevention  strategies  from  the  Interim  Final  Rules. 
Three  of  these  categories — Education,  Alternatives,  and  Problem  Identification  and 
Referral — include  both  school-based  and  community-based  activities.  Such  activities 
can  include  peer  leadership/helper  programs;  education  programs  for  youth  groups, 
drug  free  dances;  youth/adult  leadership  activities  and  student  assistant  programs, 
all  of  which  ai*e  conducted  in  either  a  school  or  community  setting  (i.e.,  community 
center). 

The  current  block  grant  application  does  not  require  States  to  specifically  report 
on  the  funds  spent  on  school-based  vs.  community-based  prevention  efforts  in  any 
of  these  three  categories.  From  State  reports  that  have  been  submitted,  we  estimate 
that  approximately  44  percent  of  block  grant  prevention  funds  are  spent  within 
these  categories. 

Mr.  Stokes.  I  would  appreciate  your  getting  that  information  for 
me  for  the  record. 

VIOLENCE 

Dr.  Chavez,  yesterday  we  had  testimony  from  the  Centers  for 
Disease  Control.  We  learned  that  violence  claims  more  than  56,000 
lives  annually.  Do  we  know  what  percentage  of  violent  crimes  are 
a  result  of  substance  abuse?  Do  we  have  any  correlation  between 
the  two? 

Ms.  Chavez.  Congressman  Stokes,  there  is  a  correlation;  whether 
we  have  got  the  exact  numbers,  I  do  not  know,  but  we  will  get  that 
information. 

Mr.  Mactas.  That  is  exactly  what  I  was  going  to  say.  We  may 
be  able  to  retrieve  those  data,  and  we  will  submit  that  for  the 
record. 

Mr.  Stokes.  In  retrieving  those  data,  would  you  also  tell  us  in 
terms  of  child  abuse,  domestic  violence,  and  crimes  such  as  rape, 
what  the  correlation  is? 

[The  information  follows:] 

According  to  the  Department  of  Justice,  Bureau  of  Justice  Statistics,  Sourcebook 
of  Criminal  Justice  Statistics — 1993,  more  than  31%  of  all  offenses  occurred  while 
the  perpetrator  was  under  the  influence  of  drugs.  More  than  twenty-eight  percent 
of  violent  offenses  occurred  while  the  perpetrator  was  under  the  influence  of  drugs. 
These  violent  offenses  include  murder,  manslaughter,  rape,  other  sexual  assault, 
robbery,  and  assault.  (These  statistics  are  based  on  drug  use  history  of  State  prison 
inmates).  At  the  same  time,  17.1%  of  all  offenses  were  committed  in  order  for  the 
perpetrator  to  obtain  money  to  purchase  drugs.  Based  on  the  same  violent  offenses 
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previously  described,   11.6%  of  those  violent  offenses  were  committed  to  obtain 
money  to  purchase  drugs. 

Again,  according  to  the  Bureau  of  Justice  Statistics,  Drugs  and  Crime  Facts — 
1992,  33.2%  of  murders  and  manslaughters,  40.4%  of  aggravated  assaults  occurred, 
45.3%  of  rapes,  26.4%  of  all  robberies,  and  50%  of  spousal  abuse  cases  occurred 
while  the  perpetrator  was  under  the  influence  of  alcohol  and  other  drugs. 

MANAGED  CARE 

Mr.  Stokes.  In  your  opening  statement,  you  also  indicate  that 
your  agency  has  agreements  and  joint  projects  in  place  with  the 
Health  Care  Financing  Administration  as  it  relates  to  manage 
health  care  systems.  What  is  the  purpose,  Dr.  Chavez,  of  the  man- 
aged care  systems  initiative? 

Ms.  Chavez.  Congressman  Stokes,  one  of  the  things  that  we 
have  been  very  much  aware  of  at  SAMHSA  is  that  throughout  this 
country  more  and  more  managed  care  systems  are  being  estab- 
lished. Consequently,  what  is  happening  is  that  the  populations  we 
are  very  concerned  about  are  either  not  being  included  as  part  of 
these  systems  and  these  systems  have  very  little  history  in  terms 
of  developing  services  for  this  particular  population. 

In  addition,  the  waivers  that  come  in  from  the  Health  Care  Fi- 
nancing Administration,  the  115  waivers,  have  tremendous  impact 
on  our  population.  What  we  have  done  in  relation  to  Health  Care 
Financing  is  that  we  have  established  a  working  relationship 
where  the  Center  for  Mental  Health  Services  and  the  Center  for 
Substance  Abuse  Treatment  are  now  very  much  involved  in  Medic- 
aid waivers  that  impact  our  population. 

In  addition  to  that,  we  have  become  very  much  involved  in  exam- 
ining managed  care  systems  as  to  their  effectiveness  and  cost  effi- 
ciency with  the  kinds  of  services  that  our  population  needs. 

Dr.  Arons,  do  you  want  to  address  any  of  the  managed  care  with 
Health  Care  Financing? 

Dr.  Arons.  Just  a  word.  Congressman.  We  recognize  that  the 
growth  of  the  managed  care  approach  to  delivering  services  is  hav- 
ing an  impact  throughout  the  country.  We  are  very  concerned  that 
people  with  severe  mental  illnesses  get  the  treatment  they  need. 
Another  concern  is  whether  the  managed  care  entities  will  provide 
the  other  related  services  that  people  need,  such  as  outreach  and 
support  services,  to  let  them  live  independently  in  the  community. 
So  we  are  looking  at  it  very  closely  and  propose  to  actually  fund 
some  demonstrations  in  that  area  in  the  coming  year. 

HERITAGE  FOUNDATION  RECOMMENDATIONS 

Mr.  Stokes.  Great.  Dr.  Chavez,  earlier  this  year  in  testimony  be- 
fore this  subcommittee,  the  Heritage  Foundation  recommended 
that  the  Substance  Abuse  and  Mental  Health  Services  Administra- 
tion's clinical  AIDS  training  initiative  be  zeroed  out;  that  the 
grants  to  States  for  homeless,  the  PATH  program  be  eliminated; 
and  that  the  AIDS  demonstration  program  also  be  eliminated. 

The  rationale  stated  by  the  Heritage  Foundation  was  that  these 
programs  and  activities  duplicate  existing  programs  and  other  com- 
ponents of  the  Department  of  Health  and  Human  Services.  My 
question  to  you  is  do  you  agree  with  the  Heritage  Foundation,  and 
how  do  you  respond  to  those  statements? 
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Dr.  Arons.  Well,  Congressman,  in  part  I  tried  to  address  this 
issue  before.  We  look  foward  to  the  day  when  in  fact  individuals 
with  mental  illness  will  be  treated  equitably  with  all  others  in  the 
primary  care  settings  and  that  we  don't  have  to  worry  about  sepa- 
rate programs. 

Unfortunately,  we  are  not  at  that  point  yet,  and  so  individuals 
with  HIV/AIDS,  individuals  who  are  homeless,  the  individuals  you 
mentioned  do  need  specified  targeted  programs  to  make  certain 
that  the  mental  health  needs  are  addressed.  Once  we  are  able  to 
show  what  works  best  in  providing  those  mental  health  services  in 
the  context  of  a  primary  care  setting,  we  do  hope  that  we  can  even- 
tually phase  out  such  programs  as  the  HIV/AIDS  demonstration 
program. 

If  we  don't  provide  those  targeted  programs,  we  know  that  people 
don't  follow  through  on  their  treatment.  They  don't  follow  through 
on  safer  practices  that  will  limit  the  spread  of  HIV/AIDS.  We  know 
homeless  individuals  won't  come  in  for  services  and  will  remain 
homeless  and  remain  a  cost  to  our  society. 

Mr.  Mactas.  If  I  might  just  put  my  two  cents  in  on  this  one,  our 
AIDS  outreach  demonstration  programs  will  continue  for  1996  as 
planned.  What  is  discontinued  in  our  proposed  budget  is  the  HIV 
linkage  initiative  which  expires  in  1995.  However,  we  will  be  ad- 
dressing that  issue  through  our  new  consolidated  demonstration 
under  our  managed  care  initiatives,  and  looking  at  the  degree  to 
which  early  intervention  and  comprehensive  services  utilizing  a 
number  of  systems  will  result  in  better  outcomes  and  lower  health 
care  costs  for  HIV. 

ADOLESCENT  HEALTH 

Mr.  Stokes.  Dr.  Chavez,  it  appears  that  there  is  a  definite  link 
between  adolescent  health  and  adult  health,  especially  with  respect 
to  diseases  and  disorders  that  result  from  behavior  choices  made 
during  adolescent  years.  In  fact,  in  your  testimony,  you  mentioned 
the  recycling  of  juveniles  through  our  courts,  and  we  find  that  this 
has  become  generational  recycling.  In  fact,  many  of  the  health  risks 
that  we  face  as  a  Nation  take  shape  during  youth.  What  specifi- 
cally are  we  doing  to  address  substance  abuse  and  mental  illness 
in  adolescents,  and  in  your  professional  judgment,  are  we  doing 
enough? 

Ms.  Chavez.  Congressman  Stokes,  many  of  our  prevention  pro- 
grams and  treatment  programs  deal  specifically  with  the  adoles- 
cent population.  We  are  moving  more  toward  lowering  the  age  at 
which  services  are  delivered  because  we  know  that  health  and 
many  other  services  are  very  critical.  The  earlier  you  intervene,  the 
better  the  results.  Through  the  Center  for  Mental  Health  Services, 
we  have  a  new  initiative  for  adolescents.  So  we  are  moving  more 
and  more  in  this  direction,  but  as  I  said  earlier,  we  have  had  sev- 
eral programs  for  at-risk  youth  that  Dr.  Johnson  has  been  very 
much  involved  in  throughout  the  years,  as  well  as  Mr.  Mactas. 

Mr.  Stokes.  Dr.  Johnson,  did  you  want  to  say  anything? 

Ms.  Johnson.  No. 

Mr.  Stokes.  Thank  you,  Mr.  Chairman. 

Mr.  Porter.  Thank  you,  Mr.  Stokes. 
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SAMHSA  ORGANIZATION 


Now,  Dr.  Johnson,  you  were  about  to  answer  my  question  on  the 
need  for  three  separate  agencies  when  I  last  was  here. 

Ms.  Johnson.  I  will  answer  your  question  in  terms  of  two  sepa- 
rate agencies  because  you  mentioned  that,  as  well.  I  have  worked 
in  both  areas,  in  both  treatment  and  prevention  in  terms  of  sub- 
stance abuse,  and  both  are  major  public  health  approaches  to  these 
disorders,  and  I  think  the  Public  Health  Service  has  historically 
looked  at  prevention  as  being  a  major  concern  and  a  major  effort 
that  should  be  supported  and  in  fact  divided  the  public  health  be- 
tween services  that  relate  primarily  to  treatment  and  those  in 
terms  of  prevention. 

That  is  why  you  have  a  CDC  and  you  have  a  HRSA  and  so  forth. 
In  terms  of  substance  abuse,  it  is  all  brought  together,  in  terms  of 
one  agency,  so  that  in  itself,  you  know,  provides  a  kind  of  support 
and  that  we  do  have  an  administrator  that  looks  over  all  three  cen- 
ters and  the  two  substance  abuse  centers  in  terms  of  making  sure 
that  our  programs  are  coordinated  and  consolidated.  However,  the 
fact  of  the  matter  is  that  no  public  health  problem  can  be  solved 
unless  you  have  a  major  focus  on  both  areas,  preventing  the  onset, 
preventing  the  incidence  of  the  problem  as  well  as  treating  those 
who  are  affected  with  the  problem,  and  the  concern  is  that  when 
you  bring  them  together,  treatment  because  I  have  worked  in  it, 
David  has  worked  in  it,  it  is  an  overwhelming  need  and  when  you 
have  a  substance-using  pregnant  woman,  she  needs  services,  and 
when  you  have  anyone  who  is  addicted,  they  need  treatment  serv- 
ices, and  we  have  a  great  demand  for  those  services. 

If  you  don't  have  a  central  focus  on  prevention  as  well,  it  be- 
comes overwhelming  over  time,  and  when  I  directed  the  treatment 
part  of  the  National  Institute  on  Drug  Abuse,  when  at  that  point 
in  time  it  had  both  research  and  services,  treatment  predominated. 
It  had  to  because  of  the  great  concern. 

So  what  we  are  trying  to  do  here  is  to  maintain  then  a  major 
focus  to  give  the  kind  of  attention  that  is  needed.  You  talk  about 
the  8th,  10th  and  12th  graders  and  it  increases  in  that  population, 
so  we  constantly  have  to  sustain  a  major  interest  and  a  major 
focus.  I  think  that  in  itself  then  provides  a  great  deal  of  support 
for  separate  centers,  but  certainly  we  should  coordinate  what  we  do 
well. 

Mr.  Mactas.  We  have  considered  at  SAMHSA  every  iteration,  al- 
ternative organizational  structure  toward  delivering  against  our 
mission.  This  notion  was  discussed  and  rejected.  The  question  for 
us  wasn't  so  much  could  you  do  it,  could  you  combine,  consolidate 
centers. 

Of  course,  you  could.  We  just  couldn't  do  the  job  as  well  nor  as 
cost-effectively.  So  anything  I  would  say  at  this  point  would  be  re- 
petitive. Sitting  before  you  are  a  prevention  professional  and  treat- 
ment professionals  who  represent  separate,  discrete  and  distinct 
specialties  who  can  best  provide  leadership  in  the  structure  as  pro- 
posed. 

Mr.  Porter.  All  right. 
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ADMINISTRATIVE  SAVINGS 


Let  me  ask  Dr.  Chavez,  as  I  alluded  to  earlier,  the  budget  jus- 
tification requests  $2,244  billion  for  five  consolidated  SAMHSA  pro- 
grams in  1996.  The  consolidations,  as  we  mentioned,  are  not  au- 
thorized, and  it  is  highly  unlikely  that  it  will  be  authorized  before 
we  have  to  markup.  If  I  understand  it  correctly,  if  the  authoriza- 
tion has  not  been  adopted  by  the  time  we  markup,  you  are  actually 
requesting  $2,247  billion  or  $3  million  more  than  what  is  reflected 
in  the  budget.  Why  is  there  $3  million  more  in  one  case  than  in 
the  other? 

Ms.  Kade.  When  we  had  conversations  with  your  staff,  Mr. 
Myers  asked  us  what  our  budget  would  look  like  under  current  law 
without  consolidation.  We  provided  him  numbers  referencing  back 
to  our  existing  programs.  Since  the  $3  million  was  associated  with 
consolidation,  we  added  it  back  into  the  program  management  line. 

Mr.  Porter.  So  you  would  save  only  $3  million  through  consoli- 
dation? 

Ms.  Kade.  During  the  1996  year  we  project  $3  million  in  FTE 
savings,  personnel  savings.  However,  this  is  a  three  year  plan.  We 
are  shifting  funds  from  the  demonstrations  to  the  partnerships. 
Three-quarters  of  the  funding  we  have  available  for  the  demonstra- 
tions is  to  continue  our  existing  grantees.  As  we  start  out  our  new 
demonstrations,  so  we  do  not  project  additional  savings  in  1996. 
However,  we  are  working  on  streamlining  plans  with  the  Depart- 
ment and  with  0MB  to  project  out  year  savings. 

Mr.  Porter.  You  don't  have  those  yet  though? 

Ms.  Kade.  No,  we  don't,  but  when  we  do,  we  will  be  happy  to 
share  them  with  you. 

Mr.  Porter.  So  I  am  not  sure  if  you  have  answered  this,  what 
would  be  the  impact  if  we  funded  program  management  at  the  re- 
quested level  of  $58  million,  even  if  the  President's  recommenda- 
tions haven't  yet  been  acted  on? 

Ms.  Kade.  Many  of  those  savings,  FTE  savings,  were  associated 
with  consolidating  the  programs  and  actually  reducing  the  over- 
head. What  we  would  have  to  do  in  lieu  of  consolidation  is  actually 
manage  our  FTEs.  It  is  more  of  managing  the  attrition  rather  than 
reshaping  the  organization. 

Mr.  Porter.  I  have  a  number  of  other  questions  for  the  record, 
as  you  might  imagine.  We  very  much  appreciate  your  good  testi- 
mony this  morning,  all  of  you  were  very  forthcoming  and  candid. 
We  appreciate  that  very  much,  and  we  will  take  the  entire  matter 
under  advisement  and  thank  you  for  appearing. 

The  subcommittee  will  be  in  recess  until  10  a.m.  on  Tuesday. 

Ms.  Chavez.  Chairman  Porter,  thank  you  so  much.  We  would 
like  to  thank  you  and  the  other  Members  of  the  committee.  I  would 
also  like  for  the  record  to  thank  our  staff  for  the  work  that  they 
have  done  and  the  work  that  they  continue  to  do  for  the  people  of 
America. 

Thank  you. 

Mr.  Porter.  Thank  you. 

[The  following  questions  were  submitted  to  be  answered  for  the 
record:] 
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PROGRAM  MANAGEMENT 

Mr.  Porter:   What  would  be  the  Impact  if  we  funded  program 
management  at  the  requested  level  of  $58  million  even  If  the  authorizers 
have  not  acted  on  the  President's  legislative  recommendations? 

Dr.  Chavez:   The  $3  million  reduction  in  program  management 
recommended  by  the  President  for  FY  1996  reflects  savings  to  be 
generated  from  the  restructuring  of  our  programs  into  two  consolidated 
demonstration  grants  and  two  performance  partnerships.   These  savings 
are  proposed  to  be  realized  by  a  reduction  in  staffing  needs 
commensurate  with  these  consolidations.   Should  the  program  management 
budget  cut  be  adopted  in  the  absence  of  the  restructuring  of  SAMHSA 
authorities,  the  Agency  would  be  forced  to  generate  savings  wherever 
possible  in  management  and  administration.   This  might  include  reducing 
program  monitoring  and  oversight;  dissemination  of  program  information; 
special  initiatives,  such  as  managed  care;  and  other  areas,  including 
further  staff  reductions  if  necessary  to  achieve  the  lower  operating 
level.   These  reductions  would  result  in  reduced  ability  to  manage  and 
monitor  the  current  grant  portfolio,  and  to  Identify  and  disseminate  the 
results  of  demonstration  findings . 

Mr.  Porter:   Dr.  Chavez,  $3  million  and  50  FTEs  seems  like  a 

relatively  small  decrease  in  administrative  resources  given  the  dramatic 

consolidation  the  Administration  is  proposing.   Why  are  the  savings  so 
limited? 

Dr.  Chavez:   This  cut  represents  a  substantial  reduction  in  our 
staff  complement,  despite  the  fact  that  there  is  no  program  funding 
reduction  in  the  1996  budget.   In  fact,  the  proposed  SAMHSA  staff 
reduction  represents  the  greatest  percentage  cut  of  any  PHS  agency. 
Moreover,  we  anticipate  additional  savings  in  subsequent  years.   The  FY 
1996  budget  includes  a  three -year  plan  to  transfer  a  portion  of  the 
funding  from  the  demonstration  projects  to  the  new  performance 
partnerships.   As  funding  is  transferred  to  the  performance  partnerships 
and  as  our  current  portfolio  of  grants  expires,  more  savings  will  be 
achieved. 

FTE  REDUCTIONS  AND  SAVINGS 

Mr.  Porter:   Dr.  Chavez,  the  legislative  proposal  which  the 
President  has  sent  up  would  consolidate  27  current  programs  into  5. 
SAMHSA  would  save  only  $3  million  in  the  initial  year  from  that 
consolidation.   However,  if  the  legislation  is  adopted,  SAMHSA  should 
expect  to  achieve  substantial  efficiencies  in  the  out  years  in  both 
funding  and  FTEs  as  the  existing  grant  portfolio  is  phased  out  and  the 
total  grant  portfolio  shrinks  dramatically.   What  reductions  do  you 
project  in  both  FTEs  and  dollars  in  1997,  1998,  and  1999? 

Dr.  Chavez:   Future  year  savings  are  projected  to  result  from  the 
shift  of  some  funds  from  demonstrations  to  performance  partnerships.   We 
are  currently  working  within  the  Administration  to  develop  streamlining 
plans.   Overall  savings  for  PHS  are  projected  to  be  approximately  $218 
million  and  723  FTEs  through  consolidations  by  the  year  2000. 
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NATIONAL  GOALS  AND  OBJECTIVES 

Mr.  Porter:   Will  the  process  of  developing  national  goals  and 
standards  be  modeled  after  the  Education  Goals  process? 

Dr.  Chavez:   No,  it  is  more  modelled  on  Healthy  People  2000  and 
that  process.   Goals  and  objectives  for  the  Performance  Partnership 
Grants  will  be  developed  through  an  open  process  that  will  include 
broad  consultation  with  the  States  (Governors,  Legislatures  and  State 
Agencies),  communities,  constituency  groups,  consumers  and  their 
families,  services  providers,  and  others;  the  broad,  collaborative 
process  utilized  to  develop  Healthy  People  2000  goals  and  objectives 
is  expected  to  serve  as  a  model.   In  addition  to  holding  meetings 
specifically  on  this  topic,  we  will  make  a  point  of  using  currently 
planned  meetings,  conferences,  and  other  gatherings  to  receive 
consultation  and  gather  input  to  help  craft  the  specific  objectives  of 
the  Performance  Peurtnerships. 

The  broad  goals  for  the  Performance  Partnership  Grants  will  be 
included  in  the  authorizing  legislation.   Objectives  will  specify 
those  particular  accomplishments  to  be  pursued  with  PPG  funds.   The 
final  list  of  objectives  to  be  pursued  by  States  will  be  developed  in 
partnership  between  the  Department  and  each  individual  State. 

PERFORMANCE  PARTNERSHIPS 

Mr.  Porter:   Dr.  Chavez,  the  current  Substance  Abuse  Block  Grant 
has,  by  my  count,  14  limitations,  set-asides  and  earmarks.   The 
Administration  proposal  would  reauthorize  the  Block  Grant  as  a 
Performance  Partnership.   Eight  of  the  earmarks  would  be  eliminated 
including: 

-  the  10%  set  aside  for  children 

-  the  35%  set  aside  for  alcohol-related  activities 

-  the  35%  minimum  for  drug-related  activities 

-  the  requirement  to  provide  treatment  on  demand  for 
pregnant  women 

-  the  5%  set  aside  for  pregnant  women  and  women  with 
children 

-  the  requirement  to  provide  treatment  on  demand  for  IV  drug 
users 

-  tuberculosis  treatment 

-  the  revolving  fund  for  residential  group  homes  for 
substance  abusers. 

However,  the  Administration  will  retain  6  of  the  existing 
limitations  and  add  a  seventh: 

-  20%  set  aside  for  prevention 

-  5%  set  aside  for  federal-  data  collection 

-  earmark  for  HIV  activities  for  state  with  15  cases  per 
100,000  population 

-  limit  state  administrative  expenses  to  5% 

-  allowing  states  to  transfer  10%  to  mental  health  services 

-  requiring  States  to  enact  and  enforce  laws  regarding 
tobacco 

-  New  set-aside:  allow  SAMHSA  to  retain  10%  of  the  total  for 
incentive  grants  to  high  performers 
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If  the  idea  is  to  give  states  greater  flexibility  to  meet  the  new 
national  goals,  why  not  eliminate  all  of  the  set-asides?  Why  does  the 
Administration  propose  to  retain  fully  half  of  the  set-asides  in  the  new 
legislation? 

Dr.  Chavez:   The  goal  of  the  Administration  Is  clearly  to  make  the 
system  for  providing  Federal  funds  for  mental  health  and  substance  abuse 
services  to  the  States  more  flexible  while  maintaining  accountability 
for  the  use  of  these  funds.   To  this  end  most  State  set-asides  are  being 
removed.   In  the  case  of  the  transfer  authority,  this  change  would 
provide  States  even  greater  flexibility  than  they  now  have. 

We  have  proposed  continuing  the  20  percent  set-aside  for  primary 
prevention  because  we  are  concerned  about  significant  increases  in  drug 
abuse.   Other  than  that  the  funds  be  devoted  to  substance  abuse 
prevention,  there  are  no  restrictions  on  how  the  States  may  spend  them. 
In  recent  years  there  has  been  a  dramatic  increase  in  society's 
awareness  and  willingness  to  act  to  reduce  the  problems  caused  by  drugs 
and  alcohol.   The  progress  made  is  very  encouraging,  but  it  is  important 
to  be  aware  that  drug  use  is  not  a  problem  that  ends ;  prevention  is  not 
a  job  that  gets  finished.   The  need  for  sustained,  vigorous  prevention 
efforts  is  demonstrated  by  the  recent  increase  in  marijuana  use  among 
high  school  seniors,  as  reflected  in  the  survey.  Monitoring  the  Future. 
That  same  survey  indicates  that  8th  and  10th  graders  perceive  drugs  as 
less  harmful  than  8th  and  10th  graders  in  the  three  years  prior.   We  are 
proposing  to  maintain  this  20  percent  earmark  in  part  to  ensure  that 
pressing  treatment  demands  do  not  overshadow  the  need  for  continuing 
prevention  programs.   Without  continued  support  for  prevention  services, 
we  could  very  well  see  significant  increases  in  substance  abuse. 

The  relationship  between  drug  and  alcohol  abuse  and  HIV 
transmission  is  well  accepted.   HIV/AIDS  is  a  national  health  problem, 
and  the  source  of  the  majority  of  new  AIDS  cases  are  from  intravenous 
drug  use.   Maintaining  the  provision  on  early  intervention  services 
acknowledges  this  and  requires  only  those  States  whose  incidence  of  AIDS 
is  at  or  above  15  cases/100,000  of  the  general  population  to  set  aside 
between  2  and  5%  of  their  allotment  for  such  services. 

The  provision  that  States  combat  smoking  by  minors  by  enacting  and 
enforcing  laws  prohibiting  tobacco  sales  to  them  is  retained  because 
studies  indicate  that  over  70%  of  those  who  are  heavy  smokers  as  adults 
started  when  they  were  minors.   Reducing  the  availability  of  tobacco 
products  to  minors  will  reduce  the  health  and  societal  costs  related  to 
tobacco  use.   Moreover,  studies  indicate  that  tobacco  products  are  a 
gateway  drug  for  people  who  become  users  of  marijuana,  heroin,  cocaine, 
and  other  drugs. 

The  proposal  continues  the  5  percent  limitation  on  State/ 
administrative  expenses  in  order  to  maximize  the  amount  of  funding  going 
directly  to  the  provision  of  prevention  and  treatment  services. 

The  proposal  includes  a  previous  provision  to  allow  States  to 
transfer  up  to  10  percent  of  their  allotments  between  the  Mental  Health 
and  the  Substance  Abuse  partnerships.   This  is  not  a  limitation,  but 
rather  additional  flexibility  afforded  to  the  States.   The  1992  ADAMHA 
Reorganization  Act  allowed  the  States  to  transfer  funds  between  the  two 
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block  grants  during  a  two  year  transition  period.  Current  law  no  longer 
allows  the  States  to  transfer  funds  in  FY  1995. 

Finally,  the  proposal  includes  a  new  provision  to  allow  the 
Secretary  to  reserve  up  to  10  percent  of  funding  available  for 
performance  partnerships  for  incentive  awards  to  the  States  that  make 
progress  towards  meeting  national  goals.  This  is  consistent  with  the 
restructuring  of  the  block  grants  into  performance  partnerships  where 
States  will  be  held  responsible  for  achieving  national  goals.  Non- 
performing  States  will  essentially  be  penalized. 

FUNDING  PROPOSAL  FOR  FY  1996 

Mr.  Porter:  Along  the  same  lines,  generally  how  should  we  proceed 
if  the  Administration's  legislation  is  not  enacted?  Do  you  recommend 
that  we  simply  continue  funding  all  of  the  25  existing  categorical 
programs  at  the  1995  level,  or  should  we  roll  the  funding  up  into  five 
or  six  general  authorities  and  terminate  funding  for  the  categorical 
programs?   How  should  we  proceed? 

Dr.  Chavez:  The  Secretary  has  transmitted  to  you  and  your 
colleagues  legislative  specifications  for  all  the  Performance 
Partnerships  and  Clusters,  which  include  the  25  existing  activities  that 
are  being  consolidated  in  SAMHSA.  The  Administration  hopes  that 
Performance  Partnership  legislation  is  enacted  this  year,  and  looks 
forward  to  working  with  the  House  and  Senate  to  enact  consolidations  for 
programs  which  include  performance  measures  and  incentives,  and  will 
encourage  communities  to  make  their  own  decisions  about  how  to  address 
their  needs — and  hold  them  accountable  for  results. 

The  Administration  looks  forward  to  working  with  you  and  your 
colleagues  to  turn  SAMHSA' s  numerous,  restrictive  categorical  grants 
into  flexible,  performance-based  Partnerships  and  Clusters.  If  the 
Congress  has  not  completed  work  on  these  performance-based  proposals 
prior  to  the  time  that  the  Appropriations  Committee  must  move  forward 
with  a  bill,  we  would  be  willing  to  work  with  you  to  develop 
opportunities  to  carry  out  the  purpose  of  the  Performance  Partnerships 
and  Clusters. 

DEMONSTRATION  PROGRAMS 

Mr.  Porter:  Dr.  Chavez  I  know  that  many  in  the  substance  abuse 
treatment  community  believe  that  the  federal  demonstration  programs  are 
ineffective  for  the  reasons  we  discussed  during  the  oral  testimony. 
They  believe  resources  ought  to  be  diverted  from  demonstrations  to  the 
development  of  protocols  which  should  then  be  nationally  distributed. 
Why  shouldn't  we  reallocate  our  resources  in  this  manner? 

Dr.  Chavez:  We  do  not  believe  that  resources  should  be  diverted 
from  demonstrations  to  the  development  of  research  protocols.  The 
Federal  government  has  an  essential  leadership  role  to  perform  for 
States  and  communities  over  and  beyond  developing  research  protocols. 
The  new  consolidated  demonstration  clusters  will  address  issues  as  they 
arise  in  the  field,  not  in  academia.  They  will  test  the  efficacy  of 
techniques  in  actual  field  application  rather  than  controlled  settings. 
They  will  c[uickly  generate  knowledge  and  disseminate  results  to  the 
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field. 


The  broader  perspective  at  the  Federal  level  allows  a  focus  on 
knowledge  development  and  generalization  across  States.   The  widely 
diverse  needs  of  Individual  States  do  not  lend  themselves  well  to 
addressing  Issues  that  apply  to  several  States.   State  level 
demonstrations  are  likely  to  have  narrow  focus  and  unlikely  to 
disseminate  data  outside  the  State. 

CONSOLIDATIONS  UNDER  CURRENT  LAW 

Mr.  Porter:   Dr.  Chavez,  assuming  that  this  subcommittee  approves 
the  decision  to  consolidate  CSAT,  CSAP  and  CMHS ,  does  SAMHSA  or  one  of 
the  agencies  have  broad  enough  authority  under  current  law  to  operate  a 
consolidated  block  grant  program  or  a  consolidated  demonstration  and 
training  program  for  both  substance  abuse  and  mental  health? 

Dr.  Chavez:   I  would  like  to  clarify  that  the  Administration's 
proposal  does  not  recommend  consolidation  of  Centers  as  your  question 
would  suggest.   The  proposal  is  to  consolidate  25  different  program 
authorities  into  four:   two  performance  partnerships,  two  consolidated 
demonstration  and  training  grant  programs.   Currently  no  single 
authority  exists  which  would  allow  SAMHSA  or  one  of  it's  Centers  to 
operate  a  consolidated  performance  partnership  program  or  a  consolidated 
demonstration  and  training  programs  for  substance  abuse  aind  for  mental 
health. 

PROGRAM  EVALUATIONS 

Mr.  Porter:   Dr.  Chavez,  I  am  concerned  about  the  effectiveness  of 
the  funding  the  government  provides  through  SAMHSA.   As  you  know,  we  are 
examining  all  of  the  multi -billion  dollar  programs  under  our 
jurisdiction  on  the  basis  of  their  effectiveness.   We  are  looking,  for 
example,  at  Chapter  1,  Head  Start,  and  JTPA  programs,  among  others. 

We  would  like  to  have  some  indication  of  the  return  on  our  $2.2 
billion  investment  in  SAMHSA.   We  know  there  is  a  great  deal  of 
anecdotal  evidence  about  demonstrations  and  other  small  programs  around 
the  country. 

Dr.  Chavez,  does  SAMHSA  comprehensively  evaluate  any  of  its  major 
programs  for  outcomes?  Which  ones?  How? 

Dr.  Chavez:  Yes,  SAMHSA  evaluates  the  outcomes  of  its  major 
programs .  We  recognize  that  our  programs  are  only  a  part  of  a  much 
larger  National  effort  involving  States,  local  governments,  private 
organizations  and  providers.  Often,  our  work  is  joined  with  theirs. 
Therefore,  the  most  relevant  evaluations  look  at  what  we  do  in  this 
broader  context. 

We  frequently  work  in  partnership  with  the  States,  and  this 
includes  evaluations.   For  example,  Governor  Wilson  of  the  State  of 
California  recently  published  the  results  of  an  evaluation  conducted  by 
the  National  Opinion  Research  Center  at  the  University  of  Chicago.   This 
study  followed  clients  receiving  support  from  California  [partly  from 
SAMHSA  block  grant  funds.]  They  wanted  to  see  what  happened  to  these 
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people  as  a  result  of  the  services  they  received.   This  work  used 
procedures  that  were  developed  for  services  research  conducted  by  a 
group  that  is  now  a  part  of  the  Office  of  Applied  Studies,  SAMHSA.   The 
study  found  a  substantial  return  for  each  dollar  spent  on  substance 
abuse  treatment: 

o     In  1992,  the  cost  of  treating  these  150,000  clients  was  $209 

million.   The  study  shows  that  treating  these  clients  saved  the 
public  $1.5  billion  because  they  avoided  having  to  pay  for  the 
effects  of  crime,  illness  and  social  disruption  that  would  have 
otherwise  occurred. 

o     Treatment  paid  for  itself  on  the  day  it  was  received,  due 
primarily  to  the  cost  savings  in  reduced  crime. 

o     The  benefit  of  treatment  outweighed  its  cost  by  ratios  from  4:1  to 
12:1,  depending  on  the  type  of  treatment. 

This  work  is  being  replicated  by  SAMHSA' s  Office  of  Applied 
Studies  in  two  nationally  representative  projects.   The  first,  the 
Services  Research  Outcome  Study  [SROS] ,  will  contact  clients  who  were  in 
treatment  in  1989-1990  to  find  out  about  the  long  term  effects  of  the 
services  they  received.   The  second,  the  Alcohol  and  Drug  Services 
Study,  will  select  two  groups  of  clients  and  follow  them  for  up  to  four 
years.   Each  study  is  collecting  extensive  treatment,  cost,  program  and 
personal  information.   Each  will  give  us  a  nationally  representative 
view  of  the  impact  of  the  whole  treatment  system  in  which  SAMHSA  invests 
money  on  behalf  of  the  American  public.   Because  of  the  need  to  measure 
effects  over  time,  the  results  of  these  studies  will  not  be  available 
until  1996-1997. 

In  addition  to  these  comprehensive  and  nationally  representative 
studies,  SAMHSA  maintains  an  extensive  system  of  evaluations  focused  on 
the  specific  programs  we  support,  particularly  the  demonstrations. 
These  studies  look  at  the  results  of  our  efforts  and  also  monitor  the 
functioning  of  the  national  prevention  and  treatment  systems. 

We  believe  that  this  system  can  be  improved  by  increasing  its 
rigor  and  making  it  more  comprehensive,  which  is  the  thrust  of  our  1996 
consolidation  proposal.   Yet,  the  following  shows  that  our  evaluations 
are  already  providing  a  wealth  of  important  results  that  can  help  us 
improve  the  functioning  of  our  Nation's  efforts. 

SAMHSA' s  evaluations  are  designed  to  assess: 

•  the  effectiveness  of  treatment  and  prevention  approaches  and 
systems  of  care; 

•  the  accountability  of  Federal  funds;  and, 

•  the  achievement  of  SAMHSA 's  programmatic  and  policy 
objectives. 

We  encourage  evaluators ,  States ,  programs  and  service  providers  to 
use  comparable  data  elements  and  instruments  so  that  we  can  synthesize 
these  findings  across  the  range  of  services  and  settings  where  we 
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provide  support. 

Mr.  Chairman,  we  are  now  implementing  an  integrated  model  of 
evaluation  and  planning.   Our  strategic  plan  will  identify  priorities, 
such  as  relating  services  to  managed  care,  which  drive  the  development 
of  grant  programs  and  future  evaluations . 

During  FY  1994,  SAMHSA  completed  six  reports  resulting  from 
evaluations.   The  six  studies  reflect  some  of  the  population  groups 
SAMHSA  has  identified  as  being  in  greatest  need  of  substance  abuse  and 
mental  health  services .   These  include  pregnant  and  postpartum  women  and 
their  infants  (PPWI) ,  children  with  serious  emotional  disturbance  (SED) , 
high-risk  youth,  and  the  homeless  mentally  ill. 

The  evaluation  of  a  PPWI  demonstration  program  conducted  in  FY 
1994  examined  the  results  of  improved  coordination,  availability,  and 
accessibility  of  health  and  substance  abuse-related  services.   A 
substantial  number  of  the  women  served  by  these  programs  reduced  their 
substance  use,  and  their  babies  were  generally  healthy.   SAMHSA  will  use 
these  findings  to  encourage  improvements  in  the  quality  of  services 
provided  to  substance -abusing  pregnant  and  postpartum  women  and  their 
Infants . 

Another  evaluation  conducted  during  FY  1994  examined  the  cost- 
effectiveness  of  a  drug  treatment  enrichment  program  in  curbing  drug  use 
among  students  receiving  training  at  Job  Corps  Centers.   Job  Corps 
Centers  are  residential  employment  and  training  programs  for  high-risk 
youth.   Students  participating  in  the  enrichment  program  have  shown  a 
significant  decrease  in  drug  use,  compared  to  a  control  group.   The 
findings  of  this  study  are  useful  in  verifying  the  effectiveness  of 
substance  abuse  treatment,  and  in  informing  the  field  about  appropriate 
substance  abuse  services  for  high-risk  youth. 

The  evaluation  of  a  five-site  demonstration  program  for  homeless 
mentally  ill  adults  examined  the  results  of  improved  linkage, 
integration,  and  availability  of  housing,  social,  and  medical  services. 
The  program  was  successful  at  reducing  homelessness  and  improving  the 
mental  health  of  study  participants.   These  results  have  Important 
policy  implications  regarding  the  need  for  better  integration  of 
services  for  individuals  with  multiple  problems. 

The  following  is  additional  detail  on  the  outcome  evaluations 
SAMHSA  conducts  of  the  programs  of  the  three  Centers. 

CSAP  is  conducting  national  cross  site  evaluations  of  its  major 
programs:   the  High  Risk  Youth;  the  Pregnant,  Postpartum  Women  and  their 
Infants;  and  the  Community  Partnership  programs.   These  evaluations  use 
a  core  set  of  standard  instruments  and  procedures  to  monitor  a  selected 
group  of  grantees  and  compare  the  effect  of  their  efforts  to  comparison 
or  control  groups.   We  use  the  results  to  generalize  information  about 
effects  across  projects.   In  this  way,  we  not  only  determine  the 
efficacy  of  our  program,  but  also  measure  what  prevention  strategies 
work  best  and  why. 

CMHS  conducts  comprehensive  evaluations  of  key  programs  focusing 
on  the  outcome  of  the  demonstrations  we  support.   These  evaluations  are 
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tailored  to  answer  specific  questions  about  the  relative  effectiveness 
of  alternative  approaches  for  addressing  important,  policy  relevant 
issues.   In  programs  such  as  Access  to  Community  Care  and  Effective 
Services  and  Supports  (ACCESS)  and  the  Children's  Mental  Health  Services 
program,  evaluations  use  OMB-approved  common  data  elements  and  outcomes 
across  sites. 

Mental  health  service  demonstration  programs  have  closed  knowledge  gaps 
in  several  areas  of  national  significance  to  SAMHSA  and  the  field. 
Examples  of  results  achieved  through  CMHS  demonstrations  include: 

A  1993  HHS  Inspector  General  survey  of  124  experts  and  providers 
credits  the  Community  Support  Program  with  "creating  a  new  conceptual 
framework  for  serving  adults  with  SMI,  which  has  taken  root  across  the 
country."  CSP  efforts  have  helped  reduce  state  inpatient  expenditures 
to  approximately  50%  of  total  State  mental  health  dollars,  with  the 
remainder  now  being  spent  in  demonstrably  more  cost-effective  services 
in  the  community. 

Systems  of  care  planned  and  developed  through  the  Child  and 
Adolescent  Service  System  Program  (CASSP)  have  demonstrated  reduced  use 
of  inpatient  services,  reduced  placement  in  out-of-state  facilities, 
improved  functioning,  improved  school  attendance,  reduced  violations  of 
the  law  and  increased  parent  satisfaction. 

Homeless  Services  Demonstrations  have  moved  innovative  concepts, 
such  as  the  use  of  mobile  outreach  teams  to  engage  and  serve  homeless 
persons  with  severe  mental  illness,  from  the  experimental  to  the 
mainstream.   Conclusive  evidence  that  homeless  persons  with  severe 
mental  illness  can  be  engaged  and  successfully  housed  with  accompanying 
reductions  in  expensive  emergency  room  and  inpatient  psychiatric 
treatment  was  produced  through  joint  services  research  demonstrations 
with  HUD. 

These  and  other  results  are  quickly  disseminated  to  the  field 
through  a  variety  of  mechanisms  including  technical  assistance  to  States 
and  individual  service  providers,  publication  of  articles,  presentations 
at  major  conferences,  and  various  electronic  bulletin  boards. 

CSAT's  National  Treatment  Improvement  Evaluation  Study  (NTIES)  is 
a  comprehensive  assessment  of  the  results  of  157  three  year 
demonstration  grants  and  cooperative  agreements  funded  by  CSAT  beginning 
in  FY  1990  and  FY  1991.   The  purpose  of  the  demonstrations  was  to 
enhance  the  quality  and  effectiveness  of  alcohol  and  drug  treatment  in 
three  domains:   Target  Cities  with  severe  substance  abuse  problems; 
Critical  Populations  (e.g.,  residents  of  public  housing,  ethnic  and 
racial  minorities,  women  with  young  children);  and,  those  individuals 
within  the  criminal  justice  system. 

To  date,  NTIES  has  collected  data  on  792  service  delivery  units; 
6,700  individuals  entering  treatment;  5,000  individuals  exiting 
treatment;  and,  1,500  individuals  one  year  following  treatment.  We  are 
currently  examining  the  effect  of  treatments  in  comparison  to  its  cost. 
We  have  collected  information  on  clients  condition  before  and  after 
treatment  that  will  be  particularly  telling  in  this  regard. 


851 


For  the  past  three  years,  CSAT  has  funded  an  Evaluation  of  the 
Drug  Treatment  Enrichment  Program  In  Job  Corps  Centers.   This  project 
has  evaluated  the  effectiveness  of  providing  substance  abuse  treatment 
on-site  for  adolescents  entering  the  Department  of  Labor's  Job  Corps. 
The  study  Involves  four  matched  pairs  of  Job  Corps  Centers  and  Includes 
a  one -year  follow-up.   To  date,  over  10,000  adolescents  have  been 
screened  for  the  presence  of  substance  abuse  problems;  over  5,000  have 
had  three  month  and/or  termination  Interviews;  and,  the  study  is  now  In 
Its  one-year  follow-up  period.  We  are  analyzing  the  results  and  expect 
to  have  a  report  within  about  12  months. 

The  Substance  Abuse  Prevention  and  Treatment  (SAPT)  Block  Grant  Is 
the  foundation  of  SAMHSA's  support  for  substance  abuse  treatment 
nationally.   Over  the  past  several  years,  SAMHSA  and  the  States  have 
developed  the  State  Systems  Development  Program  (SSDP)  and  a  State 
Prevention  System  Program,  which  Is  designed  to  maximize  State 
flexibility  while  ensuring  accountability  in  the  use  of  SAPT  Block  Grant 
funds.   The  Standard  Application  and  the  State  Technical  Reviews  provide 
SAMHSA  with  specific  Information  regarding  the  expenditure  of  SAPT  Block 
Grant  funds.   The  State  Epidemiological  Assessments  funds  State  specific 
assessments  of  the  demand  and  need  for  substance  abuse  treatment  to 
assist  States  in  useful  resource  allocation  SAPT  Block  Grant  funds. 
These  funds  also  permit  States  to  Increase  their  Prevention  State 
Systems . 

The  National  Center  for  the  Advancement  of  Prevention  and  the 
National  Technical  Center  for  Substance  Abuse  Needs  Assessment  provide 
States  with  technical  assistance  in  the  development  of  Instruments  and 
methodology  for  both  evaluation  and  needs  assessment. 

Working  in  partnership  with  the  States ,  SAMHSA  has  developed  an 
ongoing  program  in  which  planning  is  based  on  epidemiological  data, 
quality  is  maintained  through  an  emphasis  on  systems  development  and 
technical  assistance,  and  accountability  is  ensured  through  performance 
measurement . 

COMMUNITY  PARTNERSHIP  PROGRAMS 

Mr.  Porter:   Dr.  Chavez,  specifically  regarding  the  Community 
Partnerships  program,  has  SAMHSA  or  its  grantees  looked  at  the  Unified 
Crime  Reports  for  reductions  in  drug-related  crime  or  made  any  other 
attempt  to  evaluate  the  success  of  these  partnerships? 

Dr.  Chavez:   CSAP  is  currently  piloting  a  system  that  would  enable 
its  grantees,  including  the  Community  Partnerships,  to  measure  and 
report  on  substance  abuse  related  violence  within  their  communities. 
Utilizing  some  information  from  the  Uniform  Crime  Reports,  CSAP  and  Its 
grantees  will  develop  common  reporting  instruments,  training,   and 
technical  assistance.   Through  this  mechanism,  communities  will  Increase 
their  capacity  to  address  substance  abuse  and  violence. 

In  addition.  Community  Partnerships,  at  the  local  level,  are 
required  to  conduct  a  rigorous  outcome  evaluation  of  their  individual 
project  which  enables  programs  to  modify  their  activities  and  become 
more  productive  and  effective.   The  evaluation  includes  an  assessment  of 
the  alcohol  and  drug  problems  through  key  indicators  in  the  local 
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community.   Partnerships  are  also  evaluated  through  national  cross  site 
evaluations  which  not  only  determine  the  efficacy  of  the  overall 
program,  but  also  collect  the  critical  information  on  what  prevention 
strategies  work  best  and  why. 

Mr.  Porter:   Has  this  been  done  comprehensively  across  all 
grantees? 

Dr.  Chavez:   Yes,  Community  Partnership  grants  are  required  to 
dedicate  from  10  to  15%  of  each  award  for  evaluation  of  the  project's 
efforts  which  includes  both  a  process  and  an  outcome  component.   Annual 
local  level  evaluation  data  Is  available  for  each  partnership  project. 
In  addition.  Partnership  grantees  participate  in  the  national  cross  site 
evaluation  which  compares  the  Partnership  grantees'  success  in  changing 
substance  abuse  and  related  health,  safety,  and  community  variables  to  a 
matched  community  on  the  ssune  Indices. 

Mr.  Porter:   If  we  pulled  the  Unified  Crime  Reports  for  the  cities 
that  have  had  Community  Partnership  grants,  would  we  find  a  significant 
impact  on  drug  related  crime? 

Dr.  Chavez:   CSAP  is  in  the  process  of  setting  up  a  system  to 
measure  and  report  on  substance  abuse-related  violence  within  individual 
Partnership  communities.   However,  It  is  clear  from  program  reports  and 
evaluation  findings  that  Partnerships  are  having  an  impact  on  crime. 
Reports  include  outcome  data  on  activities  such  as  the  closing  of  crack 
houses;  the  demolition  of  abandoned  buildings;  the  establishment  of 
neighborhood  block  watch  programs;  the  execution  of  drug  sweeps  and 
sting  operations  targeting  both  drug  dealers  and  users;  and  instances  of 
drug- related  felony  arrests  and  drug- related  misdemeanor  charges. 

Mr.  Porter:   Would  you  synthesize  the  most  recent  evaluations  of 
the  Community  Partnership  Grants . 

Dr.  Chavez:   For  the  Community  Partnership  program,  CSAP  developed 
a  common  framework  which  will  be  used  by  the  grantees  to  report  findings 
and  evaluation  data  at  the  end  of  the  grant  program.   CSAP  is 
synthesizing  this  data  and  conducting  secondary  analyses  to  augment  the 
findings  of  the  cross-site  evaluation.   Preliminary  results  are  expected 
in  the  next  12  months . 

In  the  meantime,  CSAP  is  able  to  highlight  very  promising  trends 
undertaken  by  the  Community  Partnerships.   The  partnerships  have  an 
average  of  67  partners,  even  though  the  original  announcement  called  for 
7  partners,  with  the  most  frequent  partners  comprising  schools,  law 
enforcement,  and  business  organizations.   Partnerships  empower 
communities  to  solve  their  substance  abuse  problems  by  creating  unique 
collaborations  which  bring  new  talents  together.   The  partnerships  have 
integrated  and  coordinated  prevention  services  which  has  improved 
quality  and  responsiveness  while  at  the  same  time  minimizing  duplication 
of  efforts. 

Currently,  our  best  information  comes  from  a  myriad  of  individual 
data  reported  from  grantees.   For  Instance,  the  Boston  community 
partnership  received  the  1993  Drug  Fighter  of  the  Year  Award  from  the 
Massachusetts  Governor's  Alliance  Against  Drugs  and  the  Federal  Drug 
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Enforcement  Agency  for  its  efforts  to  bring  at  least  17  major  industries 
in  the  Boston  area  into  the  partnership  to  support  substance  abuse 
prevention  efforts.   These  industries  contributed  approximately  $275,000 
in  1993  towards  the  partnership's  efforts.   The  Gloucester  Prevention 
Network  reports  a  decrease  in  arrests  for  heroin  possession  from  79  per 
year  to  29  per  year  and  a  50%  decrease  in  arrest  for  drunk  driving.   The 
Charles  Town  Community  Partnership  supported  a  homeowner's  association 
and  a  neighborhood  watch  program.   In  a  three  year  period,  neighborhood 
volunteers  gave  over  16,000  hours  to  the  association's  activities  and 
during  that  time,  police  and  ambulance  calls  have  been  reduced  by  35%. 
The  Miami  Coalition  for  a  Drug  Free  Community,  through  cooperation  among 
local  agencies,  has  been  able  to  demolish  more  than  2,000  crack  houses 
since  1988.   Crime  areas  report  a  reduction  in  drug  arrests  by  24%. 

Mr.  Porter:   Have  any  of  the  Commiinity  Partnership  programs 
continued  to  operate  following  termination  of  the  federal  grant? 

Dr.  Chavez:   To  date,  only  seven  Community  Partnerships  have 
completed  their  full  funding  cycle.   Of  these,  four  have  continued  to 
operate  their  substance  abuse  prevention  programs.   An  additional  90 
Community  Partnerships  will  come  to  the  end  of  their  funding  period  by 
the  end  of  this  fiscal  year.   CSAP  plans  an  extensive  follow-up  on  these 
programs  designed  to  ascertain  the  continuing  effects  of  the  programs 
and  their  long-term  viability. 

Mr.  Porter:   What  is  the  amount  of  the  average  grant  under  the 
Community  Partnership  program? 

Dr.  Chavez:   In  FY  1995,  new  Community  Partnership  grants  will 
average  $300,000  per  year. 

COORDINATION  WITH  THE  DEPARTMENT  OF  JUSTICE 

Mr.  Porter:   To  what  extent  are  you  coordinating  your  efforts  with 
the  Department  of  Justice? 

Dr.  Chavez:   CSAP  and  the  Department  of  Justice  are  working 
together  on  a  number  of  fronts.   Most  notably  in  the  past  year,  this  has 
been  with  regard  to  DOJ's  Weed  and  Seed  Program  and  a  co- sponsored 
conference  in  Charlotte,  NC.   As  to  the  former,  CSAP  has  a  cooperative 
agreement  with  DOJ  that  provided  $50,000  to  Partnerships  in  each  Weed 
and  Seed  site  to  link  them  programmatically.   On  the  latter  point,  CSAP 
and  DEIA  hosted  a  national  conference  to  bridge  the  local  law 
enforcement  officials  with  the  community  partnership.   In  addition  to 
the  above,  CSAP  funds  2  Memoranda  of  Understandings  with  the  Department 
of  Justice  which  support  the  Department's  Cities  in  Schools  and  the  Race 
Against  Drugs  program. 

Mr.  Porter:   The  Department  of  Justice  operates  community  grant 
programs  which,  I  am  told,  have  shown  better  results  than  the  Community 
Partnerships  program  in  reducing  drug  use  and  drug-related  crimes  with 
smaller  grants  and  focusing  more  heavily  on  law  enforcement  than  service 
provision.   Has  the  Justice  Department  shown  better  results  with  its 
program,  and  if  so,  why  isn't  SAMHSA  trying  to  replicate  its  approach? 
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Dr.  Chavez:   Beginning  In  FY  1990,  CSAP  Initiated  the  Community 
Partnership  Demonstration  grant  program  which  has  become  a  model  for 
other  agencies  and  organizations.   Consequently,  other  Federal  agencies, 
such  as  the  Department  of  Justice  (DOJ) ,  have  recently  developed 
initiatives  modeled  after  CSAP's  comprehensive  community-based  approach. 
Because  the  Department  of  Justice  coimnunity  grants  program  is  relatively 
new,  CSAP  is  not  aware  of  any  data  that  is  available  from  this  program 
or  information  that  Indicates  the  DOJ  community  grants  show  better 
results  than  the  Partnership  program.   CSAP,  however,  does  have  an 
ongoing  collaborative  relationship  with  the  DOJ  and  will  continue  to 
monitor  the  progress  and  outcomes  of  the  DOJ  program. 

CHILDREN  OF  CHEMICALLY  DEPENDENT  PARENTS 

Mr.  Porter:   Dr.  Chavez,  last  year  the  Conference  Report  on  our 
bill  indicated  that,  "the  conferees  support  demonstrations  to  prevent 
substance  abuse  among  high-risk  children  of  chemically  dependent  parents 
and  intend  that  special  consideration  be  given  to  projects  that  provide 
comprehensive  health  education  and  prevention  services  for  drug  addicted 
individuals  practicing  recovery  lifestyles." 

I  know  that  at  least  one  service  provider  has  contacted  Dr. 
Johnson  in  this  regard.   The  section  of  the  budget  Justification  which 
responds  to  congressional  directives  does  not  address  this  matter.   What 
has  SAMHSA  done  to  respond  to  that  directive? 

Dr.  Chavez:   The  conference  report  language  supports 
demonstrations  to  address  substance  abuse  prevention  among  high  risk 
children  of  chemically  dependent  parents.   SAMHSA  currently  has  issued  a 
request  for  applications  for  these  purposes;  Interested  organizations 
should  apply  for  funding.   The  conference  report  language  also  supports 
projects  that  provide  comprehensive  health  education  and  prevention 
services  for  drug  addicted  individuals  practicing  recovery  life  styles. 
SAMHSA  does  not  have  authority  to  provide  funding  for  preventive  primary 
health  care  programs  but  should  be  able  to  build  linkages  for  such 
services.   SAMHSA  plans  to  issue  requests  for  application  for  a  variety 
of  prevention  and  treatment  programs  this  year.   Technical  assistance 
has  been  provided  to  the  one  service  provider  who  has  contacted  CSAP 
with  regard  to  this  language. 

Mr.  Porter:   Returning  to  the  Community  Partnerships  Program,  do 
these  grants  require  local  implementation  plans  and  the  Involvement  of 
schools  and  law  enforcement  -  program  components  which  the  Justice 
Department  has  demonstrated  to  be  essential  to  effective  drug  abuse 
reduction? 

Dr.  Chavez:   The  Community  Partnerships  are  required  to  develop 
community  based  needs  assessment  plans  as  well  as  a  partnership  grant 
Implementation  and  management  plan.   These  plans  provide  the  basis  for 
the  development  of  a  community  wide  action  plan  to  address  their 
substance  abuse  problems. 

With  regard  to  involvement  of  schools  and  law  enforcement,  the  Community 
Partnership  model  encouraged  applicants  to  Involve  schools  and  law 
enforcement  as  part  of  the  seven  required  members  of  the  partnership. 
Information  available  on  the  partnership  programs  shows  that  1,769 
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education  organizations  participate  as  members  of  CSAP's  Community 
Partnership  programs.   Included  are  public  and  private  school,  head 
start  programs,  colleges  and  universities,  and  parent/student/teacher 
associations.   Further,  data  shows  that  1,081  law  enforcement  agencies 
also  participate  as  members.   These  include  probation  agencies, 
sheriff's  offices,  juvenile  justice  agencies,  police  departments, 
state/district  attorneys,  fire  departments,  and  courts. 

SAMHSA  PROGRAMS  AND  NUMBER  OF  PEOPLE  SERVED 

Mr.  Porter:   For  the  following  programs,  please  submit  for  the 
record  a  table  indicating  the  total  number  of  grants ,  total  number  of 
new  grants,  size  of  the  average  grant,  the  average  number  of  people 
served  by  a  single  grant,  and  the  total  number  of  people  served  under 
the  program:  Community  Support  Program,  Homeless  Demonstrations,  AIDS 
Demonstrations,  Children's  Mental  Health  Services  Program,  Training  and 
AIDS  Training,  High  Risk  Youth,  Pregnant  Women  &  Infants,  Other 
Substance  Abuse  Demonstrations,  Commvinity  Prevention,  Public  Education  & 
Dissemination,  Substance  Abuse  Prevention  Training,  Target  Cities 
Demonstrations,  Women/Children  Demonstrations,  Criminal  Justice  Program, 
Critical  Populations,  Comprehensive  Community  Treatment  Program, 
Addiction  Treatment  Training,  AIDS  Training,  AIDS  Linkage,  AIDS 
Outreach,  and  Treatment  Capacity  Expansion.   Please  provide  actual 
figures  for  1994,  projected  figures  for  1995  and  projected  figures  for 
1996  assuming  enactment  of  the  Administration's  legislative  proposals. 

Dr.  Chavez:   The  information  you  requested  on  the  grants  data  is 
included  on  Table  1.   The  amounts  for  FY  1994  and  1995  are  based  on 
budget  authority.   The  amounts  for  FY  1996  only  reflect  the  continuation 
costs  of  the  current  grant  programs,  since  no  projections  have  been  made 
for  the  consolidated  program  effort.   The  average  costs  of  the  grants 
change  based  on  the  cohort  of  grants  which  terminate  after  1995. 

Table  2  contains  the  information  requested  on  the  number  of  people 
served.   Please  note  that  our  demonstration  programs  are  not  service 
programs  but  demonstrations  of  new  ideas  about  effective  approaches  to 
providing  services.   A  significant  portion  of  the  grant  funds  support 
evaluation  and  reporting  activities.   These  grants  do  not  provide 
treatment  similar  to  that  provided  through  research  programs  and  cannot 
be  compared  to  direct  service  programs  on  a  cost  per  service  unit  basis. 

In  addition,  program  lines  may  fund  multiple  types  of  grants,  some 
of  which  provide  services  and  some  which  do  not.   For  example,  the  CMHS 
Community  Support  Program  funds  four  different  types  of  grants.   Service 
demonstrations  provide  services  to  a  limited  number  of  people  who  are 
enrolled  in  actual  program  studies,  but  the  primary  focus  of  the  grant 
is  to  demonstrate  and  evaluate  innovative  services  for  persons  with  SMI 
and  SED  and  their  families.   Service  System  Improvement  Grants  do  not 
provide  services;  they  demonstrate,  organize  and  operate  programs  which 
provide  training,  technical  assistance  and  support  to  consumers  and 
families.   Consumer  Technical  Assistance  grants  provide  technical 
assistance  on  organizing  and  operating  self-help  and  empowerment 
programs.   Infrastructure/Family  Support  Network  grants  for  the 
children's  component  (CASSP)  provide  training,  technical  assistance,  and 
support  to  the  State  Departments  of  Mental  Health,  families  and 
providers . 
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A  similar  situation  also  occurs  In  CSAT's  Comprehensive  Community 
Treatment  Program.   Approximately  40  percent  of  the  funds  are  spent  on 
treatment  demonstration  projects.   The  other  remaining  funds  are  spent 
to  support  other  treatment  related  activities. 

LIST  OF  CURRENT  GRANTEES 

Mr.  Porter:   For  each  of  the  above,  please  provide  a  list  of 
current  grantees  with  the  amount  of  the  grant. 

Dr.  Chavez:   We  will  submit  a  list  of  the  FY  1994  SAMHSA  grantees 
to  the  Committee  under  separate  cover. 
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Substance  Abuse  and  Mental  Health  Services  Administration 

Table  1.   Funding  for  Selected  Programs 

(dollars  In  thousands) 

1994  1995  1996 
Actual Appropriation  Request 

Awards     Amount  Awards     Amount  Awards     Amount 

[New]    Average  Cost  [New]    Average  Cost  [New]  Average  Cost 
Mental  Health: 

Community  Support  Program 110            $21521  99            $19,577  44  $9,639 

[21]                  $193  [24]                  $198        $219 

Homeless  Demonstrations 15             18,711  15             18,501  9  17,063 

[6]                1,247        1,233        1,896 

AIDS  Demonstrations 11                 1,252  11                 1,183  11  1,183 

[11]                   114        108        108 

Children's  Mental  Health  Sendees  Program..      21              30,641  23             54,312  23  54,312 

[17]                1,459  [2]                2,361        2,361 

Training  and  AIDS  Training 46               4,619  21               3,247  18  2,876 

[6]                   100  [8]                   155        160 

Substance  Abuse: 

Substance  Abuse  Prevention: 

High  Risic  Youth  Demonstrations 162             56,460  166             59,526  132  50,072 

[42]                    349  [57]                    359        379 

Pregnant  Women  &  Infants  Demonstrations..    106             40,354  46              19,704  16  8,277 

381        428        517 

Other  Demonstrations 


Community  Prevention  Oemorfstrations 248 

[17] 

Public  Education  &  Dissemination 26 

[25] 

Training 26 


Substance  Abuse  Treatment 
Target  Cities  (Crisis  Areas)  Demonstrations.. 
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Women/Children  Demonstrations. 55 

[4] 

Criminal  Justice  Program 76 

Critical  Populations 69 

Comprehensive  Community  Trmt  Prog 20 

Addiction  Treatment  Training 1 1 

AIDS  Training 1 1 

AIDS  Linkage 13 

AIDS  Outreach 16 

Treatment  Capacity  Expansion  Program 32 


103,909 
419 

263 
[100] 

105,437 
401 

119 

54,944 
462 

2.042 
79 

34 
[34] 

2,939 
86 

12 

1.873 
156 

1,854 
71 

16 
[11] 

2,422 
151 

16 

2,422 
151 

31,898 
1,772 

11 

32,131 
2,921 

11 

31,047 
2,822 

50,890 
925 

72 
[17] 

59,558 
827 

71 

50,373 
709 

30,783 
405 

38 
[10] 

32,244 
849 

25 

15,695 
628 

40,772 
591 

45 

20,865 
464 





10,590 
530 

30 
[16] 

18,743 
625 

21 

14,392 
685 

5,044 
459 

12 
[1] 

4,622 
385 

12 

4,662 
389 

1.905 
173 

11 

2,392 
217 





5,746 
442 

17 

6,555 
386 





9.411 
588 

14 
[14] 

6,703 
479 

14 

6,703 
479 

14,675 
459 

17 
5.767 

5,767 
339 



::: 
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Substance  Abuse  and  Mental  Health  Services  Administration 
Table  2.   Number  of  People  Served    ^ 


Average  Number 

Total  Number  Estimated 

of  People 

per  Year 

Served  per  Grant 

1994 

1995 

1996 

260 

5,110 

2,290 



200 

3.037 

3,037 

1,800 

Mental  Health: 

Community  Support  Program 

Homeless  Demonstrations 

AIDS  Demonstrations^ Not  available  

Children's  Mental  Health  Services  Program "..  Not  available  

Training  and  AIDS  Training:  *' 

Minority  Fellowship  Program 25  100  100  50 

Institutional  Training 2  44         

AIDSTraining 1,000  13,000  11,000  11,000 

Substance  Abuse: 

Substance  Abuse  Prevention: 

High  Risk  Youth  Demonstrations 543         87,966       90,138       71,676 

PregnantWomenA  Infants  Demonstrations....  157         16,642         7,222         2,512 

Community  Prevention  Demonstrations Not  available  

(67  organizations 
per  coalition) 

Public  Education  &  Dissemination: 

NCADI  and  2  media  campaigns 250,000       250,000 

Training 962  trained;         25,012 

(3,846  person        (99,996) 
direct  contact) 

Substance  Abuse  Treatment: 

Target  Cities  (Crisis  Areas)  Demonstrations....                             5,556  100,008 

Women/Children  Demonstrations 93  women,  105  children  10,890 

CriminalJustice  Program 211  16,036 

Critical  Populations 377  26,013 

Comprehensive  Community  Trmt.  Prog.  " Not  available  

Addiction  Treatment  Training " 182  2,002 

AIDSTraining 182  2,002 

AIDS  Linkage 730  9,490 

AIDS  Outreach  ■" 17,500  280,000 

Treatment  Capacity  Expansion  Program Not  available  

"  While  demonstrations  do  provide  some  services  to  people  enrolled  in  the  program  studies,  the  primary 

purpose  of  demonstrations  is  to  generate  knowledge  about  effective  approaches  to  providing  services. 
^  New  program  first  funded  at  the  end  of  FY  1994.  No  data  available  on  number  of  people  served. 
"  Data  will  be  available  from  1 1  sites  In  May  1995  and  from  all  22  sites  by  November  1995. 
■"  In  addition,  this  program  provides  State  Human  Resource  Development  training  for  hundreds  of  existing 

service  providers  each  year;  data  on  exact  numbers  of  people  served  is  not  collected. 
"  Approximately  40%  of  the  funds  are  spent  on  treatment  demonstration  projects.  These  projects  were 

funded  at  the  end  of  FY  1993  (September)  and  do  not  yet  have  data  on  the  number  of  people  served. 

All  of  these  projects  spent  the  majority  of  the  first  year  on  program  development  and  implementation  and 

were  not  operational  until  the  end  of  FY  1994. 
"  Figure  is  based  on  the  number  of  participants  in  some  classroom  instruction  for  one  quarter  of  the  year. 
""  The  number  of  people  served  is  based  on  first-time  contacts,  defined  as  brief  encounters  with  potential 

clients  which  include  distribution  of  educational  materials  and  brief  risk  reduction  interventions. 


250,000 

250,000 

15,392 
(61,536) 

15,392 
(61,536) 

61,116 

61,116 

14,256 

14,058 

8,018 

5,275 

16,965 



2,184 

2,184 

2,002 



12,410 



245,000 

245,000 
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CONTINUUM  OF  CARE 

Mr.  Porter:   During  public  witness  hearings  earlier  this  year,  the 
Conunlttee  heard  testimony  regarding  the  need  for  a  "continuum  of  care" 
for  substance  abusers  Including  Integrated  drug  abuse  prevention, 
treatment,  health  services,  day  care,  parent  training,  vocational 
education  and  job  placement.   Do  federal  agencies  Involved  In  drug  abuse 
treatment  and  related  services  coordinate  their  programming  to  provide  a 
continuum  of  care? 

Dr.  Chavez:   CSAP  supported  prevention  demonstration  programs  that 
pioneered  a  continuum  of  care  in  the  area  of  substance  abuse  prevention. 
On  the  local  level,  grantees  are  expected  to  set  up  linkages  with  other 
state  and  federally  funded  services,  as  prevention  ranges  from  the 
inclusion  of  parents  and  other  fsimily  members  in  need  of  such  services, 
to  meeting  the  developmental  needs  of  youth  at  high  risk  for  substance 
abuse.   In  addition,  CSAP  coordinates  and  will  continue  to  coordinate 
substance  abuse  prevention  programs  with  other  Federal  Agencies.   Recent 
collaborative  prevention  efforts  Include : 

o     NIH  Research  Institutes  (NIDA,  NIMH,  NIAAA)  -  supports  a  joint 
grant  announcement  and  provides  ongoing  support  of  population 
based  trials  of  prevention  Intervention  in  alcohol  research;  co- 
funds  research  studying  the  Interaction  between  dlagnosable  and 
treatable  mental  illness  in  children  and  future  substance  abuse; 
sponsors  and  provides  ongoing  support  of  an  NIAAA  research  grant 
to  evaluate  the  zero  tolerance  law  in  California;  supports 
development  of  research  focused  on  African  Americans,  Hispanic 
Americans,  Asian  and  Pacific  Islanders  and  Native  Americans, 
including  women  and  youth  as  subgroups  of  these  racial  and  ethnic 
populations ;  and  funds  Health  Services  Research  and  Research 
Dissemination. 

o     Department  of  Defense  -  provides  support  for  delivery  of  services 
in  the  areas  of  communications,  program  evaluation,  training,  and 
community  partnerships/coalitions  for  Army  substance  abuse 
prevention  programs; 

o     Drug  Enforcement  Administration  -  provides  logistical  support  and 
conference  planning  to  develop  strategies  that  link  law 
enforcement  and  prevention  providers;  to  discuss  Innovative  means 
of  sharing  resources;  and  to  highlight  models  of  effective  law 
enforcement  and  prevention  partnerships. 

o     Department  of  Justice  and  Department  of  Commerce  -  provides 

funding  support  for  the  first  year  of  Phase  I  of  the  Cities  in 
Schools,  Inc.,  project  entitled,  "The  Federal  Interagency 
Partnership,  Phase  I." 

o     Centers  for  Disease  Control  -  provides  funding  for  the  purpose  of 
sharing  funding  and  oversight  of  a  urine  drug  testing  project  In 
the  third  National  Health  and  Nutrition  Examination  Survey  (NHANES 
III). 

o     Department  of  Education,  Office  of  National  Drug  Control  Policy, 
and  the  Center  for  Substance  Abuse  Treatment  -  coordinates  the 
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services  of  the  National  Clearinghouse  for  Alcohol  and  Drug 
Information  (NCADI)  with  the  needs  of  these  agencies. 

o     Maternal  and  Child  Health  Bureau  and  Center  for  Substance  Abuse 
Treatment  -  coordinates  the  services  of  the  National  Resource 
Center  for  the  Prevention  and  Treatment  of  Alcohol,  Tobacco,  and 
Other  Drug  Abuse  and  Mental  Illness  in  Women  with  the  relevant 
needs  of  these  agencies. 

CSAT  seeks  to  ensure  that  substance  abusers  receive  a  continuum  of 
services  unique  to  the  needs  of  each  individual  and  include  this 
criterion  in  all  Program  Announcements.   Treatment  is  most  successful 
when  providers  offer  a  sustained  continuum  of  comprehensive  therapeutic 
interventions  which  include,  but  are  not  limited  to:   substance  abuse 
treatment,  primary  health  care,  screening  for  HIV/AIDS,  mental  health 
services,  day  care,  education/vocational  training,  education  and 
counseling  related  to  domestic  violence  and  sexual  abuse,  training  in 
parenting  skills,  and  housing  assistance.   These  services  are  provided 
through  the  CSAT  grants,  oftentimes  in  coordination  with  State  and  local 
agencies. 

In  addition,  CSAT  is  currently  collaborating  with  a  variety  of 
Federal  agencies  in  support  of  enriched  substance  abuse  treatment 
services.   In  conjunction  with  the  Department  of  Labor,  CSAT  is 
examining  the  long  term  effects  of  early  identification  and  treatment 
for  adolescents  at  Job  Corps  vocational  training  sites.   CSAT  is  also 
coordinating  with  the  Social  Security  Administration  to  test  the 
effectiveness  of  intensive  case  management  and  the  use  of  organizational 
payees  for  Supplemental  Security  Income  recipients  who  have  become 
disabled  due  to  drug  and  alcohol  abuse.   CSAT  entered  into  a  joint 
venture  with  the  Center  for  Mental  Health  Services  and  the  National 
Institute  of  Corrections  to  improve  services  for  the  increasing  number 
of  dual  diagnosed  offenders  in  jail,  prisons,  and  community  correction 
settings.   CSAT  has  a  joint  initiative  with  the  Head  Start  Program  to 
develop  supportive  connections  with  Target  Cities  projects  to  improve 
treatment  services  to  Head  Start  children  and  families. 

FORFEITURE  FUNDS  FOR  RESIDENTIAL  WOMEN'S  PROGRAM 

Mr.  Porter:   At  the  end  of  the  last  calendar  year,  SAMHSA  obtained 
additional  funding  from  asset  forfeitures  to  support  the  Pregnant  and 
Postpartum  Women  program.   Why  didn't  CSAT  simply  recompete  the  150 
applications  that  were  approved  but  not  funded  in  1992? 

Dr.  Chavez:   Beginning  in  FY  1992,  asset  forfeiture  funds  have 
been  provided  for  the  Residential  Treatment  Programs  for  Women  and  Their 
Children  (RWC)  program  in  CSAT  but  never  for  the  Pregnant  and  Postpartum 
Women  (PPW)  program  in  CSAP.   The  150  applications  referred  to  in  the 
question  were  submitted  in  response  to  a  Pregnant  and  Postpartum  Women 
program  announcement  in  FY  1992.   It  would  not  be  possible  to  use  these 
PPW  applications  for  the  RWC  programs  as  there  are  different  legislative 
and  program  requirements  and  a  different  target  population.   Moreover, 
Public  Health  Service  grants  policy  precludes  further  consideration  of 
applications  that  are  more  than  12  months  past  the  date  of  the  original 
funding  decision.   Additional  information  on  asset  forfeiture  funding  is 
as  follows : 
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In  FY  1992,  CSAP  (then  OSAP)  was  provided  $10  million  in  Special 
Forfeiture  Funds  (derived  from  asset  forfeitures)  through  appropriations 
available  to  the  Office  of  National  Drug  Control  Policy  (ONDCP) .   With 
these  resources,  CSAP  awarded  11  grants  for  establishment  of  Residential 
Treatment  Programs  for  Women  and  Their  Children  (RWC) .   In  FY's  1993, 
1994  and  1995,  CSAT  received  additional  funding  from  the  ONDCP  Special 
Forfeiture  Fund  to  support  RWC  programs.   Five  million  dollars  was 
appropriated  in  each  of  the  first  two  fiscal  years  and  $10  million  was 
appropriated  in  FY  1995. 

In  FY  1994,  CSAT  funded  four  additional  RWC  projects  with  the 
funds  received  from  the  asset  forfeitures.   These  four  projects  were 
chosen  from  the  pool  of  approved  but  unfunded  applications  submitted 
under  the  FY  1993  program  announcement. 

In  FY  1995,  CSAT  received  an  additional  $10  million  from  asset 
forfeitures  for  the  RWC  program  for  which  a  new  program  announcement  has 
been  issued  seeking  grant  applications.   Although  there  is  still  a  pool 
of  approved  but  unfunded  applications  from  the  FY  1993  program 
announcement,  new  applications  are  being  solicited  because  of  the  Public 
Health  Service  grants  policy  precluding  consideration  of  the  FY  1993 
unfunded  applications  as  more  than  12  months  have  elapsed  from  the  date 
of  the  original  funding  decision,  September  30,  1993.   In  addition,  CSAT 
has  already  funded  projects  with  the  highest  technical  ratings  from  the 
approved  but  unfunded  pool.   These  applications  are  now  two  or  more 
years  old  and  circumstances  have  changed  in  the  field.   CSAT  has  revised 
the  original  announcement  to  incorporate  and  further  refine  the 
comprehensive  array  of  services  in  order  to  be  more  responsive  to  the 
total  needs  of  fcunilies.   CSAT  published  the  Guidance  for  Applicants  in 
December  1994  to  solicit  grant  applications  for  these  funds. 

TREATMENT  GRANT  SOLICITATION  PROCESS 

Mr.  Porter:   What  Is  the  estimated  cost,  to  both  CSAT  and  the 
treatment  community,  of  the  pending  grant  solicitation  process  now 
required  to  distribute  these  limited  funds? 

Dr.  Chavez:   CSAT  estimates  that  the  cost  of  this  grant 
solicitation  process  is  approximately  $300,000.   This  figure  includes 
technical  assistance  provided  to  prospective  grantees  as  well  as  the 
cost  for  review  of  the  applications.   The  cost  also  includes  the  federal 
FTE  cost.   Because  of  the  demand  for  these  types  of  services,  CSAT 
anticipates  a  minimum  of  100  applications  in  response  to  this  particular 
grant  announcement. 

It  is  impossible  for  CSAT  to  estimate  the  cost  to  the  treatment 
community.   No  study  has  been  done  around  this  issue  with  regard  to 
these  types  of  demonstration  grants.   The  costs  associated  with  the 
grant  solicitation  process  would  be  based  on  the  number  of  person  hours 
and  resources  required  to  compete  the  application,  as  well  as  consultant 
costs  (should  consultants  be  utilized) .   CSAT  strives  to  see  that  no 
undue  expectations  are  placed  on  the  applicants.   The  only  requirements 
are  those  that  are  either  legislatively  mandated  or  regulatorily  based. 
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TREATMENT  ADMISSIONS  AND  RELAPSE 

Mr.  Porter:   Studies  indicate  that  some  individuals  require  from 
three  to  five  treatment  admissions  before  they  can  avoid  relapse.   What 
is  SAMHSA  doing  to  develop  treatment  programs  or  protocols  that 
encourage  abusers  to  stay  in  treatment  long  enough  at  first  admission  to 
avoid  relapse? 

Dr.  Chavez:   The  factors  motivating  one's  first  treatment 
admission  may  be  different  from  subsequent  admissions.   During  a  first 
admission  a  person  may  still  be  in  denial  or  entering  treatment  because 
of  an  intervention  by  others,  such  as  family  members  or  the  court,  and 
may  not  really  believe  treatment  is  needed.   After  receiving  treatment 
once,  a  person  Is  more  able  to  reflect  on  destructive  behavior, 
understand  destructive  patterns,  "hit  rock  bottom",  and  over  time  learn 
more  about  treatment  and  become  more  motivated  to  stay  in  recovery. 

However,  positive  outcomes  correlate  with  length  of  time  in 
treatment.   We  have  also  found  other  variables  which  contribute  to 
successful  completion  of  a  treatment  regimen.   The  design  of  CSAT's 
demonstration  projects  recognize  that  completing  treatment  programs 
Improves  longer  term  outcomes ,  and  therefore ,  focus  on  evaluating  the 
components  of  programs  to  retain  clients.   Providing  a  continuum  of 
comprehensive  services  which  Include  screening  and  assessment,  substance 
abuse  treatment,  primary  health  care,  mental  health  services,  child 
care,  transportation,  education  and  vocational  training,  outreach, 
aftercare  has  shown  greatest  retention  in  treatment.   The  goal  is  to 
provide  whatever  services  are  necessary  to  enable  clients  to  enter  and 
complete  a  treatment  regimen. 

Addiction  is  a  disease  with  relapsing  episodes.   Relapse  is,  in 
fact,  a  characteristic  of  this  disease.   However,  people  who  have 
received  some  form  of  treatment  are  more  likely  to  seek  subsequent 
treatment  in  order  to  stay  in  recovery,  although  the  subsequent 
treatment  may  not  be  as  intensive  or  costly.   We  do  know  that  treatment, 
no  matter  how  long,  can  be  successful.   CSAT's  National  Treatment 
Improvement  Evaluation  Studies  has  found  positive  results  between  pre- 
and  post-admlsslons  Into  treatment.   Treatment  brings  down  drug  and 
alcohol  use  and  reduces  other  harmful  behaviors.   For  example, 
preliminary  data  on  outcomes  during  treatment  show  a  68%  decline  In 
cocaine  use,  a  64%  decline  In  heroin  use,  a  68%  decrease  in  alcohol  use, 
and  a  95-96%  decrease  In  the  number  of  people  who  sold  drugs,  used 
weapons,  or  engaged  In  sex  for  money. 

Powerful  chemical  cravings  fuel  destructive  behavior  patterns  that 
are  exceedingly  difficult  to  break.   From  looking  at  the  many  research 
and  evaluation  projects  that  have  been  carried  out  over  time.  It  is 
clear  that  while  substance  abuse  treatment  is  generally  effective,  there 
is  no  clear-cut  endpoint  for  drug  treatment.   The  length  of  treatment  as 
well  as  the  most  effective  treatment  modality  will  vary  with  each 
Individual.   It  is  Important  to  remember  that  some  types  of  treatment 
programs  are  more  effective  for  certain  clients  than  other  types,  but  no 
single  mode  of  treatment  is  universally  effective  for  all.   A  major 
focus  of  CSAT's  demonstration  efforts  Is  better  patient- treatment 
matching.   By  getting  substance  abusers  Into  the  appropriate  treatment 
modality  client  outcomes  will  improve,  as  has  been  demonstrated  with  our 
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Target  Cities  program. 

PERFORMANCE  PARTNERSHIPS 

Mr.  Porter:   Does  the  administration  proposal  for  Performance 
Partnerships  change  the  current  block  grant  formula  for  allocating  funds 
among  the  states,  and  if  so,  how? 

Dr.  Chavez:   The  Administration's  proposal  uses  last  year's 
formula  for  the  distribution  of  substance  abuse  awards.   A  decision  was 
made  to  use  prior  year  demographic  data  to  ensure  that  all  data  elements 
were  available  far  enough  In  advance  to  avoid  any  confusion  or 
uncertainty. 

Unlike  the  substance  abuse  performance  partnership,  the  proposal 
for  distribution  of  mental  health  awards  reflects  a  merger  of  two 
formula  grants,  the  previous  mental  health  block  grant  and  the  Projects 
for  Assistance  in  Transition  from  Homelessness  (PATH)  formula  grant. 
Since  these  formulae  are  different,  using  the  prior  block  grant  formula 
would  have  resulted  in  a  major  redistribution  of  resources  among  the 
States.   Accordingly,  the  President's  proposal  allows  for  the  same 
proportionate  share  of  funding  as  in  the  prior  year  and  includes  a  two 
year  hold-harmless  provision  during  this  transition  period. 

MISSIONS  OF  CSAP  AND  CSAT 

Mr.  Porter:   In  the  oral  testimony,  Mr.  Mactas  stated  that  the 
missions  of  CSAP  and  CSAT  could  not  be  performed  as  cost  effectively  by 
a  unified  administering  agency.   This  seems  counter- intuitive.   Please 
explain  the  statement  for  the  record. 

Dr.  Chavez:   Prevention  and  treatment  are  separate  and  distinct 
specialties  which  require  distinct  service,  support  and  national 
leadership  which  are  relevant,  responsive  and  coherent.   These  unique 
disciplines  serve  different  populations,  focus  on  interventions  at 
different  points  along  the  continuum  of  care,  and  require  interactions 
with  different  groups  at  the  community  level. 

The  goal  of  prevention  is  to  stop  or  prevent  the  onset  of  drug 
abuse  or  addiction,  i.e.,  trying  to  promote  health  or  wellness.   The 
goal  of  treatment  is  to  help  users  overcome  their  substance  abuse  and 
become  productive  citizens,  thereby  reducing  the  enormous  personal  and 
societal  consequences  of  addiction  and  dependence. 

We  believe  SAMHSA's  current  organizational  structure  with  separate 
Centers  for  treatment  and  prevention  provides  the  best  framework  to 
assure  a  continued,  strong  federal  focus  on  the  distinct  missions  of 
each  of  these  disciplines  which  is  essential  to  reducing  the 
incidence/prevalence  of  and  costs  associated  with  substance  abuse. 

Also,  a  merger  would  not  be  cost-effective.   Nearly  all  the 
Centers'  FTE  resources  are  dedicated  to  program  staff,  and  financial 
resources  dedicated  to  direct  program  support.   Much  of  the 
administrative  support  is  embodied  within  organizations  external  to  both 
Centers:   personnel  management,  accounting,  information  resources 
management,  and  procurement,  to  name  a  few.   No  savings  would  thus  be 


864 


achieved  In  these  areas,  nor  in  activities  such  as  site  visit  travel  and 
contract  and  grant  processing.   On  balance,  we  believe  cost- 
effectiveness  is  not  a  significant  argximent  in  support  of  merger,  and 
certainly  not  one  which  outweighs  the  program  disadvantages  of  a  merger. 
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COMMUNITY  PARTNERSHIP  PROGRAM 

Mr.  Bonilla:   I  noticed  In  your  budget  Justification  on  page  13 
you  list  significant  items  in  House,  Senate,  and  Conference 
Appropriations  Coomilttee  Reports  but  you  left  out  some  report  language 
on  page  77  of  the  House  report. 

I  wrote  to  Secretary  Shalala  on  December  30,  1994  expressing  the 
vital  importance  that  "CSAP"  work  through  the  States,  single  State 
agency  for  alcohol  and  drug  abuse  to  the  fullest  extent  possible  In  all 
funding.   This  will  assist  in  ensuring  maximum  coordination  and  avoiding 
duplication  of  services  in  the  Community  Partnership  Grants  Program." 

Here  it  is  March  and  I  don't  think  my  office  has  received  a  reply 
on  how  SAMHSA  in  implementing  this  report  language  and  your  budget 
justification  doesn't  count  it  as  significant. 

But  your  testimony  talks  about  "working  closely  with  the  States." 
Texas  doesn't  think  you  are  working  that  closely  with  them  on  the 
Community  Partnership  Grants.   Where  is  the  disconnect  in  this  process? 
And  is  your  answer  to  my  letter  possibly  lost  in  my  office  somewhere? 

Dr.  Chavez:   In  response  to  your  main  concern,  SAMHSA  and  CSAP 
have  in  the  past  and  will  continue  to  utilize  input  from  the  single 
State  agencies  for  alcohol  and  drug  abuse  in  decisions  on  the  funding  of 
grant  applications.   Although  CSAP,  in  accordance  with  its  legislative 
mandate,  awards  grants  to  community-based  and  other  nonprofit 
Institutions,  it  has  long  recognized  the  importance  of  State 
collaboration  in  the  allocation  of  funding. 

Secretary  Shalala  signed  the  response  to  your  letter  on  March  7. 
The  DHHS  is  committed  to  working  with  the  States  in  the  allocation  of 
funding  as  well  as  the  implementation  of  programs,  thereby  ensuring 
coordination  of  services  and  better  delivery  of  these  services. 

SUBSTANCE  ABUSE  BLOCK  GRANT  SET-ASIDE 

Mr.  Bonilla:   We  are  aware  that  the  SAMHSA  set-aside  for  the 
Substance  Abuse  Block  Grant  is  about  $66  million  this  year.   This  amount 
is  greater  than  the  Block  Grant  allocation  for  all  but  the  3  biggest 
states  (California,  Texas,  and  New  York). 

Since  it  takes  state  agencies  over  400  person  hours  to  complete 
just  the  application  for  the  Block  Grant  --  what  kind  of  accounting  is 
SAMHSA  providing  to  Congress ,  the  States ,  and  providers  for  this  large 
sum?  Over  a  3  year  period  at  $66  million  per  year,  the  set-aside  adds 
up  to  over  $198  million. 

Dr.  Chavez:   Section  1935  of  the  Public  Health  Service  Act  directs 
the  Secretary  to  spend  5  percent  of  the  amount  appropriated  for  both  the 
substance  abuse  and  the  mental  health  block  grants  for  technical 
assistance,  data  collection  and  program  evaluations.   Funding  for 
substance  abuse  activities  is  distributed  among  the  Centers  for 
Substance  Abuse  Treatment  and  Prevention  as  well  as  the  Office  of 
Applied  Studies  (OAS) .   These  activities  provide  direct  benefits  to  the 
States  in  the  form  of  technical  assistance,  as  well  as  generate  survey 
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data  and  analytic  reports  used  by  the  field,  the  States,  and  other 
Federal  agencies. 

The  proposal  continues  the  5  percent  set-aside  to  the  Federal 
government  to  support  the  Federal  and  State  process  for  development  and 
updating  of  mutually  agreed  upon  State  goals  and  performance  measures 
which  would  be  tied  closely  to  the  national  goals;  the  development  of 
the  performance  agreements  with  States;  a  data  standards -setting  process 
to  promote  the  development  of  uniform  measures  of  performance;  and  for 
data  collection,  technical  assistance  and  evaluations.   Data  collection 
and  reporting  also  continue  to  be  a  vital  role  for  the  Federal 
government  and  the  block  grant  set-aside  provides  the  vast  majority  of 
substance  abuse's  funding  for  the  critical  national  surveys  and  for 
assisting  the  States  in  conducting  their  own  surveys.   Given  the  need  to 
continuously  improve  the  service  delivery  system,  these  funds  would  be 
used  for  national  evaluations  as  well  as  providing  funds  to  the  States 
to  conduct  their  own  evaluations. 

The  majority  of  the  Center  for  Substance  Abuse  Treatment  (CSAT) 
set-aside  funds  are  returned  to  the  States  in  the  form  of  technical 
assistance  such  as: 

o     The  State  Epidemiological  Assessment  on  Performance  Indicators 
program  is  designed  to  help  the  States  determine  the  demand  and 
need  for  alcohol  and  other  drug  (AOD)  treatment  services,  so  as  to 
improve  the  allocation  of  treatment  resources  and  the  quality  of 
care  provided  with  allocated  funds . 

o     The  National  Technical  Center  for  State  Substance  Abuse  Data 
Development  was  established  by  CSAT  at  the  Harvard  University 
School  of  Public  Health.   The  Center  provides  the  States  with 
technical  assistance  in  developing  their  data  capability  and 
provides  technical  support  in  all  phases  of  the  data  collection 
process.   The  Center  provides  a  forum  for  the  States  to  achieve  a 
consensus  on  uniform  definitions  and  codes  for  substance  abuse 
benchmark  measures. 

o     State  Technical  Assistance,  through  the  technical  review  process, 
results  in  a  technical  assistance  plan  as  to  how  the  AOD  system 
can  enhance  capacity  and  improve  the  quality  of  services.   This 
technical  assistance  provides  the  States  with  immediate  access  to 
nationally  recognized  substance  abuse  experts  to  address  their 
emergent  policy  issues. 

o     Treatment  Improvement  Protocols  (TIP)  transfer  state-of-the-art 
treatment  protocols  and  guidelines  from  acknowledged  clinical, 
research,  and  administrative  experts  to  the  Nation's  AOD  treatment 
providers.   A  Federal  panel,  a  non- Federal  consensus  panel,  and 
expert  field  reviewers  define  and  reach  a  consensus  on  the 
protocols.   The  result  is  a  TIP  reflecting  the  actual  state-of- 
the-art  of  AOD  treatment  in  public  and  private  programs.   The  TIPs 
provide  a  framework  of  standards  for  the  implementation  of  managed 
care  and  outcome  performance  monitoring. 

CSAT  also  uses  set-aside  funds  for  the  purpose  of  data  collection. 
The  State  Information  System  (SIS)  was  developed  to  reduce  redundant 
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reporting.   The  SIS  provides  a  State-by-State  profile  of  substance  abuse 
treatment  without  asking  States  to  submit  to  multiple  reporting 
requirements  and  surveys . 

Finally,  CSAT  set-aside  funds  are  used  to  support  evaluation 
efforts  such  as  the  State  Treatment  Outcome/Managed  Care  Evaluation 
Studies.   This  program  was  developed  at  the  States'  request  to  provide 
support  to  the  States  to  conduct-short  and  long-term  studies  of  the 
effects  of  managed  care  at  both  the  State  and  provider  levels.   This 
evaluation  effort  will  also  assist  States  in  designing  and  implementing 
outcome  monitoring  systems,  cost  studies,  and  focused  treatment  outcome 
studies . 

In  the  Office  of  Applied  Studies  (OAS) ,  set-aside  funding  Is 
primarily  used  for  the  following  data  collection  and  analytic  reports: 

o     The  federal-state  cooperative  Drug  and  Alcohol  Services 

Information  System.   SAMHSA  is  working  cooperatively  with  State 
offices  to  improve  the  State  and  national  infrastructure  that  will 
allow  us  to  describe  the  services  offered  to  the  clients  and 
client  utilization.   The  system  has  evolved  over  the  past  several 
years  in  cooperation  with  officials  of  State  substance  abuse 
agencies.   A  portion  of  these  funds  are  used  as  the  federal 
contribution  to  State  efforts.   States  collect  their  own  data  -- 
for  their  own  and  federal  purposes.   Data  is  shared  with  SAMHSA 
which  prepares  national  statistical  reports  and  a  national 
directory  of  services.   This  avoids  duplicating  requests  from  the 
Federal  and  State  agencies. 

o     The  National  Household  Survey  on  Drug  Abuse,  an  annual  survey  of 
about  18  thousand  households  nationwide.   This  survey  serves  as 
the  national  barometer  of  drug  abuse  and  alcoholism.   It  also 
collects  some  data  on  mental  health  conditions  and  includes 
extensive  data  on  services,  treatment  and  the  characteristics  of 
drug  users.   The  data  is  used  widely.   For  example,  the 
Administration's  estimates  of  the  number  of  AFDC  clients  who  need 
drug  treatment  in  order  to  be  able  to  participate  in  work  training 
programs  draw  heavily  on  this  survey  data. 

o     The  Drug  Abuse  Warning  Network.   This  alert  system  is  used  to 
track  drug  abuse  cases  in  hospital  emergency  rooms  as  well  as 
drug-related  deaths  identified  by  coroners.   The  data  are  used  by 
several  federal  agencies  and  the  States.   The  Drug  Enforcement 
Administration  uses  the  data  from  this  operation  to  identify 
emerging  problems  and  plan  its  law  enforcement  response.   FDA  uses 
it  to  monitor  the  abuse  of  prescription  drugs.   SAMHSA  issues 
statistical  reports  that  indicate  the  spread  of  drug  problems. 
The  States  also  use  the  data  which  are  provided  for  21 
metropolitan  areas.   NIDA  has  organized  a  Community  Epidemiology 
Working  Group  that  uses  these  data  to  identify  areas  where  special 
attention  is  needed. 

o     Studies  measuring  the  outcome  of  substance  abuse  services.   These 
aim  to  generate  the  information  needed  to  learn  about  the  impact 
of  services  on  clients.   A  special  concern  is  relating  costs  and 
financing  to  outcomes. 
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In  the  Center  for  Substance  Abuse  Prevention  (CSAP)  the  set-aside 
funds  have  been  used  to  provide  technical  assistance,  knowledge 
synthesis,  knowledge  development  and  needs  assessment  assistance  to  the 
States.   The  major  activities  funded  through  this  set-aside  include: 

o     Prevention  Technical  Assistance  to  the  States:   This  activity 

assists  States  in  carrying  out  their  prevention  programs,  with  a 
focus  on  enhancing  the  practice  of  substance  abuse  prevention 
nationwide.   CSAP  aids  State  agencies  in  the  development  of 
structures,  mechanisms,  and  resources  for  Implementing  sustainable 
Improvements  in  their  prevention  systems.   Specific  activities 
include:   (a)  conducting  Prevention  Technical  Assistance  Site 
Visits  (PTASVs)  to  the  States  and  Territories,  resulting  in  the 
development  of  a  comprehensive  profile  of  each  State's  prevention 
system  and  a  plan  for  assistance  to  enhance  their  system;  and  (b) 
the  Prevention  Enhancement  Protocols  System  (PEPS) ,  which 
synthesizes  state-of-the-art  research  and  practice  evidence  to 
provide  guidelines  for  States  in  their  prevention  programming. 

o     National  Prevention  Database:   This  Congress lonally  mandated 

activity  Is  in  the  developmental  stages  and  will  provide  enhanced 
data  resources  for  use  at  the  national.  State  and  community  level 
on  prevention  programs. 

o     Prevention  Needs  Assessment  Program:   This  program  consists  of 
contracts  to  individual  States  and  is  designed  to  further  the 
concept  of  establishing/refining  the  States'  prevention  systems. 
The  program  links  resource  allocation,  program  planning  and 
evaluation  of  outcomes  to  reliable  data  on  prevention  needs  of 
their  target  populations.   Currently,  fourteen  States  have  ongoing 
contracts  for  conducting  needs  assessment  studies. 

o     National  Center  for  the  Advancement  of  Prevention:   This  Center  is 
designed  to  provide  knowledge  synthesis  and  knowledge  development 
resources  to  the  States  to  optimize  the  prevention  performance  of 
State  and  Territorial  agencies  through  Improved  planning,  program 
implementation  and  accountability. 

Mr.  Bonilla:   Could  you  also  provide  for  the  record  a  breakdown  of 
exactly  where  the  entire  $66  million  is  allocated? 

Dr.  Chavez:   The  following  table  outlines  the  allocation  of 

$61,705,000  in  FY  1995  substance  abuse  block  grant  set-aside  funds. 

Final  decisions  on  allocation  of  the  $64,705,000  in  FY  1996  have  not  yet 
been  made . 

Substance  Abuse  Block  Grant  FY  1995  Approp. 

Data  Collection  $29,935,000 

Technical  Assistance  21,070,800 

Program  Evaluation  10.699.200 

Total  $61,705,000 
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Mr.  Bonilla:   Another  problem  is  that  there  is  concern  that  much 
of  this  funding  is  going  to  consulting  firms  who  may  or  may  not  have  the 
expertise  needed  to  help  State  agencies.   Perhaps  more  disturbing  is 
that  contracting  in  this  fashion  does  not  contribute  to  the  knowledge 
infrastructure  of  alcohol  and  other  drug  problems . 

In  fact,  in  many  instances  these  consulting  firms  learn  more  than 
they  train.   As  a  result,  they  are  being  paid  to  gather  information  from 
state  agencies.   Some  firms  are  turning  around  and  selling  what  they 
have  learned  to  managed  care  or  other  firms  for  a  profit. 

Wouldn't  it  be  wiser  to  use  a  portion  of  this  money  to: 

A.  Determine  in  what  areas  states  need  and  want  training  and 
technical  assistance? 

B.  Facilitate  the  match  between  State  experts  in  a  particular 
area  --  such  as  managed  care  --to  train  States  that  need 
help? 

C.  Develop  a  mechanism  to  retain  the  knowledge  and  expertise  of 
trainers  inside  the  Federal  Government  as  well  as  support 
the  development  of  State  expertise  and  Vcnowledge? 

Dr.  Chavez:   SAMHSA  has  structured  its  set-aside  in  a  way  that 
would  seem  consistent  with  your  basic  approach  towards  Block  grant  set- 
aside  administration. 

CSAT  uses  two  approaches  in  the  delivery  of  technical  assistance. 
Assistance  which  addresses  issues  of  concern  to  specific  States  is 
delivered  directly  to  the  States,  and  information  which  is  of  use  to  the 
field  in  general  is  disseminated  nationally. 

In  the  case  of  State-specific  technical  assistance  (TA) ,  the 
Technical  Review  Project  is  used  to  identify  areas  in  which  individual 
States  need  assistance.   CSAT  and  its  contractor  then  work  with  the 
State  to  develop  a  Technical  Assistance  Plan.   In  addition,  States  may 
request  assistance  with  issues  which  were  not  identified  during  a 
technical  review.  As  a  matter  of  policy,  technical  assistance  is  only 
provided  at  the  State's  request  and  only  addresses  those  areas  which  the 
States  have  identified  as  priority  concerns. 

Once  CSAT  and  the  State  have  agreed  on  the  issues  which  are  to  be 
addressed,  the  contractor  retains  the  services  of  nationally  recognized 
experts  to  deliver  the  technical  assistance.   States  are  routinely  asked 
to  identify  experts  from  their  States  to  provide  the  TA.   This  approach 
encourages  the  use  of  experts  who  may  be  available  to  the  State  for 
further  consultation.   In  addition,  SAMHSA  often  sends  State  experts 
from  one  State  to  another.   In  recent  months,  experts  from  the  State 
agencies  in  Oregon  and  Iowa  have  delivered  TA  in  Maine,  and  an  expert 
from  Oregon  is  schedule  to  provide  assistance  in  the  areas  of  managed 


Following  a  TA  visit,  the  consultants  submit  extensive  reports. 
Since  this  information  is  proprietary  to  the  government  it  cannot  be 
sold  by  contractors  to  other  parties.  In  some  cases,  the  information 
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submitted  in  these  reports  is  of  general  interest  and  is  published  as  a 
Technical  Assistance  Publications  (TAP) ,  which  is  then  given  wide 
distribution  through  the  National  Clearinghouse  for  Alcohol  and  Drug 
Information  (NCADI).   An  indication  of  the  success  of  this  program  is 
that  58,314  copies  of  the  TAPs  have  been  distributed  to  date.   A  recent 
example  is  The  Managed  Care  Readiness  Checklist.   Designed  by  one 
consultant  for  one  State  delivery,  this  publication  has  received 
national  distribution  through  CSAT  and  NCADI. 

CSAT  promotes  changes  and  improvements  in  the  delivery  of  services 
through  the  Treatment  Improvement  Protocols  (TIPS).   The  TIPS  use  the 
product  of  a  consensus  panel  to  transfer  state-of-the-art  treatment 
protocols  and  guidelines  from  acknowledged  clinical,  research,  and 
administrative  experts  to  the  Nation's  AOD  treatment  providers. 
Examples  include  Guidelines  for  the  Treatment  of  AlcohoL-and  Other  Drup- 
Abusing  Adolescents  and  Pregnant.  Substance  Abusing  Women.   Fourteen 
TIPS  have  been  published  to  date;  an  additional  8  will  be  published  by 
May  1995.  An  indication  of  the  success  of  this  program  is  that  104,180 
copies  of  the  TIPs  have  been  distributed  to  date. 

Clearly,  it  is  important  to  retain  the  knowledge  and  expertise  of 
trainers  inside  the  Federal  Government  as  well  as  to  support  the 
development  of  State  expertise  and  knowledge.   Accordingly,  SAMHSA  plans 
to  utilize  the  Addiction  Training  Centers  (ATCs)  to  develop  curricula 
from  the  consensus  panel  TIPs  publications.   These  curricula  will  then 
be  made  available  to  the  States  and  others  to  help  develop  State 
expertise  and  knowledge.  In  addition,  inter -agency  workgroups  are 
planning  collaborative  distribution  of  materials  developed  by  CSAT, 
NIDA,  NIAAA,  CSAP  and  other  entities. 

The  Office  of  Applied  Studies  (OAS)  has  several  major  surveys  and 
studies  that  are  National  in  focus .   These  include  the  National 
Household  Survey  on  Drug  Abuse,  the  Drug  Abuse  Warning  Network,  and 
special  studies  of  treatment  effectiveness.   To  the  extent  possible,  as 
in  the  Household  Survey,  the  Office  is  developing  State  and  metropolitan 
area  estimates;  the  information  will  be  free  to  the  States  and 
metropolitan  areas. 

In- so -far  as  OAS  use  of  private  sector  contractors  is  concerned, 
they  are  the  most  knowledgeable  about  the  substance  abuse  field.   For 
example,  they  include  the  Research  Triangle  Institute  of  North  Carolina 
which  has  conducted  extensive  studies  of  substance  abuse  and  other 
health  related  issues,  the  University  of  Chicago's  National  Opinion 
Research  Center,  and  the  Brandeis  University's  Institute  for  Health 
Policy.   Each  project  is  carefully  reviewed  to  be  certain  that  the  staff 
is  competent  and  knowledgeable  about  the  field. 

The  primary  function  of  CSAP's  portion  of  the  set-aside  is  to 
conduct  technical  assistance  (TA)  site  visits  to  determine  the  technical 
assistance  and  training  needs  of  the  States  and  to  meet  those  needs  to 
the  extent  of  available  resources.   To  date,  CSAP  has  conducted 
technical  assistance  site  visits  in  51  States  and  territories  and 
provided  technical  assistance  to  59  States  and  territories.   Nearly 
1,250  days  of  technical  assistance  have  been  provided.   Moreover, 
thirteen  States  are  conducting  needs  assessments  funded  from  the  set- 
aside  designed  to  enhance  their  individual  needs  assessment  activities. 
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CSAF  Is  also  conducting  multi-State  technical  assistance  workshops 
to  address  areas  of  particular  concern  to  the  States .   One  such  workshop 
was  held  on  credentlalling  and  certification  of  prevention 
professionals.   Two  others  are  being  planned  on  managed  care  and 
management  Information  systems  and  data  collection.   In  addition,  CSAP 
consulted  with  the  States  In  determining  the  scope  and  content  of  Its 
knowledge  development/transfer  activities.   Over  60  State  directors  or 
prevention  specialists  have  been  involved  In  these  expert  panels. 

While  CSAP  has  certainly  used  consultants  to  provide  the  technical 
assistance,  many  of  them  are  former  directors  and  staff  of  Single  State 
Agencies  for  alcohol  and  other  drug  abuse.   CSAP  has  also  used  State 
staff  to  conduct  the  technical  assistance  site  visits  and  to  provide  the 
technical  assistance  to  States  and  is  expanding  this  approach  to  use 
even  more  State  staff  to  help  other  States.   To  date,  over  40  State 
agency  staff  have  been  used  to  provide  450  days  of  technical  assistance 
and  reviews . 

MANAGED  CARE 

Mr.  Bonilla:   What  is  SAMHSA  doing  to  incorporate  managed  care 
concepts  into  the  public  treatment  sector? 

Dr.  Chavez:   SAMHSA  has  taken  a  leadership  role  in  this  area  and 
launched  a  comprehensive  initiative  to  make  sure  that  the  needs  of  the 
mentally  ill  and  substance  abusers  are  adequately  addressed  as  managed 
care  expands.   Our  strategic  approach  to  managed  care  will  focus  on 
seven  priority  areas: 

provide  technical  assistance  to  States,  counties,  and  providers; 

develop  a  tracking  system  to  monitor  State  managed  care  and  health 
care  reform; 

support  the  development  of  quality  assurance  guidelines; 

collect  information  on  managed  care  firms  and  contracting 
practices  with  community  providers; 

conduct  Intensive  evaluation  of  a  small  number  of  State  health 
care  reform  efforts; 

develop  a  coordinated  SAMHSA-wide  data  system;  and, 

train  all  SAMHSA  staff  in  managed  care  concepts. 

We  are  now  in  the  process  of  developing  an  implementation  strategy 
for  carrying  out  these  activities.   We  have  changed  all  of  our  grant 
announcements  to  encourage  applicants  to  include  managed  care  in  their 
demonstrations  as  appropriate;  and  to  require  all  training,  technical 
assistance,  and  evaluation  contracts  to  include  managed  care  in  their 
proposals. 

With  respect  to  public  sector  activities,  staff  from  SAMHSA,  the 
Health  Care  Financing  Administration  (HCFA) ,  and  the  Office  of  the 
Assistance  Secretary  for  Health  have  been  meeting  to  discuss  Issues  of 
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mutual  Interest,  particularly  as  they  relate  to  Medicaid  waivers.   For 
nearly  a  year,  SAMHSA  has  been  involved  in  review  of  all  Medicaid  1115 
waiver  applications.   Since  January,  1995,  SAMHSA  reviews  all 
applications  for  Medicaid  1915(B)  waivers.   We  have  also  been  providing 
HCFA  with  expert  consultation  on  conditions  of  participation  for 
Medicare,  evaluation  of  the  impact  of  Medicaid  waivers  on  services 
provided  to  persons  with  severe  mental  illnesses  and  addictions,  and 
creation  of  performance  indicators  and  report  cards  so  that  consumers 
and  purchasers  can  monitor  managed  behavioral  healthcare.   Substantial 
amounts  of  service  dollars  are  being  shifted  toward  managed  care  systems 
for  private  and  publically  funded  mental  health  and  substance  abuse 
care.   SAMHSA  is  working  to  help  States  prepare  better  contracts  for 
managing  the  care  of  publicly  supported  patients.   SAMHSA  is  developing 
training  materials  and  working  closely  with  State  and  community-based 
provider  organizations  to  deliver  training  and  technical  assistance  to 
prepare  them  to  work  effectively  in  a  new  managed  care  environment. 

These  activities  build  on  SAMHSA' s  current  base  of  over  $25 
million  in  fiscal  year  1995  for  managed  care  related  activities.   Below 
are  listed  some,  of  SAMHSA' s  managed  care  related  activities  for  fiscal 
year  1995: 

Technical  assistance: 

•  National  and  regional  training  conferences  and  workgroups  on 
managed  care; 

•  Materials,  guidelines,  and  reports  designed  to  prepare  States, 
providers  and  consumers  for  managed  care;  and, 

•  Tailored  on-site  technical  assistance  to  States,  community  service 
providers  to  prepare  them  for  managed  care. 

Evaluation  and  knowledge  development: 

•  Demonstration  studies  of  linkage  models  between  primary  health, 
HIV/AIDS,  MH/SA  services;  and, 

•  Studies  of  the  impact  of  managed  care  on  vulnerable  populations, 
publicly  funded  service  organizations,  and  MH/SA  professionals. 

Data  and  tracking: 

•  Data  collection  and  analysis  of  Medicare,  Medicaid,  and  managed 
care  data  bases;  and, 

•  Studies  of  managed  care  quality  assurance,  data  systems,  and 
outcomes . 

SUBSTANCE  ABUSE  PREVENTION 

Mr.  Bonilla:   How  many  categorical  grants  dealing  with  substance 
abuse  prevention  are  in  SAMHSA  and  what  are  their  budget  authorities? 

Dr.  Chavez:   SAMHSA  provides  categorical  funding  in  five  programs 
administered  by  the  Center  for  Substance  Abuse  Prevention.   The  FY  1995 
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total  funding  for  these  programs  Is  as  follows: 

High  Risk  Youth  $65,160,000 

Pregnant  Women  and  Their  Infants   22,501,000 

Community  Prevention   114,741,000 

Public  Education  &  Dissemination  13,456,000 

Training   16,049,000 

SUBSTANCE  ABUSE  GRANTS 

Mr.  Bonilla:   What  is  the  total  number  of  substance  abuse 
categorical  grants  and  their  budget  authorities  from  other  federal 
agencies? 

Dr.  Chavez:   The  National  Drug  Control  Strategy  projects  a  total 
of  $4.8  billion  in  FY  1996  for  all  Federal  substance  abuse  treatment  and 
prevention  programs ,  including  funding  for  categorical  and  formula 
grants  as  well  as  for  direct  services .   Funding  is  included  for  this 
agency  as  well  as  for  the  Department  of  Defense,  Department  of 
Education,  Administration  for  Children  and  Families,  Centers  for  Disease 
Control,  Indian  Health  Service,  Department  of  Housing  and  Urban 
Development,  Drug  Enforcement  Administration,  Office  of  Justice 
Programs,  National  Highway  Traffic  Safety  Administration,  and  Department 
of  Veterans  Affairs.   We  anticipate  that  over  $1  billion  is  associated 
with  funding  for  categorical  programs .   We  are  currently  working  with 
ONDCP  and  0MB  to  determine  the  number  of  grants  and  their  projected  cost 
for  1996. 

The  President's  Budget  includes  a  total  of  $370.2  million  for  696 
substance  abuse  demonstration  grants  for  SAMHSA  in  FY  1996. 

SUBSTANCE  ABUSE  PREVENTION 

Mr.  Bonilla:   How  does  CSAP  address  substance  abuse  through 
project  contracts  and  professional  service  contracts? 

Dr.  Chavez:   CSAP's  project  and  professional  service  contracts 
provide  direct  support  to  the  prevention  demonstration  grant  efforts. 
These  contracts  along  with  the  grant  programs  enable  CSAP  to  develop  a 
comprehensive  substance  abuse  prevention  program.   In  particular,  the 
contracts  support  material/resource  development,  training  and  technical 
assistance  and  evaluation. 

The  National  Clearinghouse  for  Alcohol  and  Drug  Information 
(NCADI)  provides  Federal,  State  and  other  public  and  private  agencies 
with  up-to-date  and  accurate  substance  abuse  prevention,  treatment  and 
research  materials  and  resources.   It  serves  as  the  critical  link  in 
disseminating  information  to  the  field  and  individuals  in  the  schools, 
the  workplace,  and  the  community.   Currently,  NCADI  responds  to  more 
than  250,000  telephone  and  mail  requests  annually  with  schools  as  the 
largest  category  of  users. 

CSAP  also  supports  training  and  technical  assistance  through 
contracts  to  assist  the  local  and  State  government  and  the  community  to 
identify,  address  and  overcome  the  substance  abuse  problems.   These 
programs  serve  to  disseminate  new  findings,  present  state  of  the  art 
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prevention  methods  and  address  the  continuing  training  needs  of  health 
and  other  allied  professionals  in  the  substance  abuse  and  early 
intervention  field. 

Through  evaluation  contract  efforts,  CSAP  continuously  tracks, 
analyzes  and  reviews  the  progress,  cost  and  effectiveness  of  the 
supported  substance  abuse  prevention  demonstration  grants.   The 
evaluations  enable  grantees  to  modify  their  activities,  becoming  more 
productive  and  effective.   In  addition,  these  efforts  allow  CSAP  to 
gather  information  on  "what  works"  and  promising  prevention  practices, 
which  is  then  disseminated  to  the  States  and  communities . 

STATUTORY  AUTHORITY  FOR  PREVENTION  AND  TREATMENT  PROGRAMS 

Mr.  Bonilla:   Please  provide  the  exact  statutory  authority  for 
illicit  drug  abuse  prevention  and  treatment  programs.   How  do  these 
programs  differ  from  those  targeted  toward  alcohol  and  tobacco  use  and 
abuse? 

Dr.  Chavez:   The  statutory  authorities  for  the  substance  abuse 
prevention  and  treatment  programs  are  found  in  the  Public  Health  Service 
Act(PHSA),  as  amended,  or  the  ADAMHA  Reorganization  Act,  P.  L.  102-321. 
Sections  515,  516,  517,  and  518  of  the  PHSA  and  Section  108  of  the 
ADAMHA  Reorganization  Act  are  the  authorities  for  the  substance  abuse 
prevention  programs.   Sections  508,  509,  510,  511,  512,  and  571  of  the 
PHSA  are  the  authorities  for  the  substance  abuse  treatment  programs. 
Two  of  the  substance  abuse  program  authorities  are  unfunded  --  Sections 
509  and  518.   Section  1935  is  the  authority  for  the  substance  abuse 
block  grant  and  Section  1971  is  for  the  capacity  expansion  treatment 
program.   A  complete  list  of  these  statutory  authorities  is  found  on 
pages  15  and  16  of  the  FY  1996  President's  Budget  which  is  included  as 
part  of  the  printed  materials  for  the  record.   Our  legislation  does  not 
differentiate  between  illicit  drug  use  and  the  use  of  legal  substances 
such  as  alcohol  and  tobacco  use. 

DUAL- DIAGNOSIS 

Mr.  Bonilla:   There  are  reportedly  three  times  as  many  mentally 
ill  individuals  than  there  are  persons  with  addictive  disorders . 
However  there  appears  to  be  very  little  priority  to  finding  out  the  full 
extent  of  the  ever- increasing  dual -diagnosis  problem,  having  a  mental 
illness  and  substance  abuse  disorder.   Why? 

Dr.  Chavez:   SAMHSA  and  its  National  Advisory  Council,  and  the 
CMHS  National  Advisory  Council  have  given  priority  to  the  problem  of 
dual -diagnosis.   The  Epidemiological  Catchment  Area  (ECA)  Project  and 
the  National  Comorbidity  Study  (NCS)  are  two  of  the  most  frequently 
cited  studies  in  which  data  regarding  the  incidence  and  prevalence  of 
co-occurring  substance  abuse  and  mental  disorders  have  been  collected 
and  analyzed. 

o     The  first  of  these,  the  ECA,  was  conducted  during  1980-1984  in 
five  cities  using  the  Diagnostic  Interview  Schedule  and  DSM-III 
diagnostic  criteria.   Data  from  the  ECA  adjusted  to  1990  show  a 
total  of  about  52  million  adults  with  mental  and  addictive 
disorders.   Of  this  number,  about  18  million  have  addictive 
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disorders  and  about  one -third  of  these  have  both  mental  and 
addictive  disorders. 

o     The  more  recent  study,  the  NCS,  conducted  during  1991,  Is  a 
nationally  representative  general  population  survey  of  8,000 
Individuals  ages  15-54  using  DSM-IIIR  diagnostic  criteria.   While 
not  wholly  comparable  with  EGA,  NCS  data  confirms  EGA  findings  and 
notes  an  Increase  In  the  comorbld  population  from  the  6  million 
observed  In  the  EGA  to  an  estimated  8.3  -  10.8  million. 

o     In  addition,  SAMHSA's  Office  of  Applied  Studies  (GAS)  and  Genter 
for  Mental  Health  Services  (GMHS)  began  an  effort  shortly  after 
SAMHSA  was  created  to  determine  the  extent  of  dual -diagnosis.   In 
collaboration  with  researchers  at  the  University  of  Michigan  and 
the  National  Institute  of  Mental  Health,  GAS  and  GMHS  began  a 
process  to  Incorporate  mental  health  questions  Into  the  National 
Household  Survey  on  Drug  Abuse  (NHSDA) .   This  resulted  in  the 
inclusion  of  an  ongoing  set  of  questions  on  mental  conditions  in 
the  NHSDA  beginning  in  1994.   Data  from  these  new  questions  will 
be  available  later  this  year. 

o     Due  to  the  raised  awareness  and  concern  resulting  from  these 

surveys  and  in  recognition  of  the  need  to  better  serve  Individuals 
with  co-occurring  substance  abuse  and  mental  disorders,  SAMHSA 
will  continue  to  give  priority  to  identifying  future  activities  in 
this  regard. 

Mr.  Bonllla:   Do  you  believe  that  the  Genter  for  Substance  Abuse 
Treatment  (GSAT)  does  not  believe  that  it,  nor  state  departments  of 
alcohol  and  substance  abuse,  or  local  providers,  have  a  shared 
responsibility  for  providing  services  and  advocacy  for  persons  with 
dual -diagnosis? 

Dr.  Ghavez:   GSAT  believes  that  it  has  shared  responsibility  with 
State  and  local  providers  for  the  provision  of  services  and  supporting 
treatment  demonstrations  designed  to  Improve  services  for  dual -diagnosis 
populations.   Go-occurring  substance  abuse  and  mental  health  disorders 
take  a  major  toll  on  our  society.   A  recent  report  of  the  National 
Gomorbidity  Study  noted  that  50  percent  of  the  U.S.  population  has  had  a 
psychiatric  (including  substance  abuse)  disorder  in  their  lifetime. 

In  response  to  this  issue  GSAT  supports  a  number  of  demonstration 
grant  programs  for  individuals  with  co- occurring  substance  abuse  and 
mental  health  disorders . 

•  In  FY  1993  GSAT  and  the  Genter  for  Mental  Health  Services  (GMHS) 
funded  a  demonstration  project  to  evaluate  the  effectiveness  of  a 
variety  of  mechanisms  for  engaging  and  treating  those  individuals 
who  are  homeless  and  who  suffer  from  both  diagnosable  mental 
illnesses  and  substance  abuse  disorders.   Over  the  long  term,  this 
effort  is  targeted  at  developing  and  disseminating  a  model,  or  set 
of  models,  which  will  more  effectively  address  the  special  needs 
of  these  Individuals . 

•  GSAT  is  collaborating  with  the  National  Institute  of  Corrections 
(NIG)  in  support  of  a  broad  based  project  for  knowledge 
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development,  analyses  of  state-of-the-art  practices,  and 
dissemination  activities  related  to  treating  and  managing  persons 
in  the  criminal  justice  system  who  are  dually  diagnosed  with 
substance  ab\ise  and  mental  disorders. 

CSAT  and  CMHS  are  jointly  managing  and  funding  the  National 
Coalition  for  the  Mentally  111  in  the  Criminal  Justice  Project. 
This  project  continues  to  produce  state-of-the-art  monographs  and 
trained  State  teams  for  the  following  settings:  jails  (1991); 
juvenile  justice  (1992);  prisons  (1993);  and  now  probation/parole 
(1995). 

In  FY  1994  CSAT  funded  a  criminal  justice  demonstration  project  in 
Texas  designed  to  implement  and  evaluate  treatment  services  for 
dually  diagnosed  individuals  within  a  prison  setting. 

Other  CSAT- supported  efforts  include  the  Target  Cities  program 
which  has  been  successful  in  identifying  individuals  with  co- 
occurring  disorders  through  their  Central  Intake  Units  and  in 
initiating  local  dialogues  between  the  mental  health  and  substance 
abuse  treatment  systems  to  address  the  service  needs  of  this 
population. 

CSAT  has  published  a  monograph,  as  part  of  its  technical 
assistance  effort,  on  the  assessment  and  treatment  of  patients 
with  coexisting  mental  illness  and  alcohol  and  other  dirug  abuse. 
This  treatment  improvement  protocol  (TIP)  provides  treatment 
recommendations  that  are  practical  and  useful  for  enhancing 
services  to  individuals  dually  diagnosed  with  mental  health  and 
substance  abuse  problems. 
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EXTENT  OF  THE  PROBLEM 

Mr.  Stokes:   Doctor,  what  is  the  extent  of  our  country's  substance 
abuse  problem,  and  how  widespread  is  the  abuse  of  drugs  and  of  alcohol 
today?  What  is  the  extent  of  the  problem  among  children  and 
adolescents? 

Dr.  Chavez:   According  to  the  most  recent  estimates  from  the 
National  Household  Survey  on  Drug  Abuse  in  1993,  11.7  million  persons, 
or  5.6  percent  of  Americans  age  12  and  older,  used  illicit  drugs  in  the 
month  before  they  were  interviewed.   Another  103  million  people  used 
alcohol  in  1993,  representing  50  percent  of  Americans  age  12  and  older. 
Of  these  drinkers,  10.9  million  were  heavy  drinkers  (five  or  more  drinks 
on  five  or  more  occasions  in  the  past  month) .   Overall  there  were  an 
estimated  19.8  million  Americans  that  currently  were  either  using  some 
illicit  drug  or  drinking  heavily. 

Illicit  drug  use  is  found  in  every  community,  state  and  region. 
Rates  of  use  ranged  from  7.7  percent  in  the  West  region  to  4.6  percent 
in  the  North  Central  region.   Among  12-17  year  olds  nationwide,  the  rate 
was  6.6  percent.   Heavy  alcohol  use  rates  also  varied  little  across 
regions,  ranging  from  5.9  percent  in  the  Northeast  and  North  Central 
regions  to  4.5  percent  in  the  South.   The  rate  was  1.3  percent  among  12- 
17  year  olds. 

Consider  the  problems  people  report  as  a  result  of  substance 
abuse.   These  sometimes  occur  regardless  of  how  heavily  they  are  using 
substances.   The  National  Comorbidity  Survey,  conducted  in  1991,  was 
designed  to  estimate  the  prevalence  of  substance  use  and  other 
psychiatric  disorders  using  standard  definitions  of  diagnostic  criteria. 
This  survey  estimated  that  there  were  about  20  million  people  age  15-54 
with  drug  or  alcohol  use  disorders  at  some  time  during  the  year. 

The  substance  abuse  problem  affects  children  and  adolescents  both 
directly  and  indirectly.   In  1991,  an  estimated  6.3  million  children 
under  18  (9  percent  of  all  children)  had  a  parent  who  was  currently 
using  illicit  drugs.   Five  percent  of  all  parents  were  current  illicit 
drug  users  and  16  percent  had  drunk  five  or  more  drinks  on  at  least  one 
occasion  during  the  past  month. 

Rates  of  illicit  drug  use  among  adolescents  increased  in  the  past 
three  years.   Among  high  school  seniors,  the  rate  of  current  illicit 
drug  use  has  risen  from  14.4  percent  in  1992  to  21.9  percent  in  1994. 
Nearly  one  third  (30.8  percent)  of  high  school  seniors  in  1994  reported 
being  drunk  at  least  once  in  the  past  month. 

Mr.  Stokes:   With  respect  to  substance  abusers  that  actually  seek 
and  need  treatment,  how  are  many  are  in  treatment,  and  how  many  do  we 
have  to  turn  away,  because  of  a  lack  of  resources? 

Dr.  Chavez:   In  1994,  an  estimated  2.2  million  substance  abusers 
received  treatment  in  specialized  substance  abuse  treatment  facilities. 

The  number  who  need  and  seek  treatment  is  difficult  to  measure 
because  it  is  difficult  to  define.   For  example,  is  someone  who  makes  a 
phone  call  to  inquire  about  treatment  seeking  treatment?  Similarly,  is 
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someone  who  talks  about  a  substance  abuse  problem  to  a  nurse  or 
physician  in  an  office  or  a  health  center  seeking  treatment? 

The  niimber  who  are  turned  away  because  of  inadequate  resources  is 
also  difficult  to  measure.   In  1994,  4,257  treatment  facilities  reported 
having  waiting  lists.   Of  these  facilities,  3,550  facilities  estimated 
that  they  had  77,440  people  waiting  to  enter  treatment,  or  22  persons 
per  facility.   But,  we  believe  that  this  is  most  likely  an  underestimate 
of  the  number  of  people  %^o  could  not  find  treatment  they  wanted. 

The  National  Household  Survey  on  Drug  Abuse  this  year  includes 
questions  on  how  many  individuals  seek  treatment  and  the  reasons  for  not 
getting  treatment,  including  the  lack  of  openings  in  treatment  or 
counseling  program.   Ue  expect  to  report  results  next  year. 

Mr.  Stokes:   What  is  the  cost  to  the  nation  for  substance  abuse  in 
total ,  and  what  is  it  for  drug  abuse  and  for  alcohol  abuse  individually? 

Dr.  Chavez:   Substance  abuse  places  a  large  burden  on  our  Nation's 
economy.   Our  studies  show  that  for  every  $100  created  by  our  economy, 
one  dollar  is  spent  on  treating  or  reacting  to  the  effects  of  alcoholism 
or  drug  abuse.   Furthermore,  if  it  were  not  for  the  effects  of  substance 
abuse  on  premature  death  and  lost  productivity,  our  economy  would  have 
very  likely  created  another  two  dollars  for  every  $100  of  current 
activity. 

The  most  recent  data  are  from  1990,  but  we  think  they  indicate 
current  conditions  as  well.   Taking  into  account  the  costs  of  treating 
substance  abuse,  the  productivity  losses  caused  by  premature  death  and 
inability  to  work,  and  costs  related  to  crime,  destruction  of  property 
and  other  losses  substance  abuse  cost  the  nation  $165.5  billion  in  1990. 

Alcohol  abuse  costs  the  nation  more  than  drug  abuse.   Its  cost  is 
$98.6  billion  for  1990.   The  breakout  by  type  of  cost  shows  that: 

♦  Illness-  the  present  value  of  lost  productivity  due  to  premature 
death  -  accoxinted  for  37.1  percent  of  the  $98.6  billion; 

♦  Deaths-  the  present  value  of  future  lost  productivity  due  to 
premature  death-  accounted  for  34.1  percent; 

♦  Other  related  costs-  including  crime,  motor  vehicle  crashes, 
victims  of  crime,  incarceration-  accounted  for  16  percent;  and, 

4     Medical  and  Fetal  alcohol  syndrome  accounted  for  the  remainder 
(12.9  percent) . 

The  cost  of  abusing  other  drugs  is  $66.9  billion  for  1990.   The 
breakout  by  type  shows  that: 

♦  Other  related  costs  accounted  for  68.8  percent  of  the  $66.9 
billion; 

^     Illness  accounted  for  11.9  percent; 

4     AIDS  attributable  to  drug  abuse  accounted  for  9.4  percent;  and. 
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♦     Medical  costs  and  deaths  accounted  for  the  remainder  (9.9 
percent) . 

PREVENTION 

Mr.  Stokes:   The  budget  request  Includes  over  $2.2  billion  for 
your  agency,  what  percentage  of  your  budget  is  invested  in  prevention 
and  early  detection,  and  what  percentage  is  invested  in  treatment? 

Dr.  Chavez:   Approximately  23  percent  of  our  program  budget  is 
estimated  for  prevention  related  activities  in  FY  1996  and  the  other  77 
percent  is  for  treatment  and  other  related  activities . 

Mr.  Stokes:  How  Important  is  prevention  to  your  agency's  efforts 
to  reduce  demand  for  abusive  substances,  and  should  we  be  doing  more  in 
terms  of  prevention,  explain. 

Dr.  Chavez:   Prevention  is  the  cornerstone  to  an  effective  public 
health  program  and,  as  such,  is  deemed  critical  to  SAMHSA  efforts  to 
reduce  substance  abuse  problems  faced  by  our  Nation.   In  1990,  the 
Department  of  Health  and  Human  Service  (DHHS)  Issued  a  national  public 
health  blueprint,  "Healthy  People  2000"  which  established  a  set  of 
objectives  for  improving  the  health  of  the  Nation.   Reflecting  the 
Department's  commitment  to  reduce  demand  for  abusive  substances,  the 
report  established  19  objectives  in  relation  to  prevention  or  reducing 
use  of  drugs  and  alcohol. 

It  is  only  through  on- going  prevention  efforts  that  we  can 
permanently  reduce  the  number  of  people  who  use  drugs .   We  have  never 
treated  our  way  out  of  an  epidemic  and  are  not  likely  to  start  now.   We 
must  sustain.  If  not  increase,  our  current  substance  abuse  prevention 
efforts  in  order  to  address  the  alarming  upswing  in  findings  from  the 
Monitoring  the  Future  Survey  following  more  that  a  decade  of  steady 
declines  in  drug  use  reported  by  that  survey.   Prevention  activities  are 
critical  tools  for  improving  the  public's  health  and  improving  the 
quality  of  life  in  the  Nation.   The  Federal  government  must  sustain  and 
add  to  the  achievements  made  by  the  substance  abuse  prevention  programs 
in  the  schools,  worksites,  and  communities.   Prevention  programs  provide 
tremendous  long-term  cost  savings  which  enable  communities  and 
individuals  to  lead  healthy  and  responsible  lifestyles. 

INFORMATION  DISSEMINATION 

Mr.  Stokes:   In  your  opening  statement  on  page  2,  you  say, 
"fortunately,  effective  treatment  and  prevention  strategies  for  many  of 
these  illnesses  have  been  developed.   Study  after  study  shows  that 
treatment  is  effective  in  producing  positive  client  outcomes  and  saving 
money...".   How  well  are  we  doing  in  disseminating  the  "strategies  that 
work"  information  to  the  public  and  to  providers  of  service?  How  well, 
are  we  doing  in  getting  out  prevention  messages  to  middle  and  high 
school  students? 

Dr.  Chavez:   All  of  the  SAMHSA  Centers  are  involved  in 
disseminating  information  to  the  public  and  to  the  providers  of 
services.   Some  of  these  efforts  are  given  below: 
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The  Center  for  Mental  Health  Services  (CMHS)  disseminates 
information  to  service  providers  through  a  variety  of  methods  including: 
technical  assistance  to  States,  local  communities  and  individual  service 
providers;  publication  of  articles  in  both  scientific  and  lay  journals; 
presentations  at  national  regional  and  local  conferences,  including 
those  sponsored  by  professional  associations  and  CMHS;  and  listings  on 
various  electronic  bulletin  boards.   CMHS  publishes  interim  and  final 
results  of  demonstration  projects.   A  resource  center  maintains  a 
contemporary  data  base  of  findings  and  reports  that  allows  tailored 
retrieval  of  materials  related  to  effective  services. 

CMHS  has  expanded  its  ability  to  quickly  provide  the  public, 
consumers,  feunilies,  providers  and  policymakers  with  information  on 
mental  disorders  and  services,  and  Federal,  State  and  community 
resources  through  a  Knowledge  Exchange  Network  including  an  electronic 
bulletin  board  and  toll-free  information  service.   A  user- friendly 
national  clearinghouse  on  mental  health  services  information,  including 
all  Federal  and  State  mental  health  programs,  is  being  established.   It 
will  consolidate  access  to  information  from  CMHS'  14  technical 
assistance  centers. 

A  national  effort- -CARING  FOR  EVERY  CHILD'S  MENTAL  HEALTH: 
COMMUNITIES  TOGETHER- -was  started  in  October  1994  to  increase  awareness 
of  emotional  problems  in  children  and  adolescents  and  encourage  early, 
appropriate  treatment  and  support  services.   CMHS  uses  the  media  to 
reach  target  audiences  and  has  recently  had  articles  in  Psychiatric 
Times,  U.S.  Medicine,  consumer  newsletters  and  numerous  other  media 
outlets  on  emerging  mental  health  issues ,  managed  care  and  workable 
models  for  local  and  State  mental  health  care  delivery  systems.   CMHS  is 
also  collaborating  with  other  SAMHSA  centers  on  a  national  effort  to 
reduce  the  stigma  of  mental  illness . 

The  Center  for  Substance  Abuse  Prevention  (CSAP)  views 
dissemination  as  a  critical  link  in  providing  substance  abuse  prevention 
information  and  training  to  the  field  and  individuals  in  schools,  the 
workplace,  and  the  community.   In  particular  the  National  Clearinghouse 
for  Alcohol  and  Drug  Information  (NCADI)  supplied  nearly  10  million 
pieces,  in  six  months,  of  prevention  materials  to  State  RADAR  networks 
for  them  to  distribute  directly  to  people  who  live  and  work  in  their 
communities.   Everyday,  approximately  700  prevention  agencies,  public 
and  private,  contact  NCADI  electronically  to  obtain  and  exchange 
information  about  the  latest  prevention  strategies. 

The  largest  category  of  users  of  NCADI  services  is  schools  with 
approximately  20  percent  of  all  requests.   CSAP  continues  to  effectively 
disseminate  prevention  materials  and  messages  to  middle  and  high  school 
students.   In  addition,  CSAP  collaborates  with  the  Department  of 
Education  in  distributing  their  alcohol  and  other  drug  materials. 
During  the  month  of  February,  a  total  of  2,716  requests  for  prevention 
materials  were  received  and  processed  from  schools.   CSAP,  in 
collaboration  with  other  Federal  agencies,  will  continue  to  strive  to 
meet  the  substance  abuse  prevention  needs  of  our  Nation's  students. 

An  additional  example  of  CSAP's  commitment  to  bringing  the 
prevention  message  to  the  Nation's  middle  and  high  schools  is  the 
Community  Partnership  program.   Recent  evaluation  findings  of  the 
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Partnership  program  highlight  that  the  most  frequent  type  of  partner  is 
schools.   There  were  1,769  educational  institutions  that  participated  in 
CSAP's  Commtinity  Partnership  programs  and,  in  just  one  reporting  cycle, 
over  66%  of  the  partnerships  conducted  283  school  related  prevention 
activities. 

The  Center  for  Substance  Abuse  Treatment  (CSAT)  is  producing  and 
disseminating  a  variety  of  materials  on  what  works  best  in  substance 
abuse  treatment.   The  Treatment  Improvement  Protocols  are  a  series  of 
technical  assistance  documents  designed  by  a  consensus  panel  of  field 
experts.   They  provide  state-of-the-art  standards  and  models  of 
treatment  as  well  as  protocols  on  varied  aspects  of  substance  abuse 
treatment.   There  are  currently  12  published  TIPs  on  subjects  including: 
"Screening  for  Infectious  Diseases  Among  Substance  Abusers";  "Pregnant, 
Substance-Using  Women";  and  Treatment  of  Alcohol  and  Other  Dmag  (AOD)  - 
Abusing  Adolescents".   CSAT  anticipates  that  10  additional  TIPS  will  be 
completed  by  the  end  of  the  year  which  include:   "Developing  State 
Outcomes  Monitoring  Systems";  "Alcohol  and  Other  Drug  Screening  for 
Hospital  Trauma";  and,  2  TIPs  focusing  on  drug  court  initiatives,  one 
for  juveniles  and  one  for  adults. 

At  the  end  of  FY  1994,  CSAT  developed  and  published  a 
comprehensive  treatment  manual  entitled  "Practical  Approaches  in  the 
Treatment  of  Women  Who  Abuse  Alcohol  and  Other  Drugs . "   This  manual 
resulted  from  the  efforts  of  the  residential  programs  for  women  and 
children.   At  this  time,  15,000  copies  of  this  treatment  manual  have 
been  disseminated  to  the  field.   CSAT  also  plans  to  develop  a  similar 
treatment  manual  for  effective  services  for  children  who  are  residing  in 
residential  settings  with  their  mothers. 

MENTAL  ILLNESS 

Mr.  Stokes:   According  to  your  opening  statement,  to  effectively 
address  substance  abuse  and  mental  Illness,  we  must  focus  on  the 
individual,  not  in  a  vacuum,  but  in  the  context  of  his  or  her  family 
community,  and  society  as  a  whole.   With  respect  to  treating  mental 
illness  in  children  and  in  adults ,  to  what  extent  is  the  agency 
fostering  the  application  of  this  approach? 

Dr.  Chavez:   Many  CMHS  programs  have  a  primary  focus  on  the 
individual  in  the  context  of  his  or  her  family  and  commiinity. 

The  Community  Mental  Health  Services  Block  Grant  is  based  on  the 
concept  of  maintaining  seriously  mentally  ill  adults  and  seriously 
emotionally  disturbed  children  in  the  community  and  homes.   This  allows 
consumers  of  mental  health  services  to  hold  jobs,  participate  in  the 
community  as  a  whole  and  generally  reduces  cost  to  the  public  sector. 

One  of  the  core  principles  of  the  development  of  Systems  of  Care 
for  Children  with  a  Serious  Emotional  Disturbance  is  that  these 
community-based  services  and  systems  be  developed  within  the  context  of 
the  child,  family  and  community.   This  principle  forms  the  basis  for 
each  and  every  activity  supported  by  the  Children's  Comprehensive 
Community  Mental  Health  Services  Program  and  the  Child  and  Adolescent 
Service  System  Program  (CASSP) . 
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The  underlying  principle  of  both  HIV/AIDS  programs  (Demonstrations 
and  Training)  is  the  individual  within  the  context  of  his  family  and 
community.   All  of  the  projects  revolve  around  providing  service 
demonstrations  and  training  for  people  living  with  AIDS  which  we  define 
as  including  individuals  with  the  diagnosed  disorder  as  well  as  family 
members  (traditional  and  non- traditional  families)  and  others  (e.g., 
friends,  clergy)  who  are  giving  care/support/assistance  to  these 
individuals. 

Mr.  Stokes:   Under  the  proposed  program  consolidations,  to  what 
extent  will  the  agency's  emphasis  on  mental  illness  be  diluted  and 
funding  reduced? 

Dr.  Chavez:   SAMHSA's  commitment  to  mental  health,  will  not  be 
diluted.   In  fact,  our  FY  1996  proposal  includes  a  slight  increase  in 
funding  for  mental  health  programs.   The  proposed  budget  will  actually 
enhance  our  ability  to  effectively  address  mental  health  needs.   It 
provides  flexibility  to  respond  to   emerging  issues,  such  as  managed 
care  or  the  growing  nvunbers  of  people  with  Serious  Mental  Illness  (SMI) 
showing  up  in  the  criminal  justice  system.   Consolidated  demonstration 
authority  will  provide  greater  opportunities  to  set  priorities  that  are 
responsive  to  the  needs  of  the  field.   Shorter  demonstration  periods  and 
a  stronger  emphasis  on  evaluation  and  knowledge  dissemination  will 
ensure  that  useful  data  is  generated  that  will  respond  directly  to  the 
most  critical  "real  world"  mental  health  issues.   The  Performance 
Partnership  will  provide  more  flexibility  to  the  States,  allowing  them 
to  more  effectively  address  their  unique  problems  to  achieve  National 
goals. 

CONSOLIDATIONS  AND  PERFORMANCE  PARTNERSHIPS 

Mr.  Stokes:   According  to  the  congressional  justification,  the 
budget  proposes  to  replace  the  two  current  "state  block  grants"  with 
"state  partnerships."   Explain  the  difference  between  the  two 
approaches?  To  what  extent  will  the  distribution  of  resources  change? 
To  what  extent  is  legislation  required  to  execute  this  change  and  the 
proposed  overall  program  consolidations  as  well? 

Dr.  Chavez:   The  budget  proposes  to  replace  the  two  current  State 
Block  Grants  with  State  Performance  Partnerships  in  the  mental  health 
and  substance  abuse  areas.  While  similar  in  concept,  the  Partnerships 
will  differ  from  the  former  Block  Grants  in  several  important  ways. 
There  will  be  fewer  earmarks  or  set-asides,  thus  increasing  state 
flexibility  to  direct  resources  to  areas  of  highest  need.   States  will 
instead  develop  service  goals  and  system  performance  measures  for 
inclusion  in  their  state  plan  using  data  standards,  measures  and  goals 
determined  by  SAMHSA  in  partnership  with  them.   Progress  will  be 
determined  against  these  measures.   Up  to  10  percent  of  each  State's 
award  will  be  available  to  develop  and  implement  an  integrated  health 
information  network  to  support  the  operation  of  the  performance 
measurement  system. 

Funds  formerly  allocated  to  the  Projects  for  Assistance  in 
Transition  from  Homelessness  (PATH)  formula  grant  program  will  be 
included  in  the  Mental  Health  Performance  Partnership  program,  thus 
providing  the  States  more  flexibility  in  their  allocation.   An  increase 
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of  $60.0  million  is  proposed  for  the  Substance  Abuse  Performance 
Partnerships  in  FY  1996.   Moreover,  substantial  increases  will  be 
recommended  for  both  Partnership  programs  over  the  following  two  fiscal 
years  as  current  demonstration  projects  expire  and  the  base  level 
funding  associated  with  the  expired  grants  becomes  available  for 
redistribution. 

Other  than  the  increase  in  substance  abuse,  there  will  be  little 
change  in  the  State  distributions  from  current  levels.   This  budget 
assumes  that  the  formula  currently  used  for  allocating  the  Substance 
Abuse  Block  Grant  among  the  States  and  territories  will  be  maintained  in 
FY  1996  for  the  new  Substance  Abuse  Performance  Partnerships.   Funding 
for  the  new  Mental  Health  Performance  Partnerships  will  be  allocated  to 
the  States  and  territories  based  on  their  proportionate  share  of  total 
funding  in  FY  1995  from  the  Block  Grant  and  PATH. 

The  proposed  reauthorization  legislation  addresses  both  the 
consolidation  of  prevention  and  treatment  demonstrations  with  training 
programs  to  form  new  Demonstration  and  Training  Clusters,  and  the 
conversion  of  the  existing  Block  Grants  to  Performance  Partnerships. 
While  the  PATH  formula  grant  will  merge  into  the  new  Mental  Health 
Performance  Partnership,  Protection  and  Advocacy  (P&A)  will  remain  as  a 
separate  program. 

Mr.  Stokes:   What  program  reviews  and/or  evaluations  were 
conducted  to  examine  the  impact  of  the  proposed  consolidations? 

Dr.  Chavez:   No  formal  evaluations  have  been  conducted  which  lead 
to  this  recommendation.   Rather,  the  nature  and  administration  of  all  of 
SAMHSA's  service  programs  were  the  focus  of  an  intensive  review  during 
the  1996  budget  development  process.   Particularly  instrumental  was  the 
continued  and  unanimous  feedback  we  receive  from  States  that  the  current 
Block  Grant  programs  include  too  many  narrow  earmarks  and  restrictions 
which  limit  their  flexibility  to  tailor  the  resources  to  meet  local 
needs .   These  earmarks  mandate  a  percentage  of  the  dollars  be  spent  in  a 
particular  way  rather  than  focusing  on  the  needs  within  a  State.   Our 
review  led  to  proposed  consolidations  which  provide  maximum  State 
flexibility;  look  at  State  improvements  in  health  status  rather  than 
tracking  expenditures;  and  maximize  resources  available  by  consolidating 
a  few  service  programs,  primarily  the  Block  Grants.   We  believe  strongly 
that  the  impact  will  be  extremely  favorable ,  both  in  management  terms 
and  with  respect  to  the  quality  and  availability  of  services  available 
to  our  clients. 

REDUCE  ABUSIVE  USE  OF  PRODUCTS 

Mr.  Stokes:   The  cost  of  substance  abuse  to  the  Nation  continues 
to  escalate  and  substance  abuse  also  continues  to  take  its  toll  on 
families  in  the  form  of  illnesses,  violence,  and  the  premature  loss  of 
life.   To  what  extent  is  the  agency  fostering  partnerships  with  business 
and  industry  in  an  effort  to  have  them  play  a  role  in  helping  to  reduce 
abusive  use  of  its  products? 

Dr.  Chavez:   SAMHSA,  through  CSAP,  promotes  partnerships  with  the 
community,  local  and  state  governments,  and  business  sectors  to  reduce 
the  substance  abuse  problems  affecting  the  nation.   In  particular,  CSAP 
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actively  fostered  substance  abuse  prevention  efforts  with  the 
hospitality  industry.   This  collaboration  originated  with  the 
realization  that  both  the  public  health  community  and  the  hospitality 
industry  gain  from  the  elimination  of  alcohol -related  violence,  underage 
drinking  and  impaired  driving.   CSAP  prevention  efforts  with  the 
hospitality  industry  include: 

o     Community  Partnerships  grants,  which  include  the  hospitality 

Industry,  to  help  solve  the  local  community  problems  caused  by 
substance  abuse; 

o     Active  participation  in  planning  the  1994  "Seminar  on  Responsible 
Hospitality"  which  brought  together  major  national  public  health 
and  alcohol  industry  groups  to  explore  common  ground  and  promote 
responsible  sales  and  service  of  alcohol;  and, 

o     Collaboration  with  the  Vine  and  Spirits  Wholesalers  of  America  to 
update  a  publication  for  parents  called  "Let's  Talk  About 
Drinking. " 

BLOCK  GRANTS/PERFORMANCE  PARTNERSHIPS 

Mr.  Stokes:  Hy  constituents  have  raised  considerable  concern  with 
respect  to  "block  granting".  In  your  professional  judgement,  having  had 
both  a  substance  abuse  block  grant  and  a  mental  health  block  grant,  what 
has  been  your  agency's  experience  with  this  mechanism? 

Dr.  Chavez:   The  use  of  Block  Grants  has  been  an  excellent  choice 
of  mechanisms  to  provide  States  direct  Federal  funding  assistance  and 
support  for  their  critical  health  care  needs.   Block  grants  have  allowed 
direction  of  funding  to  the  general  areas  of  national  public  health 
concern,  while  permitting  States  considerable  flexibility  in  planning 
and  development  of  specific  programs  that  will  best  attend  to  the 
individual  State's  priority  requirements.   Permission  to  transfer  funds 
between  the  Mental  Health  Block  Grants  and  the  Block  Grants  for 
Prevention  and  Treatment  of  Substance  Abuse  has  allowed  the  States  even 
greater  flexibility  in  targeting  either  of  these  health  care  issues  of 
their  greatest  concern. 

The  two  Block  Grants  that  SAMHSA  has  stewardship  of  have  been  very 
successful  in  a  number  of  ways.   The  Community  Mental  Health  Services 
Block  Grant  provides  funding  that  is  used  by  the  States  to  leverage 
State,  local  and  third  party  funding  to  enable  the  development  of  new, 
innovative  services  and  ensure  the  continuation  of  crucial  community 
mental  health  services.   Through  legislative  formula,  the  block  grant 
assures  the  States  receive  equitable  funding  to  carry  out  programs 
according  to  their  own  State  priorities.   The  Block  Grant  assists  States 
to  Integrate  comprehensive  systems  of  care,  promote  linkages  with  such 
systems  of  care,  and  assist  them  in  adapting  to  changes  in  mental  health 
delivery  and  financing. 


/Block  Grant  funding  to  the  States  for  prevention  and  treatment  of 
substance  abuse  has  worked  extremely  well,  primarily  due  to  the  added 
degree  of  operational  flexibility  States  also  received.  After  the 
passage  of  the  Omnibus  Reconciliation  Act  of  1981  created  the  Alcohol, 
Drug  Abuse,  and  Mental  Health  Services  (ADMS)  Block  Grant,  there  was 
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minimal  oversight  of  State  activity  by  the  Federal  government  during  the 
period  1981  through  1988.   The  minimal  oversight  reflected  the 
Department's  interpretation  of  the  1981  block  grant  legislation 
requiring  the  agency  to  "...defer  to  a  State's  interpretation  of  its 
assurances  and  of  the  provisions  of  the  block  grant  statutes  unless  the 
Interpretation  is  clearly  erroneous."   Eventually,  mandates  and  set- 
asides  began  to  appear  in  the  Block  Grant  reauthorizations  to  ensure 
provision  of  prevention  and  treatment  services  to  selected  population 
sub-groups. 

Over  time,  it  became  necessary  to  enhance  the  overall  management 
of  the  ADMS  Block  Grant,  thus  ADAMHA,  now  SAMHSA,  created  the  Office  for 
Treatment  Improvement  (OTI) ,  now  CSAT,  in  early  1990.   OTI/CSAT  was 
charged  with  helping  States  improve  both  the  services  supported  by  and 
the  management  of  block  grant  funds.   CSAT  developed  the  State  Systems 
Development  Program  (SSDP)  which  includes  (1)  the  development  and 
Implementation  of  a  standard  application  to  report  Statewide  substance 
abuse  prevention  and  treatment  plans;  (2)  the  conduct  of  State  wide 
epidemiological  surveys;  (3)  the  conduct  of  State  performance/technical 
reviews  and  Identification  of  technical  assistance  (TA)  needs;  (4) 
provision  of  targeted  TA  to  States;  and  (5)  creation  of  a  national 
database  of  current  State  AOD  prevention  and  treatment  information.   The 
five  components  of  the  SSDP  have  helped  create  and  sustain  a  partnership 
between  the  States  and  CSAT. 

The  President's  proposal  to  consolidate  the  block  grants  Into 
performance  partnerships,  and  the  3-year  shift  of  resources  from 
demonstrations  to  partnerships,  will  not  reduce  funding  for  the  field. 
The  FY  1996  budget  will  continue  funding  for  all  existing  grantees.   The 
performance  partnership  formulae  will  not  reallocate  resources  from  some 
States  to  other  States. 

HIV/AIDS 

Mr.  Stokes:   Substance  abuse  Is  associated  with  a  nximber  of 
illnesses  Including  AIDS  and  tuberculosis.   During  this  year's  hearings, 
public  witnesses  and  agencies  alike  have  highlighted  the  fact  the  AIDS 
has  now  become  the  leading  cause  of  death  for  people  25  to  44  years  of 
age,  and  that  tuberculosis  is  not  only  spreading  rapidly  but  It  also  has 
an  emerging  resistance  to  known  treatments.   To  what  extent  has  your 
agency  given  increased  emphasis  to  these  diseases  which  have  a  linkage 
to  substance  abuse? 

Dr.  Chavez:   SAMHSA  has  a  varied  and  comprehensive  portfolio  of 
direct  and  indirect  activities  related  to  HIV/AIDS ,  which  continues  to 
be  developed  in  a  manner  that  is  responsive  to  the  evolution  of  the 
pandemic.   Additionally,  the  AIDS  Subcommittee  of  the  SAMHSA  Advisory 
Council  is  giving  a  special  emphasis  to  issues  of  access  to  treatment 
and  financing  of  necessary  services  for  persons  suffering  from  substance 
abuse  and/or  mental  illness  and  HlV/AlDS.   SAMHSA' s  Office  on  AIDS  works 
closely  with  staff  In  other  PHS  Agencies  to  coordinate  activities  and 
maximize  program  benefits.   While  all  of  SAMHSA' s  demonstration  programs 
emphasize  a  comprehensive  care  services  continuum,  Including  HIV 
counseling  and  testing,  there  are  specific  activities  being  carried  out 
to  develop  targeted,  efficacious  models  of  care  for  persons  living  with 
or  at-risk  for  HIV/AIDS.   These  Include: 
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CSAT  HIV/AIDS  Comnninity  Outreach  Program  funds  projects  targeting 
injecting  and  other  high  risk  substance  abusers  and  their  sexual 
partners .   Trained  outreach  workers  access  this  hard  to  reach 
population  and  provide  HIV/STD/  tuberculosis  risk  reduction 
education  and  facilitate  treatment  referrals.   Funds  do  not 
support  direct  substance  abuse  treatment. 

CSAT/BFHC  Linkage  Initiative  is  a  collaborative  effort  with  the 
Health  Resources  and  Services  Administration  (HRSA)  that  provides 
funding  for  programs  to  develop  comprehensive  service 
demonstration  models  that  link  substance  abuse  treatment  with 
HIV/AIDS/STD/ tuberculosis,  mental  health  and  primary  care 
services.   Projects  provide  an  array  of  services,  including 
infectious  disease  screening  and  treatment,  HIV/AIDS  counseling, 
primary  health  care,  outpatient  addiction  counseling,  and 
family/collateral  counseling. 

CSAT  AIDS  Training  Grants  help  education  and  training  programs  for 
health  care  professionals  to  modify  curricula  and  strengthen  the 
training  opportunities  in  comprehensive  care  for  people  with  or  at 
risk  for  substance  abuse,  mental  illness  and  infectious  disease 
including  HIV/AIDS  and  tuberculosis.   The  impact  of  these  problems 
on  racial  and  ethnic  minorities  is  a  special  focus. 

CMHS  AIDS  Health  Care  Worker  Training  supports  the  education  of 
mental  health  and  other  health  care  providers  on  the  psychological 
and  neuropsychiatrlc  impact  of  HIV/AIDS. 

CMHS  HIV/AIDS  Mental  Health  Services  Demonstration  Program  is  a 
collaborative  effort  between  SAMHSA,  NIH,  and  HRSA.   Cooperative 
agreements  are  awarded  competitively  for  programs  to  develop  or 
expand  mental  health  services  for  people  with  HIV/AIDS,  or 
experiencing  serious  psychological  reactions  as  a  result  of 
HIV/AIDS  antibody  testing. 

CSAP  High  Risk  Youth  grants  are  being  supplemented  to  expand 
substance  abuse  prevention  efforts  to  include  HIV/AIDS  prevention. 

CSAT  Treatment  Improvement  Protocols  (TlPs)  manuals  delineate 
substance  abuse  treatment  standards  of  treatment  for  pregnant 
women,  criminal  offenders,  and  juveniles,  among  others.   Each  was 
developed  by  a  non- Federal  consensus  panel  and  includes 
information  regarding  HIV/AIDS  prevention  and  services. 

One  TIP  about  to  be  published,  Treatment  for  HIV-infected  Alcohol 
and  Other  Drug  Abusers,    includes  guidelines  for  the  spectrum  of 
core  services  and  treatment  approaches  that  should  be  available  to 
all  HIV-infected  substance  abusers. 

CSAP  National  Prevention  Training  System  teaches  people  who  have 
access  to  populations  at  special  risk  for  alcohol  and  other  drug 
problems  how  to  use  that  access  to  prevent  both  substance  abuse 
and  HIV/AIDS.   Specialized  curriculum  is  being  developed  for 
CSAP's  Community  Partnership  Program  to  address  HIV/AIDS  and  focus 
on  the  specific  cultural  and  ethnic  issues  of  affected 
communities. 
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o     CSAF  National  Clearinghouse  for  Alcohol  and  Drug  Information 

(NCADI)  distributes  education  materials,  including  monographs  that 
describe  HIV/AIDS  prevention  in  adolescents  and  minority 
communities.   A  manual  on  HIV/AIDS  in  the  workplace  is  also 
available  through  NCADI  in  English  and  Spanish. 

Due  to  SAMHSA's  concern  about  recent  developments  in  the  incidence 
and  treatment  of  tuberculosis,  an  agency-wide  TB  Workgroup  has  been 
formed.   As  part  of  the  Public  Health  Service  National  Action  Plan  to 
Combat  Multidrug-Resistant  Tuberculosis.  SAMHSA  has  collaboratively 
(with  NIDA,  NIAAA,  and  NIMH)  implemented  a  number  of  measures  in 
response  to  the  TB  epidemic.  Including  informing  our  grantees  and  others 
about  the  Multi  Drug -Resistant  TB  problem,  providing  guidelines  on  the 
detection,  prevention,  treatment,  and  reporting  of  TB,  and  requiring  the 
assurance  of  tuberculosis  services  in  drug  treatment  programs  funded 
under  the  SAMHSA  Substance  Abuse  Prevention  and  Treatment  Block  Grant, 
and  all  service  demonstration  grants. 

TB  patients  who  have  substance  abuse  problems,  are  homeless  and/or 
mentally  ill  are  likely  to  be  non-compliant  with  TB  therapy,  leading  not 
only  to  progression  of  disease,  but  also  to  emergence  of  Multi-Drug- 
Resistant  TB.  A  significant  challenge  that  remains  in  serving  this 
population,  is  development  of  a  system  by  which  these  patients  can  be 
tracked  among  different  treatment  programs,  shelters,  correctional 
systems  and  health  departments  -  to  ensure  that  there  is  no  break  in 
their  treatment  services.   SAMHSA  is  currently  reviewing  possible 
options.   Finally,  a  study  of  TB  screening,  treatment,  and  referral 
policies  of  drug  treatment  facilities  and  homeless  shelters  is  also 
under  development  by  SAMHSA's  Office  of  Applied  Studies. 

CONSOLIDATION  AND  CLUSTERING 

Mr.  Stokes:  Within  this  new  mix,  to  what  extent  will  community- 
based  organizations  participation  in  the  agency's  initiatives  be 
strengthened? 

Dr.  Chavez:   We  will  establish  a  single  demonstration  authority 
for  the  Secretary  to  make  grants  and  enter  into  contracts  and 
cooperative  agreements  with  States,  political  subdivisions  of  States, 
private  entities  including  for-profit  and  non-profit,  Indian  tribes  and 
tribal  organizations.   The  Secretary  would  target  demonstration  programs 
based  on  practical  service  needs  and  current  policy  questions  developed 
in  partnership  with  State,  local  government  and  community 
representatives  including  consumers  and  families . 

Projects  will  Involve  Federal/State  and  public/private 
partnerships ,  including  consortia  of  groups  from  a  wide  range  of 
interests  (e.g.,  government  agencies,  foundations,  private  organizations 
and  consumer  groups) . 

REORGANIZATION 

Mr.  Stokes:   Given  that  the  budget  proposes  to  programmatically 
combine  substance  abuse  prevention  and  treatment,  will  the  current 
Center  for  Substance  Abuse  Prevention  and  the  Center  for  Substance  Abuse 
Treatment  be  combined  as  one  organizational  unit?  To  what  extent  have 


888 


documents  requesting  a  reorganization  for  this  purpose  been  generated 
and/or  forwarded  to  the  Department  for  approval? 

Dr.  Chavez:   We  believe  It  Is  extremely  Important  to  retain  these 
two  Centers  as  distinct  organizational  entitles  despite  the 
consolidation  of  their  demonstration  resources  within  a  single  program. 
Maintaining  separate  Centers  will  ensure  that  sufficient  attention  and 
priority  continues  to  be  provided  to  both  areas,  in  particular,  that 
prevention  needs  are  not  overwhelmed  by  the  pressing  demand  for 
treatment  resources .   At  this  time ,  we  have  not  developed  a  proposal  to 
merge  these  two  Centers. 

Mr.  Stokes:   The  budget  proposes  to  consolidate  26  programs  Into 
four  programs.   Currently,  how  many  individuals  are  served  by  these 
programs?  After  consolidation,  how  many  will  be  served? 

Dr.  Chavez:   We  anticipate  little  net  change  in  number  of  people 
served  through  our  programs,  as  total  funding  levels  will  remain  about 
the  same  in  1996.   SAMHSA  currently  operates  a  wide  variety  of  programs 
such  as  block  grants,  demonstration  programs,  service  programs,  training 
programs,  and  public  education  efforts.   Because  of  the  nature  of  some 
programs  (i.e.,  block  grants  to  States)  and  the  dissimilar  measures  one 
would  choose  when  looking  at  the  programs  (i.e.,  persons  served  for 
service  grants  and  persons  trained  for  training  programs) ,  using  a 
single  measure  of  the  number  of  people  who  will  be  served  is  not  the 
most  useful  measure  of  success. 

SAMHSA  is  currently  requesting  an  authorization  that  will  redefine 
and  refocus  our  role  in  the  mental  health  and  substance  abuse  fields. 
The  authorizations  will  allow  SAMHSA  to  focus  on  six  broad  areas  for 
mental  health  and  substance  abuse  demonstrations.   The  primary  goal  of 
these  demonstrations  will  be  to  generate  knowledge  about  effective 
approaches  to  providing  services  -  not  provide  direct  services.   SAMHSA 
will  also  administer  two  new  performance  partnerships  designed  to 
increase  the  flexibility  the  States  have  In  responding  to  their  mental 
health  and  substance  abuse  needs. 

Mr.  Stokes:   The  agency  also  Indicates  that  there  will  be  a 
redirecting  of  nearly  50  percent  of  the  resources  for  service  delivery 
to  knowledge  development  by  1998 .   What  is  the  rationale  for  this  change 
in  emphasis? 

Dr.  Chavez:   The  Administration  proposes  to  reduce  funding  for 
demonstration  activities  by  almost  half  (47  percent)  over  a  three  year 
period.   Our  intent  is  to  refocus  demonstration  programs,  more 
appropriately,  on  gaining  knowledge  and  then  disseminating  that 
knowledge  to  the  States  and  local  communities.   As  funding  cycles 
terminate  for  existing  grants,  service  funds  will  be  shifted  to  the 
States  who  are  in  a  better  position  to  provide  the  needed  services.   It 
will  be  Important  to  maintain  a  core  budget  for  demonstration  activities 
in  order  to:   keep  critical  issues  at  forefront  of  national  agenda; 
generate  and  promote  application  of  knowledge  that  improves  quality  and 
cost-efficiency  of  services;  Improve  coordination  across  Federal 
programs;  address  problems  that  transcend  State  lines;  and,  to  respond 
to  customer  needs. 
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SAFE  AND  DRUG  FREE  SCHOOLS 

Mr.  Stokes:   The  rescission  bill  eliminates  funding  for  Department 
of  Education's  Safe  and  Drug  Free  Schools  Program.  Much  of  the  argument 
being  used  to  justify  eliminating  this  program  is  that  "it  duplicates 
activities  in  other  parts  of  the  administration."   In  your  professional 
judgement,  have  we  reached  the  point  in  drug  and  violence  prevention 
where  we  can  abandon  such  programs? 

Dr.  Chavez:   The  proposed  elimination  of  the  Safe  and  Drug  Free 
Schools  Program  seriously  undermines  our  national  drug  abuse  prevention 
efforts .   The  school  system  not  only  serves  as  an  effective  avenue  for 
substance  abuse  prevention  programs,  but  also  Is  a  catalyst  for  addition 
comprehensive  programs.   The  1993  NIDA  Monitoring  the  Future  Survey  and 
the  SAMHSA  National  Household  Survey  both  show  increases  in  underage  use 
of  marijuana,  alcohol,  and  other  drugs.   In  fact,  the  substantial 
progress  at  preventing  substance  abuse  made  in  the  last  decade  will 
erode  if  the  Federal  Government  abandons  its  drug  and  violence 
prevention  programs . 

CSAP's  prevention  programs  demonstrate  that  properly  implemented 
efforts  are  effective  in  reducing  substance  abuse  problems  among  youth. 
The  access  and  experience  of  the  Department  of  Education  combined  with 
the  substantial  findings  from  CSAP's  demonstration  programs  hold 
significant  promise  for  even  better  school-based  results  in  terms  of 
preventing  substance  abuse. 

Mr.  Stokes:   Having  eliminated  funding  for  the  program  in  the 
amount  of  $482  million,  what  would  be  the  impact  of  redirecting  from 
your  agency's  substance  abuse  block  grant  program  $482  million  to  cover 
the  Safe  and  Drug  Free  Schools  initiative  in  the  Department  of  Education 
account? 

Dr.  Chavez:   Our  current  authorization  requires  States  to  spend  at 
least  20  percent  of  their  substance  abuse  block  grant  allocation  for 
primary  prevention.   This  provision  has  been  extended  in  our 
reauthorization  package.  At  a  minimum,  the  States  as  a  whole  must  spend 
approximately  $240  million  on  prevention,  one -half  the  cost  of  the  Save 
and  Drug  Free  Schools  program.   These  funds  can  be  used  to  fund  school - 
based  as  well  as  other  prevention  Interventions.   States  would  have  the 
option  to  use  more  than  20  percent  of  their  allocation  for  prevention 
activities,  including  funding  projects  formerly  funded  through  the 
Education  Department. 

Redirecting  funds  from  the  current  block  grant  would  be  at  the 
expense  of  other  prevention  and  treatment  programs  currently  funded 
through  the  States  for  this  year.  Your  proposal  would  result  in  a  25 
percent  reduction  in  funding  for  the  States.   At  least  20  percent  or 
close  to  $100  million  would  result  in  a  reduction  in  prevention 
activities.   The  remaining  80  percent  or  close  to  $400  million  would 
result  in  a  reduction  in  treatment  services  for  approximately  167,000 
persons.   States  have  already  submitted  spending  plans  for  FY  1995 
funds.   A  25  percent  cut  mid-year  would  have  serious  consequences  for 
these  programs. 
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Substance  Abuse  and  Mental  Health  Services  Administration 
Appropriation  Language  " 


For  carrying  out  the  Public  Health  Service  Act  with  respect  to  substance  abuse  and  mental  health  services, 
section  612  of  Public  Law  100-77,  as  amended,  and  the  Protection  and  Advocacy  for  Mentally  111 
Individuals  Act  of  1986,  [$2,166,148,000:  Provided,  that  no  portion  of  amounts  appropriated  for  the 
programs  of  the  Department  of  Health  and  Human  Services  shall  be  available  for  obligation  pursuant  to 
section  571  of  the  Public  Health  Service  Act  other  than  an  amount  of  $3,750,000  from  amounts 
q)propriated  to  carry  out  section  510  of  that  Act]  ^  $2,247,392,000.  (Department  of  Health  and  Human 
Services  Appropriation  Act,  1995.) 


Explanation  of  Language  Changes 


"  This  language  reflects  current  law.  It  does  not  reflect  the  proposed  legislation  necessary  to  implement 
the  President's  Budget 

^  The  authority  for  this  program  has  expired.  Current  legislative  proposals  do  not  include  a  separate 
authorization  for  this  program.  However,  the  program  will  be  continued  in  1996  using  the  authority  set 
forth  in  PHSA  Section  510. 
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Language  Analysis 


Language  Provision 


Explanation 


"Provided,  that  no  portion  of  amounts 
appropriated  for  the  programs  of  the  Department 
of  Health  and  Human  Services  shall  be  available 
for  obligation  pursuant  to  section  571  of  the 
Public  Health  Service  Act  other  than  an  amount 
of  $3,750,000  from  amounts  appropriated  to 
carry  out  section  510  of  that  Act." 


This  language  is  no  longer  required.  New 
legislative  proposal  is  being  introduced  that  does 
not  include  a  separate  authorization  for  this 
program.  However,  the  program  will  be 
continued  in  1996  using  the  authority  set  forth  in 
PHSA  Section  510. 
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Suiwtance  Atwse  and  Mental  Health  Services  Administration 
Amounts  Available  for  Obligation  -' 

1994  1995                         1996 

Actual  ApproDriation               Estimate 

Appropriation: 

Labor/HHS-Annual $2,125,178,000  $2,181,407,000     $2,247,392,000 

Rent  Reduction  P.L.  103-333    ..                           --  -33,000                             ~ 

Awards  Reduction  P. L.  103-133.                            —  -44,000 

Transfer  from  other  accounts  2'  .        +25,000,000  -h  14,000,000 

Proposed  Legislation- 
Administrative  Savings —  —              -3,000,000 

Subtotal,  adjusted  budget 

authority 2,150,178,000  2,195,330,000       2,244,392,000 


Unobligated  balance,  start  of 
year -h920,000  -H,714,000  -1-1,714,000 

Unobligated  balance  available, 
end  of  year    -1,714,000  -1,714,000  -1,714,000 

Unobligated  balance  expiring    ....  -349,000 


Total  obligations  i'    $2,149,035,000     $2,195,330,000     $2,244,392,000 


Excludes  the  following  amounts  for  reimbursements:    FY  1994  -  $59,482,000; 
FY  1995  -  $65,946,000;  and  FY  1996  -  $65,386,000. 

Reflects  transfers  from  the  ONDCP  Drug  Forfeiture  Fund. 
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Substance  Abuse  and  Mental  Health  Services  Administration 
Summary  of  Changes 


1995  Estimated  budget  authority $2,195,330,000 

1996  Estimate 2.244.392.000 


+$49,062,000 

1995  Current 
Estimate  Base 

Change  from  Base 

FTE 

Budget 
Authority 

FTE 

Budget 
Authority 

Increases: 

A.  Built-in: 

1.  Annualization  of  January  1995  pay  raise 

2.  Within  grade  pay  increases 

— 

$41,698,000 

41,698,000 

41,698,000 

41,698,000 

3,161.000 

5,875,000 

— 

+$166,000 
+747,000 
+747.000 

4.  One  extra  day  of  pay 

5   Increased  rental  payments  to  GSA 

+159,000 
+81,000 

+  136.000 

Subtotal,  Built-in  Increases 

— 

— 

+2,036.000 

B.  Proaram: 

1.  Mental  Health: 

a.  Demonstration  and  Training  Cluster 

__ 

112,292,000 

— 

+800,000 

2.  Substance  Abuse: 

a.  Substance  Abuse  Performance 

Partnerships 



1,234,107,000 



+60.000.000 

Subtotal,  Program  Increases 





— 

+60.800.000 

Total  Increases. 

— 



— 

+62,836,000 

Decreases: 

A.  Built-in: 

1    Decrease  in  FTS  costs 

— 

547,000 
532,000 

— 

-75.000 

2.  Decrease  in  Working  Capital  Fund 

-11.000 

Subtotal,  Built-in  Decreases 

— 



— 

-86,000 

B.  Proaram: 

1.  Mental  Health: 

a.  Protection  and  Advocacy  -  reduction  in 
funding 

b.  Mental  Health  Performance  Partnerships  - 
reduction  in  PATH  funding 

~ 

21,957.000 
304.882.000 

~ 

-197,000 
-265,000 
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Substance  Abuse  and  Mental  Health  Services  Administration 
Summary  of  Changes  -  Continued 


1995  Current 
Estimate  Base 


FTE 


Decreases  continued: 

2.  Substance  AtMse: 

a.  Demonstration  and  Training  Cluster  - 
net  reduction  in  funding  for  onging 
prevention  and  treatment  programs 

b.  Substance  Abuse  Performance 
Partnership  -  termination  of  Capacity 
Expansion  Program _ 

3.  Program  Management:  ' 

a.  Reduction  for  50  FTEs 

b.  At)sorption  of  built-in  costs  through 
program  reductions 

Subtotal,  Program  Decreases , 

Total  Decreases 

Net  Change 


Budget 
Authority 


$454,263,000 

6.701,000 

41,698,000 
61,128,000 


Change  from  Base 


FTE 


r^ 


-50 


-50 


-50 


Authority 


-50 


-$1,489,000 


-6,701.000 

-3,000,000 

-2,036,000 

-13,688,000 

-13,774,000 

+$49,062,000 
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Substance  Abuse  and  Mental  Health  Services  Administration 

Budget  Authority  by  Activity:  Crosswalk 
(dollars  In  thousands) 


Mental  Health: 


1994 
Actual 


1995 
Appfopriation 


1996 

Estimate 


1.  Mental  Health  Demonstration  &  Training  Cluster 

a.  Community  Support  Program 24,402  24,184 

b.  Homeless  Demonstrations 21,419  21,227 

c.  AIDS  Demonstrations 1,500  1,487 

d.  Children's  Mental  Health  Services  Program 35,000  60,000 

e.  Training  and  AIDS  Training 5,443  5,394 

2.  Protection  &  Advocacy 21,957  21,957 

3.  Mental  Health  Performance  Partnerships " 

a.  PATH  Formula  Grant 29,462  29,462 

b.  Mental  Health  Block  Grant  ^ 277,919  275,420 

Total,  Mental  Health 417,102  439,131 


113,092 


21,760 
304,617 


439,469 


Substance  Abuse: 


1 .  Substance  Abuse  Demonstration  &  Training  Cluster..            452,774 

Substance  Abuse  Prevention 

a.  High  Risk  Youth 63,295  65,160                    

b.  Pregnant  Women  4  Infants 43,440  22,501                     

c.  Other  Demonstrations 6,643  6,643                    

d     Community  Prevention 114,741  114,741                    

Forfeiture  Fund  Transfer. (10,000)                   

e.  Public  Education  &  Dissemination 10,840  13,465                    

f.  Training 14,512 16,049 

Total,  Substance  Abuse  Prevention 253,471  238,559                    

Substance  Abuse  Treatment 

g.  Target  Cities  (Crisis  Areas)  Demonstrations 34,848  35,520                    

h.     Women/Children  Demonstrations 54,228  64,228                    

Transfer  from  Forfeiture  Fund. (5,000)  (10,000)                   

i.      Campus  Projects 4,095                     

j.      CrImlnalJustlce  Program 33,990  37,502                    

k.     Critical  Populations 43,681  23,561                     

I.      Comprehensive  Community  Trmt.  Prog 27,523  31,277                    

Transfer  from  Forfeiture  Fund. (4,000)                   

m.    Addiction  Treatment  Training 5,429  5,590                    

n.     AIDS  Training 2,812  2,787                    

o.     AIDS  Linkage 7,828  7,739                     

p.     AIDS  Outreach 10,516  7,500 

Total,  Substance  Abuse  Treatment 224,950 

2.  Substance  Abuse  Performance  Partnerships 

a.  Treatment  Capacity  Expansion  Program 15,300 

b.  Substance  Abuse  Block  Grant  ^ 1,177,107 

Transfer  from  Forfeiture  Fund. (10,000)                  

Total,  Substance  Abuse 1,670,828  1,695,071  1,746,881 ' 

Program  Management 61,296  61,128  58,042 

Buildings  &  Facilities 952                   

Total,  SAMHSA 2,150,178  2,195,330  2.244,392 


215,704 


6,701 
1,234,107 


"    The  P4A  activity  will  remain  as  a  separate  program.  This  reflects  a  refinement  to  the  FY  1996 

President's  Budget. 
^    Excludes  net  transfers  by  the  States  of  $12,317,886  from  the  Substance  Abuse  Block  Grant  to  the 

Mental  Health  Block  Grant  In  FY  1994  as  allowed  by  Section  205  (b)  of  P.L.  102-321 . 
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Substance  Abuse  and  Mental  Health  Services  Administration  " 

Budget  Authority  by  Activity:  Consolidated 

(dollars  in  thousands) 


Mental  Health: 


1994 
Actual 


1995  1996 

Appropriation     Estimate 


Mental  Health  Demonstration  &  Training  Cluster 87,764           1 12,292           1 13,092 

Protection  &  Advocacy 21,957             21,957             21,760 

Mental  Health  Performance  Partnerships  ^-^^ 307,381            304,882           304,617 

Total,  Mental  Health 417,102           439,131            439,469 

Substance  Abuse: 

Substance  Abuse  Demonstration 478,421           454,263           452,774 

Transfer  fmm  Forfeiture  Fund. (15,000)  (14,000)  

Substance  Abuse  Performance  Partnerships  ^' 1,192,407        1,240,808        1,294,107 

Transfer  from  Forfeiture  Fund. (10,000) 

Total,  Substance  Abuse 1,670,828         1,695,071         1,746,881 

Program  Management 61,296             61,128             58,042 

Buildings  and  Facilities 952  

TOTAL.  SAMHSA 2,150,178         2,195,330         2,244,392 

Transfer  from  Forfeiture  Fund. (25,000)  (14,000)  

"  FY  1 994  and  FY  1 995  shown  on  comparable  basis. 

^  The  P&A  activity  will  remain  as  a  separate  program.  This  reflects  a  refinement  to  the 

FY  1996  President's  Budget. 
^'   Excludes  net  transfers  by  the  States  of  $12,317,886  from  the  Substance  Abuse  Block 

Grant  to  the  Mental  Health  Block  Grant  in  FY  1994  as  allowed  by  Sectnn  205  (b)  of 

P.L  102-321. 
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Substance  Abuse  and  Mental  Health  Services  Administration 
Budget  Authority  by  Object 

1995                   1996               Increase  or 
Appropriation Estimate Decrease 

Full-time  equivalent  employment 656  606  -50 

Full-time  equivalent  of  overtime 

and  holiday  hours 2  2  

Average  SES  salary $11^841  $114,195  +$1,354 

Average  GS/GM  grade 10.84  10.79  

Average  GS/GM  salary $41,100  $41,424  -i-$324 

Average  salary  grades  established 

by  PHS  Act  of  1955  (42  use  207) $57,127  $58,612  +$1,485 

Personnel  Compensation: 

Full-time  permanent $32,134,000        $31,950,000  -$184,000 

Other  than  full-time  permanent 1,463,000  1,317,000  -146,000 

Other  personnel  compensation 796,000  561 ,000  -235,000 

Special  services  payments 275,000 275,000 


Total  Personnel  Compensation 34,668,000  34,103,000  -565,000 

Personnel  benefits 7,029,000  6,855,000  -174,000 

Benefits  for  Former  Personnel 830,000  8,000  -822,000 

Travel  &  transportation  of  persons 1,552,000  1,552,000                   

Transportation  of  things 110,000      •.        110,000                   

Rent,  communications,  and  utilities: 

Rental  payments  to  GSA. 3,161,000  3,242,000  +81,000 

Rent  (non-GSA) 25,000  25,000                    

Communications  and  utilities 848.000  773,000  -75,000 
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Substance  Abuse  and  Mental  Health  Services  Administration 
Budget  Authority  by  Object  -  Continued 

1995                    1996               increase  or 
Appropriation  Estimate Decrease 

Printing  and  Reproduction $2,831,000  $2,831,000  

Contractual  Services: 

Consulting  sendees 25,977.000  24,621,000  -1.356,000 

Other  sendees 125,728,000  121,668,000  -4,060,000 

Purchases  from  Gov.t  Accounts 21,836,000  23,674,000  +1,838,000 

Supplies  and  materials ~........^ 335,000  335,000                   

Equipment 1,121,000  1,121,000                    

Grants,  subsidies  and  contributions 1,969,279,000  2,023.474,000  +54,195,000 


Total  budget  authority  by 

object ^,195,330,000    $2,244,392,000       +$49,062,000 
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Substance  Abuse  and  Mental  Health  Services  Administration 

Administrative  Expenses 
(Budget  Authority) 


1995                 1996               Change 
Appropriation        Estimate 


Personnel  Compensation: 

Fuii-time  Permanent  (11.1) $32,134,000  $31,950,000  -$184,000 

Other  than  Full-time  Permanent  (11. 3) 1,463,000  1,317,000  -146,000 

Other  Personnel  Compensation  (11. 5) 1.071.000  836.000  -235.000 

Total.  Personnel  Compensation  (11. 9) 34,668,000  34.103.000  -565,000 

Civilian  Personnel  Benefits  (1Z0) 7,029,000  6,855,000  -174,000 

Benefits  to  Former  Personnel  (13.0) 830,000  8,000  -822,000 

Travel  (21.0) 1,552,000  1,552.000                  

Transportation  of  Things  (22.0) 110.000  110.000                 

Rental  Payments  to  Others  (23.2) 25,000  25,000                 

Communications,  Utilities,  and 

Miscellaneous  Charges  (23.3) 848.000  773.000  -75.000 

Printing  and  Reproduction  (24.0) 2.831.000  2,831,000                 

Consulting  Services  (25.1) 17,378,000  16,329.000  -1,049,000 

Other  Services  (25.2) 67,023.000  61,392.000  -5.631.000 

Purchases  of  Goods  &  Services  from 

other  Government  Accounts  (25.3) 10,065,000  9,782,000  -283.000 

Supplies  and  Materials  (26.0) 335.000 335.000 


Total $1 42.694.000     $1 34,095.000      -$8,599,000 

*     Consistent  with  prior  year  guidance,  set-aside  funds,  drug  sun^ey  contracts,  and  1% 
evaluation  funds  are  exempt  from  object  class  25. 
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Substance  Abuse  and  Mental  Health  Services  Administration 

Significant  Items  in  House,  Senate,  and  Conference 
Appropriations  Committee  Reports 


13 


Item 


Action  Taken  or  to  be  Taken 


1995  House  Report 

Community  Support  demonstrations 
1.  The  Committee  urges  the  agency  to 

provide  funding  for  two  pilot  projects  to  provide 
outreach  counseling  services  to  the  families  of 
displaced  coal  miners.  One  of  these  projects  is 
ongoing,  and  the  Committee  expects  that  another 
could  be  started  in  FY  1995.  (Page  73) 


The  Center  for  Mental  Health  Services  plans  to 
fund  activities  to  provide  outreach  counseling 
services  to  the  families  of  displaced  coal  miners. 
A  single  award  is  plaimed  to  support  both 
projects. 


Community  Support  demonstrations 
2.  The    Committee     is    aware    of    the 

emergence  of  self-help  groups  composed  of 
people  with  serious  and  persistent  mental  ilbiess. 
These  groups  have  been  effective  in  providing 
mutual  self-support  to  such  individuals.  The 
Committee  urges  the  Center  for  Mental  Health 
Services  to  provide  funds  for  a  national  self-help 
technical  assistance  center  to  promote  the 
develop  of  self-help  projects  across  the  nation. 
(Page  73) 


The  Center  for  Mental  Health  Services  plans  to 
continue  support  of  national  self-help  technical 
assistance  centers.  The  Notice  of  Funding 
Agreement  has  been  issued  and  1-2  grant  awards 
are  scheduled  for  late  September. 


Training 

3 .  The  Comm  ittee  encourages  the  agency  to 

place  a  high  priority  in  expanding  the  number  of 
qualified  substance  abuse  counselors.  The 
increase  over  1994  will  address  the  particular 
needs  of  women.  (Page  77) 


The  Center  for  Substance  Abuse  Treatment  will 
fund  one  additional  Addiction  Treatment 
Training  Center  in  FY  1995,  bringing  the  total 
number  of  training  centers  to  12.  This  new 
center  will  increase  the  number  of  substance 
abuse  treatment  professionals  as  well  as  improve 
the  ability  of  health  practitioners  to  meet  the 
needs  of  addicts  in  rural  areas. 


The  Center  for  Substance  Abuse  Prevention  will 
use  the  increase  in  funding  to  train  key  health 
providers  to  instruct  female  patients  on  the  risks 
of  combining  alcohol  and  other  drugs  with 
prescription     medications.  Within     the 

appropriated  amount,  CSAP  will  support  a 
$2,000,000  training  component  of  the 
comprehensive  women's  prevention  initiative. 
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Substance  Abuse  and  Mental  Health  Services  Administration 

Significant  Items  in  House,  Senate,  and  Conference 
Appropriations  Committee  Reports 


Item 


Action  Taken  or  to  be  Taken 


1995  Senate  Report 


Self-Help  Projects 

1.  The  Committee  urges  CMHS  to  provide 

funds  for  a  national  self-help  technical  assistance 
center  in  order  to  promote  the  development  of 
self-help  projects  across  the  country.  In 
addition,  the  Committee  encourages  CMHS  to 
provide  funding  for  two  projects  providing 
outreach  counseling  services  to  families  of 
displaced  coal  miners.   (Page  120) 


See  response  to  the  House  Report  Significant 
Items  1  and  2. 


Prevention  Demonstrations 
2.  The  Committee  urges  CSAP  to  evaluate 

what  strategies  work,  using  measures  of  cultural 
appropriateness  in  Alaska  Native  communities,  in 
preventing  fetal  alcohol  syndrome  (FAS)  and 
fetal  alcohol  effect  (FAE),  as  well  as  in 
preventing  the  increase  in  inhalant  abuse  among 
Alaska  Native  youth. 
(Page  122) 


Through  its  evaluation  effort,  CSAP  has  learned 
that  the  most  effective  prevention  programs  are 
those  utilizing  culturally  appropriate  strategies 
designed  through  community  input.  The  CSAP 
demonstration  grants  which  target  Alaskan 
Natives  implement  cultural  approaches  which 
emphasize  the  strengths  of  traditional  values. 
The  seven  current  substance  abuse  prevention 
grants  targeting  Alaskan  Natives  promote  healthy 
lifestyles  and  thereby  discourage  the  abuse  of 
alcohol  and  other  drug  (AOD)  related  problems 
such  as  FAS/FAE  and  inhalant  use.  These 
include  grants  in  the  following  prevention 
programs:  High  Risk  Youth,  Pregnant 
Postpartum  Women  and  Their  Infants,  and 
Community  Prevention. 


1995  Conference  Report 


AIDS  Outreach 

1.  The   conferees    expect   the   agency   to 

coordinate  AIDS  outreach  activities  with  related 
prevention  programs  at  the  CDC.   (Page  20) 


The  Center  for  Substance  Abuse  Treatment  will 
award  new  grants  under  the  AIDS  Outreach 
Demonstration  program.  Applicants  for  these 
funds  are  directed  to  document  the  coordination 
of  planning  and  proposed  services  with  the 
Centers  for  Disease  Control  and  Prevention 
(CDC),  HIV  Prevention  and  Planning  Group. 
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Substance  Abuse  and  Mental  Health  Services  Administration 
Authorizing  Legislation 


199S 
Amount  1995 

Auttwrlzed         Appropriation 

Mental  HeaHh: 

1.  Mental  Health  DemonstiaHon  and  Training  Cluster 
a    Community  Support  Program: 

PHSA  Section  520  A  (e) Expired        $24,184,000 

b.  Homeleas  Demonsiratlons: 

PHSA  Section  520  A  (e) Expired  21,227.000 

PHSA  Section  506  (e) Expired  See  atx>ve 

c.  HIV/AIDS  Demonstrations: 

PHSA  Section  520  8  0 Expired  1.487,000 

d.  Mental  Health  Services  for  ChBdren: 

PHSA  Section  565(0 Expired  60.000.000 

e.  Clinical  Training  and  AIDS  Training: 

PHSA  Section  303 Indefinite  5,394,000 

f.  M.  H.  Consolidated  Demonstration 

and  Training  austar ( )       (112.292.000) 

2.  Protection  and  Advocacy: 

P.L  102-173.  Secttan  117 Such  Sum  as  Nee.       21,957,000 

3.  Mental  Health  Perfomiance  Partnerships: 

a.  PATH  Formula  (Homeless): 

PHSA  Section  535  (a) Expired  29,462,000 

b.  Mental  Health  Block  Grant 

PHSA  Section  1920  (a) Expired        275,420,000 

c.  M.  H.  Perfonnanca  Pannerahips ( )       (304.882,000) 

4.  Unfunded  Mental  Health  activities: 

a.  Prevention  Denunstratiorts: 

PHSA  Section  520  A  (e) Expired  

b.  M.H.  Information  Clearinghouse: 

PHSA  Section  520  (b) Indefinite  

c.  StateA-ocal  Service  System  Demos: 

PHSA  Section  303 Indefinite  

Total,  Mental  Health 439,131,000 

Substance  Abuse: 

1.  Substance  Abuse  Demonstration  and  Training  Cluster: 
Sutistance  Abuse  Prevention: 

a.  High  Risk  Youth: 

PHSA  Sectton  517  (h) Expired  66,751,000 

b.  Pregnant  Women  and  Infants: 

P.L.  102-321  Sectton  108  (b) Indefinite         20,910,000 

c.  Other  Denranstrattons: 

PHSA  Sectton  515(c) Indefinite  6,643,000 

d.  Community  Prevention: 

PHSA  Sectton  516(c) Expired        114.741.000 

e.  Publk;  Educatnn  and  Disseminatton: 

PHSA  Sectton  515  (c) _ Indefinite  13,465,000 

f.  Cllnk:al  Training: 

PHSA  Section  515(c) Indefinite  16,049,000 


1996 
Annunt  1996 

Authorized  Estimate 


Expired  v  

Expired  i/  

Expired  v  

Expired  i/  

Expired  1/  

Indefinite  v  

( )i/  $113,092,000 

Expired  1/  21,760,000 

Expired  v  

Expired  1/  

( )  1/  304,617,000 

Expired  i/  

Indefinite  

Indefinite   --- 


4dd,46d,0(M 


Expired  2/ 
Indefinite  2/ 
Indefinite  2/ 

Expired  2/ 
Indefinite  2/ 
Indefinite  2/ 


1/  Reauthoitzation  propom  for  FY  1996  wM  eoiwoldats  an  demonstration  and  training  autt<orlII«s  Into  a  single  demonstration 
and  training  authoilty.  Prolecllon  and  Advocacy  would  remain  a  separate  program.  The  Mental  Health  Block  Grants  and  the 
Prolacta  for  Aaalstanc*  In  TransUon  from  Homslassnass  (PATH)  would  be  consolidated  Into  the  MH  Petformance  Partnerships. 

2/  Reauthoitzation  propcaal  tar  FY  1996  wM  consoSdale  all  demonstration  and  training  authodUes  Into  a  single  demonstration 
and  training  authoVy  for  sulMtance  abuse.  The  Substance  Abuse  Block  Qrant  would  be  replaced  by  the  Substance 
Abuse  Pertormanca  PaitnersMp*. 
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Substance  Abuse  and  Mental  Health  Services  Administration 
Authorizing  Legislation 


1995  1996 

Amount  1995  Amoum 

Authorized         Appropriation       Authorized 


1996 

Estimate 


Substance  Abuse  Treatment: 

g.    Residential  Treatment  Programs  for 

Pregnant  and  Postpartum  Women: 

PHSA  Section  508  (r) 

(Forfeiture  Fund) 

h.    Demonstration  Projects  of  National 

Significance: 

PHSA  Section  510  (e) 

(Forfeiture  Fund) 

i.     National  Capital  Area  Demonstrations: 

PHSA  Section  571  (h) 

j.     Grants  for  Substance  Abuse  Treatment  in 

State  and  Ijocal  Criminal  Justice  Systems: 

PHSA  Section  51 1  (d) 

k.    Training  In  Provision  of  Treatment 

Services: 

PHSA  512  (d) 

I.    S.  A.  Consolidated  Demonstration 

and  Demonstration  Cluster 

2.  Substance  Abuse  Performance  Partnerships: 
m.  Expansion  of  Capacity  for  Providing 

Treatment: 

PHSA  Section  1971  (D 

n.    Blocl<  Grants  for  Prevention  and 

Treatment  of  Substance  Abuse: 

PHSA  Section  1935  (a) 

o.    S.  A.  Performance  Partnerships 

3.  Unfunded  Substance  Abuse  Activities: 

a.  Workplace  &  Small  Business  (Prevention) : 
PHSA  Sectton  518  (e) 

b.  Outpatient  Treatment  Programs  for 
Pregnant  and  Postpartum  Women: 

PHSA  Sectkjn  509  (a) 

Total,  Substance  Abuse 

Buildings  and  Facilities: 

PHSA  Section  301 

Program  Management: 

a.  Program  Management  - 

PHSA  Section  301 

b.  SEH  Workers'  Comp.  Fund  - 

P.L.  98-621 

Total  Appropriattons 

Total  Appropriattons  Against 
definite  authorizattons 


Expired        $64,228,000  Expired  2/ 

(10,000.000) 


Expired        104,634,000  Expired  a 
(4,000,000) 

$5,000,000  3,750,000  Expired  2/ 

Expired  37,50Z000  Expired  2/ 

Expired  5,590,000  Expired  2/ 

(454,263,000) 

Expired  6,701 ,000  Expired 


( ) 


$452,774,000 


Expired      1.234,107,000  Expired  2/ 

(1 ,240,808,000) 


1,294,107,000 


Expired  Expired  2/ 


Indefinite 



indefinite  2 

■1                

1,695,071,000 

1,746,881,000 

indefinite 

— 

Indefinite 

— 

Indefinite 

59,439,000 

indefinite 

56,353,000 

indefinite 

1.689,000 
$2,195,330,000 

Indefinite 

1.689.000 

$2,244,392,000 

$3,750,000 
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Substance  Abuse  and  Mental  Health  Services  Administration 
Appropriations  History 


Budget  Estimate  House  Senate 

to  Congress                   Allowance                    Allowance  ApproDriation 

Alcohol.  Drug  Abuse,  and  Mental  Health  Administration 

1986                      $886,194,000             $903,637,000             $995,539,000  $968,860,000 

1986  Sequester                         _                                  _.                                  ._  -41,661,000 

1987  892,240,000               893,434,000    V     1,099,113,000  1,062,365,000 
1987  SupplmntI      231,000,000               331,700,000    2/        319,700,000  2/  312,700,000  2/ 

1987  Reappropr       (5,000,000)  —  ~ 

1988  1,042,873,000               503,034,000    V     1,469,313,000  1,373,727,000 

1989  1,504,413,000               507,594,000    3/     1,583,191,000  1,562,712,000 

1 989  SupplmntI                         —                                  --                                  —  283,000,000 

1990  1,738,716,000           1,917,162,000           2,005,448,000  1,926,818,000  4/ 
1990  Sec  518  Red.                   _                                  .„                                  „  -1,135,000 
1990  (DOT  Appr)   300,000,000                                  —                                  —  727,000,000 

1 990  Sequester                         _                                  _                                  _.  -26,745,000 

1991  2,831,511,000  5/     2,825,891,000  4/6/3,000,283,000  4/  2,966,898,000  4/ 
1991  Sec  514  Red.                   _                                  _                                  _  -77,039,000 

1991  Sequester                         _                                  _                                  _  -38,000 

1992  3,048,328,000  7/     2,917,742,000    7/     3,175,832,000  3,081,119,000  8/ 

1992  Sec  513,  Sec  214  Red.  —                                —                                ~  -8,389,000 

1993  3,241,159,000    9/    3,099,902,000     9/                      n.a.  n.a. 
Substance  Abuse  and  Mental  Health  Services  Administration 

1993  10/             2,037,928,000    9/    1,942,417,000     9/    2,049,609,000    9/  2,023,524,00011/ 

1993  Sec  216,  511,  513  Red.—                                  —                                   -  -18,721,000 

1994  2,153,480,000  12/  2,057,167,000           2,119,205,00013/  2,125,178,00014/ 

1995  2,365,874,000  15/  2,166,148,000           2,164,179,000  16/  2,181,407,00017/ 

1996  2,244,392,000 

y     House  did  not  consider  the  NIDA  and  NIAAA  research  programs,  as  they  lacked  authorizing 

legislation. 
2/     Includes  $50,700,000  for  the  Homeless  Act. 
3/     House  did  not  consider  the  NIDA  and  NIAAA  research,  research  training,  and  direct    operation, 

demonstration   programs.   Protection   and   Advocacy,   and   Grants  to  States,   as  they  lacked 

authorizing  legislation. 
4/     Excludes  advance  funding  for  Homeless. 
5/     Includes  $7,359,000  in  1991  Advance  Funding  for  Homeless. 
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6/     House  did  not  consider  research  training  Community  Support  program;  and  mental  health 

prevention  demonstrations  program  as  it  lacked  authorizing  legislation. 
7/     Excludes  $31 ,000,000  proposed  to  be  transferred  from  the  Office  of  National  Drug  Control  Policy 

(ONDCP)  Special  Forfeiture  Fund. 
8/     Excludes  $19,000,000  transferred  from  the  Special  Forfeiture  Fund. 

9/     Excludes  $34,701,000  proposed  to  be  transferred  from  the  ONDCP  Special  Forfeiture  Fund. 
10/  FY  1 993  Budget  Estimate  to  Congress  and  House  Allowance  represent  comparable  funding  levels 

based  on  the  1992  ADAMHA  Reorganization  Act  as  identified  in  Conference  Report. 
1 1/  Excludes  $33,701,000  transferred  from  the  ONDCP  Special  Forfeiture  Fund. 
12/  Includes  $115,000,000  Presidential  Investment. 

13/  Excludes  $35,000,000  proposed  to  be  transferred  from  the  ONDCP  Special  Forfeiture  Fund. 
14/  Excludes  $25,000,000  transferred  from  the  ONDCP  Special  Forfeiture  Fund. 
15/  Excludes  $45,000,000  proposed  to  be  transferred  from  the  ONDCP  Special  Forfeiture  Fund. 
16/  Excludes  $25,000,000  proposed  to  be  transferred  from  the  ONDCP  Special  Forfeiture  Fund. 
17/  Excludes  $14,000,000  proposed  to  be  transferred  from  the  ONDCP  Special  Forfeiture  Fund. 

Reflects  $44,000  in  SLUC  and  $33,000  in  performance  awards  reductions  mandated  by  the 

appropriation  bill. 


1994 
Actual 

Mental  Health 

Demonstration 

&  Trg.  Cluster  .  .  .  $87,764,000 
Protection  & 

Advocacy   21,957,000 

Mental  Health 

Perfonnance 

Partnerships 307,381,000 

Substance  Abuse 

Demonstration 

&  Trg.  Cluster  .  .  .  478.421,000 
Substance  Abuse 

Performance 

Partnerships 1,192,407,000 

Prog.  Mgmt 61,296,000 

B&F 952.000 

Total $2,150,178,000 

Ceiling  FTE    738 
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General  Statement 

1995 
Appropriation 


$112,292,000 
21,957,000 

304,882,000 

454.263,000 


1,240,808.000 
61.128.000 


$2,195,330,000 
656 


1996 
Estimate 


$113,092,000 
21.760.000 

304,617.000 

452.774.000 

1.294,107.000 
58,042.000 

$2,244,392,000 
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Increase  or 
Decrease 


+$800,000 
-197,000 

-265,000 

-1,489,000 

+53,299,000 
-3,086,000 

+$49,062,000 

-50 


Note:  Funding  for  FY  1994  and  FY  1995  is  shown  on  a  comparable  basis.  FY  1994  excludes  net 
transfers  between  the  Substance  Abuse  Block  Grant  and  the  Mental  Health  Block  Grant  as  allowed  by 
Section  205  (b)  of  P.L.  102-321. 

Protection  and  Advocacy  will  remain  as  a  separate  program.  This  reflects  a  refinement  to  die  FY  1996 
President's  Budget. 


The  FY  1996  President's  budget  request  for  the  Substance  Abuse  and  Mental  Health  Services 
Administration  is  $2.2  billion,  an  increase  of  $49.1  million  or  2.2%  over  the  FY  1995  appropriation  level. 
The  budget  proposes  significant  changes  in  the  Agency's  programs  and  operations  in  addressing  mental 
health  and  substance  abuse  problems  in  the  Nation.  These  changes  are  consistent  with  the 
Administration's  commitment  to  streamlining  and  increasing  flexibility  and  control  at  the  state  level.  The 
proposed  consolidation  of  the  current  25  discrete  programs  into  only  4  new  SAMHSA  activities,  two 
consolidated  Demonstration  and  Training  Clusters  and  two  new  Performance  Partnerships  to  the  States 
and  the  Protection  and  Advocacy  Formula  grant  program  (P&A)  will  re-define  Federal-State  community 
relations  by  strengthening  the  role  of  state  governments  and  creating  a  performance-driven,  results  oriented 
environment.  These  changes  represent  a  considerable  departure  from  the  way  in  which  SAMHSA  and  its 
predecessor  agency  administered  programs.  New  authorizing  legislation  will  be  proposed  in  order  to 
implement  this  streamlined  program  approach. 

The  net  funding  increase  results  fix>m  an  addition  of  $60  million  in  the  Substance  Abuse  Performance 
Partnerships  to  encourage  States  to  address  problems  of  chronic  substance  abuse,  offset  by  a  $10.9  million 
net  reduction  in  other  activities.  A  unique  Federal/State  approach  to  addressing  this  priority  population 
is  described  in  the  budget  narrative.  No  other  program  expansion  is  proposed  for  FY  1996.  Funding  for 
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the  Mental  Health  Performance  Partnerships,  Protection  and  Advocacy  Formula  grant  program.  Mental 
Health  Demonstration  and  Training  Cluster,  and  Substance  Abuse  Demonstration  and  Training  Cluster 
remains  at  approximately  the  FY  1995  appropriation  level.  A  7.6  percent  reduction  in  staffing  (-50  FTEs) 
is  recommended  commensurate  with  achieving  headquarters  streamlining  objectives. 

Four  important  principles  underlie  SAMHSA's  approach  for  FY  1996.   They  include: 

•  Refocusing  of  Program  Responsibility 

SAMHSA's  future  program  responsibilities  will  be  limited  to  those  which  are  clearly  Federal  in 
nature,  and  which  cannot  readily  be  undertaken  by  the  private  sector  or  other  levels  of 
government.  These  include  the  conduct  of  demonstrations  designed  to  generate  knowledge  related 
to  national  policy  issues;  data  collection,  analysis  and  reporting;  public  and  consumer  information; 
and  similar  national  leadership  responsibilities.  At  the  same  time,  the  budget  recognizes  the 
primary  role  States,  local  governments,  and  community-based  organizations  play  in  the  direct 
delivery  of  services.  Thus,  all  service-related  programs  have  been  consolidated  within  the  two 
Performance  Partnerships  in  order  to  place  decision  making  as  close  as  possible  to  the  service 
delivery  level.  An  important  SAMHSA  responsibility  will  be  to  ensure  that  all  organizations 
involved  in  the  ADM  service  area  work  in  a  coordinated  manner  to  effectively  and  efficiently 
achieve  improvements  in  health  outcomes. 

•  Increased  Program  Flexibility 

Consolidation  of  numerous  specific  programs  into  broader  authorizations  will  provide  enhanced 
flexibility  to  both  States  and  the  Federal  government.  States  will  have  greater  latitude  in  directing 
resources  to  meet  local  need  by  the  elimination  of  many  current  earmarks  and  mandates. 
Demonstration  and  Training  Cluster  funds  will  be  flexibly  directed  to  the  most  pressing  service 
issues  without  restriction  by  categories,  each  with  separate  legislative  requirements.  Future 
projects  will  be  better  tailored  to  meet  the  needs  of  client  populations. 

•  Enhanced  Partnerships  for  Program  Performance 

SAMHSA's  basic  approach  to  service  delivery  will  be  re-engineered  to  rely  more  strongly  on  the 
participation  and  performance  of  its  service  delivery  "partners".  States,  community-based 
organizations,  and  others  will  be  key  participants  in  setting  the  demonstration  agenda  each  year. 
As  the  ultimate  users  of  Federally-developed  knowledge,  especially  best-practice  guidelines,  their 
input  will  be  invaluable  in  selecting  areas  most  deserving  of  critical  examination.  The  partnership 
concept  will  apply  to  Performance  Partnerships  as  well,  where  negotiated  program  goals  and 
performance  measures  will  ensure  that  state  needs  are  met  without  reliance  upon  restrictive 
earmarks. 

Streamlined  Operations 

Implementation  of  these  concepts  will  permit  SAMHSA  to  streamline  its  program  management 
responsibilities,  conserving  resources  in  the  process.  More  time  will  be  devoted  to  working  with 
partners  in  developing  the  national  agenda  for  mental  health  and  substance  abuse,  and  evaluating 
progress  toward  health  status  goals;  fewer  resources  will  be  devoted  to  developing  and 
administering  multiple  programs,  ensuring  compliance  with  program  requirements,  and  conducting 
activities  not  inherently  Federal  in  nature. 
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Consolidated  Demonstration  Programs . 


This  FY  1996  budget  proposes  to  consolidate  all  former  SAMHSA  demonstration  and  training  programs 
into  two  major  demonstration  efforts,  one  in  the  area  of  mental  health  and  one  for  substance  abuse.  The 
total  request  of  SI  13.1  million  for  the  mental  health  program  and  $452.8  million  for  the  substance  abuse 
demonstration  program  are  approximately  the  same  as  the  FY  1995  appropriation  levels.  However,  it  is 
the  Administration's  intention  to  phase  these  programs  down  over  the  next  two  fiscal  years  (through  FY 
1998)  as  current  demonstration  projects  that  have  major  service  components  are  completed.  The 
Administration  plans  to  transfer  demonstration  savings  to  the  two  State  Performance  Partnerships.  In  total, 
the  demonstration  programs  will  be  reduced  by  47  percent,  from  approximately  $566  million  in  FY  1996 
to  $300  million  in  FY  1998. 

Although  consolidated  under  a  single  program  authority,  projects  initiated  under  the  former  demonstration 
programs  will  receive  continuation  funding  in  FY  1996.  This  includes,  for  example,  the  Community 
Support  Program,  Children's  Mental  Health  Services,  Community  Prevention  Partnerships,  and  Target 
Cities  awards. 

Significant  changes  will  be  made  in  the  nature  of  SANfHSA's  demonstration  work  which  go  beyond  the 
elimination  of  discrete  subprogram  categories.  Projects  will  focus  on  the  development  of  timely,  relevant 
knowledge  of  immediate  use  to  service  providers  and  policy  makers.  For  example,  areas  of  study  might 
be  how  best  to  integrate  services  to  meet  the  needs  of  individuals  and  their  families,  or  the  effectiveness 
of  different  service  financing  models.  Each  project  will  be  required  to  have  a  strong  evaluation 
component,  and  to  compare  outcomes  against  anticipated  results.  The  average  cost  of  projects  is  expected 
to  increase  as  there  is  more  of  a  systems  focus,  and  the  average  length  of  projects  will  be  shortened. 
Outcomes  will  be  reported  on  an  ongoing  basis  throughout  projects,  and  results  will  be  quickly 
accomplished.  The  FY  1996  budget  includes  over  $100  million  for  new  mental  health  and  substance 
abuse  demonstration  projects. 

Development  of  a  targeted  demonstration  agenda  will  be  key  to  the  success  of  SAMHSA's  programs. 
Representatives  of  state  agencies,  community  groups,  and  other  public  and  private  service  providers  will 
participate  in  an  annual  agenda-setting  process  designed  to  identify  and  prioritize  major  issues  facing  the 
prevention  and  treatment  fields.  Priorities  for  demonstration  funds  will  be  projects  in  six  areas  of 
emphasis.  Resources  dedicated  to  each  will  be  adjusted  once  the  demonstration  agenda  is  developed  and 
project  proposals  are  assessed.  These  areas  are: 

Managed  Care 

Systems  and  Partnerships 

Evaluation/Technology  Development  and  Transfer 

Client-oriented  Services 

Training 

Public  and  Consumer  Education 

Subjects  currently  felt  to  be  deserving  of  examination  within  these  emphasis  areas  are  described  in  the 
demonstration  narrative  sections  which  follow. 

One  issue  to  be  addressed  in  FY  1996  is  a  systematic  approach  to  delivering  services  to  individuals  and 
families  affected  by  chronic  substance  abuse,  defmed  as  abuse  of  illicit  substances  alone  or  in  tandem  with 
alcohol  at  levels  sufficient  to  cause  functional  impairment.  These  individuals  are  at  greatest  risk  of 
incarceration,  infectious  disease,  abuse,  unemployment,  and  a  host  of  other  health  and  social  problems. 
Any  effective  solution  to  the  problem  of  chronic  abuse  must  focus  not  only  on  the  abuser  him  or  herself. 
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but  on  a  "circle  of  services"  involving  the  &mily  and  the  community  as  a  whole  as  well  as  other  Federal 
sources  which  flow  into  communities.  The  domino  effect  of  substance  abuse  impacts  on  the  family 
system.  This  fimding  focus  addresses  children  and  women,  who  as  a  result  of  the  chronic  substance  abuse 
issue  in  the  family,  are  in  need  of  multiple  services,  e.g.,  welfare,  housing,  medical,  including  mental 
health.  Demonstrations  will  devel<^  knowledge  about  cost-effective  ways  to  provide  client  and  family 
oriented  services  and  reduce  the  human  and  social  costs  of  intergenerational  substance  abuse.  An 
estimated  $40  million  in  Substance  Abuse  Demonstration  and  Training  Cluster  funds  will  be  redirected 
with  potentially  $60  million  from  the  Substance  Abuse  Performance  Partnerships  to  demonstrate  more 
effective  ways  of  achieving  treatment  success  witii  this  population.  States  will  be  encouraged  but  not 
required  to  use  increases  in  their  block  grant  fimds  in  conjunction  with  this  effort.  SAMHSA  will  support 
extensive  service  evaluations,  working  in  concert  with  States  interested  in  dedicating  a  portion  of  their 
Performance  Partnership  funds  to  oeating  and  improving  systems  of  services  targeted  to  this  currently  ill 
served  population. 


.  State  Paformance  Partnerships _ 


The  budget  proposes  to  replace  the  two  current  State  Block  Grants  with  State  Performance  Partnerships 
in  the  mental  health  and  substance  abuse  areas.  While  similar  in  concept,  the  Partnerships  will  differ  from 
the  former  Block  Grants  in  several  impratant  ways.  There  will  be  fewer  earmarks  or  set-asides,  thus 
increasing  state  flexibility  to  direct  resources  to  areas  of  highest  need.  States  will  instead  develop  service 
goals  and  system  performance  measures  fin-  inclusion  in  their  state  plan  using  data  standards,  measures 
and  goals  determined  by  SAMHSA  in  partnoship  with  them.  Progress  will  be  determined  against  these 
measures.  Up  to  10  percent  of  eadi  State's  award  will  be  available  to  develop  and  implement  an 
integrated  health  information  network  to  support  the  operation  of  the  performance  measurement  system. 

Funds  formerly  allocated  to  the  PATH  Homeless  Formula  grant  program  have  been  included  in  the  Mental 
Health  Performance  Partnership  program,  thus  providing  state  flexibility  in  their  allocation.  An  increase 
of  $60.0  million  is  proposed  for  the  Substance  Abuse  Performance  Partnerships  in  FY  1996.  Moreover, 
substantial  increases  will  be  recommended  for  bodi  Partnership  programs  over  the  following  two  fiscal 
years  as  current  demonstration  projects  expire  and  some  of  the  funds  are  transferred. 

The  budget  assumes  that  the  formula  currently  used  for  allocating  the  Substance  Abuse  Block  Grant 
among  the  States  and  territories  will  be  maintained  in  FY  1996  for  the  new  Substance  Abuse  Performance 
Partnerships.  Funding  for  the  new  Mental  Health  Paformance  Partnerships  will  be  allocated  to  the  States 
and  territories  based  on  their  proportionate  share  of  total  funding  in  FY  1995  from  the  Block  Grant  and 
PATH.  The  state  distribution  tables  provided  in  the  Justification  have  been  calculated  to  reflect  these 
parameters. 

The  budget  assumes  maintenance  of  sevoal  key  requirements,  earmarks,  and  set-asides  from  the  old  law, 
as  follows:  1)  the  requirement  that  20  percent  of  the  Substance  Abuse  Performance  Partnerships  funds  be 
dedicated  to  primary  prevention;  2)  the  requirement  that  5  percent  of  each  of  the  Performance  Partnerships 
be  set-aside  for  Federal  data  collection,  technical  assistance,  and  evaluation  activities;  3)  the  requirement 
that  States  experiencing  at  least  fifteen  cases  [old  law  threshold  was  ten  cases]  of  positive  HIV  per  one 
hundred  thousand  population  increase  spending  from  2-S  percent,  relative  to  current  levels  of  State 
expenditures  for  HTV;  4)  that  States  spoid  no  more  than  5  percent  for  administrative  expenses;  5)  that 
States  be  allowed  to  transfer  up  to  ID  percait  to/from  the  Substance  Abuse  Performance  Partnerships 
to/from  the  Mental  Health  Performance  Partnerships;  and,  6)  retention  of  the  requirement  that  States  enact 
laws  against  the  sale  and  distribution  of  tobacco  products  and  enforce  those  laws.  Also,  a  new  provision 
has  been  proposed  to  permit  the  Secretary  to  reserve  up  to  10  percent  of  the  funds  to  be  used  for 
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perfonnance  incentive  awards  for  recipients  that  make  exceptional  progress  towards  meeting  national 
goals.  This  discretionary  authority  is  expected  to  be  implemented  in  the  outyears,  not  in  FY  1996. 
Funding  for  P  &  A  activities  will  remain  as  a  separate  program. 


National  Leadership  Responsibilities . 


Maintenance  of  a  national  leadership  position  in  the  mental  health  and  substance  abuse  flelds  will  become 
increasingly  important  as  States  and  others  become  more  responsible  for  directing  the  use  of  their 
resources  and  as  the  nature  of  health  care  systems  changes  to  an  increased  emphasis  on  managed  care. 
This  leadership  role  will  take  on  several  forms  and  be  accomplished  in  different  ways.  A  small  amount 
of  resources  available  through  the  demonstration  programs,  the  Performance  Partnerships  set-asides,  and 
the  Program  Management  account  will  be  used  to  monitor  progress  in  meeting  national  goals  and  to  help 
shape  the  national  service  system.  Essential  leadership  functions  include: 

Developing,  synthesizing,  and  disseminating  state-of-the  art  knowledge  and  information  relating 
to  improved  service  delivery; 

Educating  consumers  and  the  public  at  large  by  development  of  practice  guidelines  and  quality 
assurance  standards; 

Ensuring  the  quality  of  services; 

Promoting  service  integration  and  coordination  at  Federal,  State  and  local  levels; 

Providing  policy  guidance  and  encouraging  the  leveraging  of  resources  wherever  possible; 

Continuing  surveillance  of  and  analysis  and  reporting  of  trends  in  the  incidence  and  prevalence 
of  mental  and  addictive  disorders; 

Monitoring  national  performance  in  improving  health  outcomes/status; 

Helping  to  ensure  that  the  needs  of  persons  with  mental  illness  and  substance  abuse  are  met  in 
managed  care  systems  which  takes  into  account  the  special  needs  of    populations;  and 

Encouraging  infrastructure  development. 


Mental  Health  Services 


The  Center  for  Mental  Health  Services  (CMHS)  provides  national  leadership  for  efforts  to  prevent  and 
treat  mental  illness,  to  minimize  disabilities  associated  with  these  illnesses,  and  to  promote  mental  health. 
To  accomplish  its  mission,  the  Center  actively  collaborates  with  States,  communities,  families,  and 
consumers  to  generate  knowledge,  collect  data,  make  known  what  does  and  does  not  work,  and  fill 
knowledge  gaps  that  pose  major  barriers  to  the  delivery  of  cost-effective  services.  Success  is  measured 
by  the  extent  to  which  the  Center,  with  its  collaborative  partners,  produces  and  uses  services  and  systems 
knowledge  that  improves  outcomes  for  its  customers.  Positive  outcome  measures  for  consumers  include 
such  indicators  as  improved  functioning,  improved  work  skills,  fewer  hospitalizations,  and  other  measures 
of  personal  well  being  and  ability  to  function  independently.  Positive  systems  outcomes  are  measured  by 
the  extent  to  which  demonstrations  and  technical  assistance  provide  interventions  or  models  adopted  by 
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States  and  communities.  Priority  is  given  to  the  development  of  cost  effective  services,  particularly 
interventions  which  avoid  more  cosdy  or  in^ipropriate  stays  in  jails,  shelters,  juvenile  detention  facilities 
or  hospitals. 

The  Center  conducts  and  evaluates  demonstrations,  provides  training  and  technical  assistance,  and 
aggressively  disseminates  knowledge  through  confovnces,  workshops,  monographs,  press  releases  and  an 
Infonnation  Center  that  will  serve  as  a  national  center  for  knowledge  exchange  and  dissemination. 

The  need  for  improved  mental  health  services  is  a  critical  national  public  health  priority.  Over  the  course 
of  a  single  year,  more  than  SO  million  American  adults  experience  a  mental  disorder  and  about  5  million 
experience  severe  mental  illnesses  such  as  schizophrenia  and  bipolar  illness.  Approximately  15  million 
Americans  are  affected  by  depression  during  their  lifetimes  -  twice  as  many  as  affected  by  coronary  heart 
disease.  The  most  recent  estimate  of  the  direct  and  indirect  economic  costs  of  mental  disorders  (1990) 
is  $148  billion  per  year. 

Historically,  CMHS  demonstration  programs  have  closed  knowledge  gaps  in  how  to  serve  adults  with 
severe  mental  illness  (SMI)  and  children  with  serious  emotional  disturbances  (SED).  For  example,  CMHS 
demonstration  projects  played  a  critical  leadership  role  in  developing  a  vision  for  what  appropriate 
community  based  systems  of  care  should  be  for  adults  with  SMI.  Over  the  past  IS  years  demonstration 
projects  have  been  influential  in  shaping  the  transition  from  hospital  to  community-based  care.  The  results 
can  be  seen  in  current  state  mental  heahfa  expenditures;  SO  percent  of  the  dollars  are  now  going  for 
community  based  rather  than  institutional  care.   This  figure  is  up  from  over  30  percent,  20  years  ago. 

Evolving  systems  of  care  for  children  with  SED  incorporate  the  principles  of  an  integrated  system  of  care 
model  from  CMHS  demonstrations  which  have  shown  positive  outcomes  for  kids  and  reduced  costs  of 
placements  in  hospitals  and  the  juvenile  justice  syston.  Conclusive  evidence  that  homeless  individuals 
with  SMI  can  be  engaged  back  into  the  service  system  and  successfully  maintained  in  housing  with 
accompanying  reductions  in  expensive  emergency  room  and  inpatient  psychiatric  treatment  has  been 
provided  by  joint  services  research  demonstrations  with  HUD,  ending  in  FY  1994. 

However,  in  response  to  the  need  to  reinvent  government,  tfie  FY  1996  President's  budget  request  for  the 
Center  proposes  major  changes  consistent  with  increased  state  capacity  and  broader  Federal  themes  of 
program  consolidation  and  streamlining.  Two  formula  grant  programs  are  proposed  to  be  consolidated 
into  one  Performance  Partnership  with  most  categorical  requirements  removed.  Six  demonstration 
programs  are  proposed  for  consolidation  witiiin  a  single  demonstration  and  training  program.  Priorities 
in  this  single  program  will  include  stronger  evaluation,  assessing  the  impact  of  managed  care  on  the 
delivery  of  mental  health  services,  and  strengthening  already  active  partnerships  with  States  to  develop 
better  systems  of  care.   Demonstration  projects  funded  earlier  will  continue  until  completed. 


Substance  Abuse  Prevention 


Substance  abuse  is  a  national  public  health  problem.  The  impact  of  substance  abuse  reaches  deep  into 
the  very  fiber  of  the  nation.  The  use  of  illicit  substances  is  implicated  in  violence  -  both  for  perpetuators 
and  victims,  vehicular  and  job  related  accidents,  drug  exposed  infants,  suicide,  and  HIV/AIDS.  The 
substantial  costs  of  substance  abuse  to  society  and  to  our  economy  and  its  related  problems  are  astounding. 
In  1990,  the  economic  costs  of  substance  use  and  abuse  were  estimated  at  more  than  $167  billion.  Data 
from  the  1993  Monitoring  the  Future  survey  shows  continued  upward  trends  in  the  use  of  illegal  drugs 
by  youth  and  the  concomitant  decrease  in  the  perception  of  harm  associated  with  such  substance  use.  The 
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Nation  must  redouble  efforts  to  implement  comprehensive  solutions  to  substance  abuse,  with  prevention 
playing  a  vital  role  in  the  effort. 

As  part  of  the  SAMHSA  mission  to  prevent  and  reduce  problems  associated  with  substance  abuse  or 
mental  illness,  CSAP's  critical  role  is  the  development,  acquisition,  and  application  of  prevention 
knowledge.  Using  prevention  research  findings  and  experiential  data,  CSAP  demonstrates  the  application 
and  effectiveness  of  this  research  among  various  population  groups  to  achieve  the  goals  identified  by  the 
ADM  Healthy  People  2000.  From  CSAP's  knowledge  development  efforts  are  generated  the  data  and 
practical  applications  that  assist  individuals,  families,  communities,  and  states  in  improving  the  health 
outcomes  and  the  overall  health  status  of  the  nation. 

CSAP  also  actively  seeks  collaboration  and  integration  with  other  State  and  Federal  agencies  so  as  to 
expand  the  scope  of  prevention  programs.  The  Substance  Abuse  Prevention  and  Treatment  Block  Grant 
contains  a  20%  set-aside  for  prevention  activities.  This  focus  within  the  Block  Grant  supports  the 
development  of  comprehensive  state  prevention  systems  in  six  strategy  areas:  information  dissemination, 
education,  alternatives,  problem  identification  and  referral,  community-based  process,  and  environmental 
strategies.  Since  FY  1992,  CSAP  has  reviewed  54  states  and  jurisdictions  to  assess  the  functioning  of 
their  prevention  systems  and  to  target  technical  assistance  services.  CSAP  has  produced  the  Prevention 
Enhancement  Protocols  (PEPS),  state-of-the  art  prevention  practice  designs.  CSAP  also  supports  the 
National  Center  for  the  Advancement  of  Prevention  (NCAP),  the  focal  point  for  synthesizing  prevention 
practice  fmdings  and  promoting  their  use  at  the  state  level.  Finally,  CSAP  supports  a  series  of 
performance  indicators  and  measurement  activities,  which  are  designed  to  identify  and  isolate  prevention 
needs  and  to  focus  planning  and  resource  allocation  at  the  state  level. 

CSAP  has  three  major  priority  areas  for  FY  1996: 

•  enhance  knowledge  development  efforts  within  prevention  demonstration  programs  by  testing  new 
and  innovative  methodologies  that  promote  positive  ADM  health  outcomes  and  advance  the  goals 
of  Healthy  People  2000; 

•  increase  the  knowledge  of  the  field  of  effective  prevention  strategies  through  stronger  diffusion, 
dissemination,  and  training;  and, 

•  demonstrate  integration  of  substance  abuse  prevention  in  the  framework  of  a  managed  care  health 
service  delivery  system. 


Substance  Abuse  Treatment 


Alcohol  and  other  drug  (AOD)  disorders  have  significant  economic  consequences  in  the  form  of  health 
care  and  social  costs.  Persons  with  untreated  AOD  disorders  consume  approximately  one-third  of  all 
criminal  justice  expenditures,  drive  a  substantial  share  of  costs  for  treatment  of  liver  disease,  cardio- 
vascular problems,  TB,  AIDS,  and  other  infectious  diseases,  and  are  frequently  unemployed  or  under- 
employed. In  total,  substance  abuse  costs  society  more  than  $  1 67  billion  annually  in  terms  of  health  care, 
lost  productivity,  crime  and  unemployment. 

Substance  abuse  treatment  works,  and  it  is  cost  effective.  A  California  Drug  and  Alcohol  Treatment 
Assessment  (CALD ATA)  study  published  in  July,  1994,  found  that,  for  every  dollar  invested  in  treatment, 
approximately  seven  dollars  is  returned  to  society  in  the  form  of  reduced  health  care  expenditures, 
increased  productivity,  and  reduced  justice-related  expenditures.     Unfortunately,  many  who  require 
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treatment  cannot  access  h  because  the  existing  capacity  of  effective  treatment  services  is  not  sufficient  to 
meet  the  need  for  such  services.  Significant  efforts  are  needed  to  develop  systems  of  care  which  can  meet 
the  needs  of  patients  by  providing  comprehensive,  coordinated,  cost-effective  services. 

The  Center  for  Substance  Abuse  Treatment  (CSAT),  in  partnership  with  State  and  local  governments  and 
community-based  programs,  endeavors  to  ensure  that  effective  treatment  and  recovery  services  are 
available  for  individuals  who  suffer  from  alcohol  and  other  drug  problems.  CSAT's  efforts  are  designed 
to  have  the  greatest  impact  on  public  health  by  focusing  on  those  populations  at  greatest  risk  of  socio- 
economic dysfunction  and  addiction-related  disease  (e.g.  TB,  HfV/AIDS,  hepatitis,  and  STDs).  CSAT's 
goal  is  to  support  the  development  of  a  continuum  of  specific  services  designed  to  improve  the  health  and 
well-being  of  persons  sufifering  from  alcohol  and  other  drug  disorders,  evaluate  the  effectiveness  of  the 
continuum,  and  continually  utilize  evaluation  results  to  develop  and  refine  cost-effective  approaches  to 
care. 

The  Center's  demonstrations  of  new  and  innovative  substance  abuse  treatment  approaches  have  shown 
continuing  promise  as  workable,  cost-effective  model  treatment  efforts.  At  the  community  level,  CSAT's 
demonstration  programs  focus  on  increasing  access  to  treatment,  improving  patient  assessment  practices, 
integrating  an  array  of  heahfa,  allied  health,  job  training  and  social  services  for  the  benefit  of  patients,  and 
managing  utilization  of  available  services  in  a  way  that  maximizes  resources  and  results  in  improved 
patient  outcomes.  At  the  service  provider  level,  CSAT's  demonstration  programs  focus  resources  on  the 
needs  of  vulnerable  populations:  women,  infants,  children,  racial/ethnic  minorities,  the  homeless  and 
residents  of  public  housing,  and  justice-involved  youth  and  adults.  CSAT  fosters  improved  patient 
assessment  and  matching  of  patients  to  clinically  appropriate,  culturally-relevant,  age  and  gender-specific 
services  as  a  means  to  improving  treatment  outcomes. 

From  a  national  perspective,  CSAT  is  focused  on  building  State  and  sub-state  capabilities  in  the  domains 
of  needs  assessment  technology,  financial  management,  health  plaiming  and  policy.  Under  the  SSDP,  first 
implemented  in  FY  1992,  three-fourths  of  the  States  have  received  focused  technical  and  financial  aid 
resulting  in:  1 )  improved  estimates  of  need  for  treatment,  2)  more  cost-effective  coordination  of  services 
between  addiction  treatmoit  programs  and  primary  health  care  providers,  justice  agencies,  social  services, 
and  job  training  initiatives,  and  3)  improved  compliance  with  Congressionally  mandated  SAPT  Block 
Grant  requirements. 

Although  much  remains  to  be  done,  early  results  cited  above  are  extremely  promising  in  terms  of  CSAT's 
ability  to  improve  access  to  cost-effective  addiction  treatment  services.  The  Center  will  redirect  funding 
in  FY  1996  to  focus  on  women  and  children  who,  as  a  result  of  chronic  substance  abuse  issues  in  the 
family,  are  in  need  of  multiple  services,  including  welfare,  housing,  and  medical  care.  CSAT's 
demonstrations  will  develop  knowledge  about  cost-effective  ways  to  provide  client  and  family  oriented 
treatment  services  and  reduce  the  human  and  social  costs  of  intergenerational  substance  abuse.  In  addition 
to  an  estimated  $40  million  in  Substance  Abuse  E>emonstration  and  Training  Cluster  funds  that  will  be 
used  to  demonstrate  more  effective  ways  of  achieving  treatment  success  with  this  population.  States  will 
be  encouraged,  though  not  required,  to  use  their  share  of  the  $60  million  increase  for  Performance 
Partnership  grants  in  conjunction  with  this  effort. 
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SUBSTANCE  ABUSE  AND  MENTAL  HEALTH  SERVICES  ADMINISTRATION 

Program  Mechanism  Table  " 
(dollars  in  thousands) 
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1994 
Actual 


1995 
Appropriation 


1996 
Estimate 


Mental  Health  Demonstration 
and  Training  Cluster: 

Grants: 

Continuations 

New/Competing 

Supplements 

Subtotal,  Grants 

Cooperatve  Agreements: 

Continuations 

New/Competing 

Supplements 

Subtotal,  Coop.  Agreements.... 

Contracts 

Total,  Mental  Health  Demo  &Trng 

Protection  &  Advocacy 

Set- Aside 

Mental  Health  Pelf.  Partnerships  ^•^. 
Set- Aside 


133 

32,982 

108 

64,093 

84 

65,027 

43 

20,955 

34 

11,143 

37 

16,248 

(10) 

720 
54,657 

(1) 
142 

100 
75,336 





176 

121 

81,275 

9 

17,311 

27 

21,484 

21 

20,046 

18 

4,476 





















27 

21,787 

27 

21,484 

21 

20,046 

47 

11,320 
87,764 

45 

214 

15.472 
112,292 

37 

11,771 

250 

179 

113,092 

56 

21,957 

56 

21,957 

56 

21,760 

(2) 

(439) 

(2) 

(439) 

(2) 

(435) 

118 

307,381 

120 

304,682 

61 

304,617 

(86) 

(14,484) 

(69) 

(14,359) 

(66) 

(15,231) 

Substance  Abuse  Demonstration 
and  Training  Cluster: 

Grants: 

Continuations 

New/Competing 

Supplements 

Subtotal,  Grants 

Cooperative  Agreements: 

Continuations 

New/Competing 

Supplements 

Subtotal,  Coop.  Agreements.... 

Contracts 

Total,  Substance  Abuse  Demo  &  Trng... 

Forfeiture  Funds: 
Grants: 

Continuations .- 

New/Competing 

Supplements 

Subtotal,  Grants 

Contracts 

Total,  Forfeiture  Funds 

Subtance  Abuse  Pert.  Partnerships  ^. 

Forfeiture  Funds 

Set- Aside 


728 

88 

(172) 

306,612 

29,545 

8,201 

344,358 

46,602 

3,100 

698 

50,400 

83.663 

478,421 

485 

235 

(1) 
720 

30 
25 
(16) 
55 
127 
902 

222,000 

85,284 

1,200 

308,484 

45,744 
13,413 
6,200 
65,357 
80.422 
454,263 

382 
247 

179,816 
129,751 

816 

41 

2 
(16) 

629 
67 

309,567 
60,644 

43 
129 
988 

67 
132 
628 

60,644 

82,563 

452,774 

(2) 
(28) 

(1,380) 
(13,620) 

(19) 

(1) 

(19) 

(13,800) 

(200) 

(14,000) 

— 

— 

(30) 

(15,000) 





(30) 

93 

(60) 
(58) 

(15,000) 

1,192,407 
(10,000) 
(58,855) 

(19) 
77 
(22) 

(14,000) 

1 ,240,808 

(61,705) 

60 
(28) 

1,294,107 
(64,705) 

''       FY  1994  and  FY  199S  are  shown  on  a  comparable  basis. 

^      The  P&A  activity  will  remain  as  a  separate  program.  This  reflects  a  refinementto  the  FY  1996  President's 

Budget. 
^'       Excludes  net  transfers  by  the  States  of  $1 2,31 7,886  from  the  Substance  Abuse  Block  Grant  to  the  Mental 

Health  Blocit  Grant  in  FY  1 994  as  allowed  by  Section  205  (b)  of  P. L.  1 02-  321 . 
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Mental  Health  Demonstration  and  Training  Cluster 

Authorizing  Legislation  -  New  legislation  to  be  submitted. 

1994  1995  1996  Increase  or 

Actual Appropriation  Estimate  Decrease 

FTE  BA    FTE  BA    FTE  BA    FTE  BA 

Total    ~      $87,764,000      —     $112,292,000      —     $113,092,000      —         +$800,000 

1996  Authorization: 

Mental  Health  Demonstration  and  Training  Cluster    To  be  submitted 


Purpose  and  Method  of  Operation 

Continuing  Programs 


In  FY  1996,  the  Center  for  Mental  Health  Services  (CMHS)  would  support  continuation  costs  for  grants 
and  contracts  supported  in  FY  1995  by  the  Community  Support  Program,  Children's  Services  Program, 
Homeless  and  AIDS  Demonstrations,  Clinical  and  AIDS  Training. 

Community  Support  Program:  The  Community  Support  Program  is  comprised  of  two  programs: 
Community  Support  Program  for  Adults  (CSP)  which  funds  a  variety  of  demonstration  programs  for 
severely  mentally  ill  adults,  and  the  Child  and  Adolescent  Service  System  Program  (CASSP)  which  funds 
several  types  of  demonstration  programs  for  seriously  emotionally  disturbed  children.  In  FY  1995,  CSP 
initiated  support  for  outreach  counseling  services  to  the  families  of  displaced  coal  miners,  strategies  to 
empower  consumer  and  family  networks  to  strengthen  their  abilities  to  participate  in  State  and  local  mental 
health  services  planning,  and  national  self-help  technical  assistance  centers  to  support  the  development  of 
consumer  roles  in  service  planning  and  delivery. 

CASSP  has  initiated  support  to  encourage  demonstrations  of  the  treatment  and  cost/cost  effectiveness  of 
innovative  mental  health  services  systems  of  care  that  contribute  to  the  establishment  and  maintenance  of 
effective  mental  health  service  delivery  systems  for  children  and  adolescents  with  or  at  risk  for  serious 
emotional,  behavioral  or  mental  disturbances  and  their  families,  especially  those  systems  that  include 
community-based  services  and  interagency  coordination. 

Children's  Mental  Health  Services  Program:  The  Children's  Services  Program  encourages  the 
development  of  intensive  community-based  services  based  on  a  multi-agency,  multi-disciplinary  approach 
involving  both  the  public  and  private  sectors.  Funds  are  available  to  States  political,  subdivisions  of 
States,  and  Indian  tribes  or  tribal  organizations  to  build  upon  previously  developed  infrastructure  and 
provide  the  array  of  services  required  to  more  fiilly  meet  the  needs  of  children  and  adolescents  under  22 
years  of  age.  In  FY  1995,  CMHS  funded  two  new  sites  for  a  total  of  22.  There  is  an  extensive 
evaluation  of  the  implementation  and  outcomes  of  this  service  program. 
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Homeless  Demonstrations:  The  Center  funds  the  homeless  demonstration  grants  program  originally 
authorized  by  the  McKinney  Act  and  developed  as  "Access  to  Community  Care  and  Effective  Services 
and  Supports"  (ACCESS).  These  projects  began  in  FY  1993  when  HHS,  in  collaboration  with  the 
Departments  of  Housing  and  Urban  Development  (HUD),  Labor,  Education,  and  Veterans  Affairs, 
awarded  ACCESS  grants  to  States  to  test  the  effectiveness  of  integrating  housing,  treatment  and  support 
services  for  homeless  mentally  ill  persons  in  two  matched  communities  within  each  grantee  State.  CMHS 
also  supports  a  collaborative  effort  with  SAMHSA's  Center  for  Substance  Abuse  Treatment  (CSAT)  which 
was  designed  to  demonstrate  effective  assessment  and  treatment  interventions  for  local  programs  that 
service  homeless  individuals  including  youth  who  have  dual  diagnoses  of  mental  and  substance  use 
disorders.    FY  1995  is  the  final  year  of  support  for  this  collaborative  activity  with  CSAT. 

AIDS  Demonstrations:  AIDS  Demonstrations  activities  address  the  needs  of  people  with  serious  mental 
illness  who  are  at  risk  for  and/or  living  with  HIV/ AIDS.  The  program  also  addresses  the  needs  of  people 
who  are  experiencing  severe  psychological  distress  as  a  result  of  being  informed  that  they  are  HIV  positive 
and  who  will  experience  the  possible  psychosocial  and  neuropsychiatric  sequelae  of  their  HIV/AIDS 
illness.  The  Center  funds  cooperative  agreements  in  collaboration  with  the  National  Institute  of  Mental 
Health,  NIH,  and  the  Health  Resources  and  Services  Administration  (HRSA)  and  plans  to  continue  support 
of  these  grants  in  FY  1996. 

Training  and  AIDS  Training:  The  CMHS  mental  health  clinical  training  program  continues,  on  a  much 
smaller  scale,  the  program  NIMH  began  in  1948.  The  program  seeks  to  provide  an  adequate,  balanced, 
and  properly  distributed  supply  of  mental  health  service  providers  and  to  match  training  skills  with 
identified  national  needs  and  priorities.  It  awards  grants  to  educate  personnel  to  deliver  public  mental 
health  services  and  to  strengthen  State  Human  Resource  Development  programs.  Clinical  training  awards 
are  made  to  public  or  nonprofit  private  institutions  to  train  personnel  to  deliver  services  to  specifically 
designated  underserved  populations  or  priority  populations,  including  severely  mentally  ill  adults  (with 
schizophrenia,  etc.),  children  and  adolescents  with  serious  emotional  disorders,  and  the  elderly.  Also, 
clinical  training  awards  are  made  to  public  or  nonprofit  private  institutions  to  train  racial/ethnic  minority 
students  and  students  preparing  to  work  in  rural  communities.  CMHS  plans  to  continue  support  of  these 
Clinical  Training  and  Minority  Fellowship  Program  activities  in  FY  1995  and  1996. 

The  AIDS  AIDS  Professional/Medical  Training  Program  currently  supports  grants  and  contracts  for  the 
education  of  mental  health  care  providers  to  address  the  neuropsychiatric  and  psychosocial  aspects  of  HIV 
infection.  Trainees  include  the  traditional  mental  health  care  provider  groups  such  as  psychiatrists, 
psychiatric  nurses,  psychiatric  social  workers,  psychologists,  and  marriage  and  family  counselors,  as  well 
as  medical  students,  primary  care  residents,  and  nontraditional  mental  health  care  provider  groups,  such 
as  clergy,  police  and  alternative  health  care  providers.  The  CMHS  program  is  the  mental  health  training 
equivalent  of  the  Health  Resources  and  Services  Administration  Education  and  Training  Centers  program 
for  primary  care  physicians,  nurses,  dentists,  and  pharmacists. 
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Activity  Table 

1994 

1995 

1996 

Actual 

Appropriation 

Estimate 

Current  Proerams: 

Mental  Health  Demonstrations 

$47,321,000 

$46,898,000 

$33,257,000 

Children's  Services  Program 

35,000,000 

60,000,000 

58,326,000 

Clinical  and  AIDS  Training 

5,443,000 

5,394,000 

4.761.000 

Subtotal,  Continuations  . 

96,344,000 

Consolidated  ProDosal: 

Consolidated  Demonstration 

and  Training    





16.748.000 

Total 

$87,764,000 

$112,292,000 

$113,092,000 

New  Activities 

The  FY  1996  request  reflects  a  new  legislative  proposal  to  consolidate  the  multiple  mental  health 
demonstration  and  training  programs  into  a  single  consolidated  demonstration  and  training  program. 
Major  program  lines  have  been  redefmed  and  consolidated  into  four  generic  program  categories.  The 
consolidated  demonstration  and  training  program  is  intended  to  reduce  the  number  of  discrete  grant 
announcements  to  be  issued  by  the  Center  while  simplifying  application  procedures  and  providing  more 
flexibility  to  prospective  grantees  in  the  structiu^  of  demonstration  projects  they  propose. 

Managed  Care:  One  priority  for  demonstrations  in  FY  1996  is  managed  care.  Historically,  many  of  the 
services  for  SMI  adults  and  children  with  SED  have  been  provided  directly  by  government  or  by  non- 
profit agencies.  However,  many  States  are  moving  away  from  this  method  of  service  provision  and 
relying  on  various  managed  care  arrangements  for  service  provision.  One  consequence  of  this  change  is 
that  private  managed  care  organizations  have  assumed  a  greater  importance  in  the  delivery  of  services  to 
these  groups. 

These  changes  present  new  problems  related  to  the  organization  and  delivery  of  services.  New  system 
approaches  to  service  delivery  need  to  be  developed  that  reflect  these  changes  and  address  issues  of  access 
and  quality  of  care.  CMHS  will  support  demonstrations  to  assess  the  impact  of  different  approaches  to 
organizing  services  using  managed  care  approaches  on  public  systems  and  customers.  For  example, 
CMHS  will  support  evaluations  of  the  effects  of  Health  Care  Financing  Administration  1115  waivers 
(State  wide  health  care)  on  adults  with  SMI  and  children  with  SED.  Projects  also  would  develop  and  test 
methods  to  ensure  effective  coordination  of  the  organization's  delivery  of  primary  health  services  with 
needed  support  and  long  term  care  services. 


Systems  and  Partnerships:  In  FY  1996,  CMHS  proposes  the  generation  and  dissemination  of  knowledge 
regarding  effective  criminal  justice  diversion  programs  which  would  assess  how  people  with  SMI  become 
involved  with  the  criminal  justice  system  and  divert  them  to  more  appropriate  settings.  As  jail  and  prison 
populations  have  exploded,  the  number  of  inmates  with  mental  illnesses  has  increased  also.  Estimates  are 
that  between  14  and  20  percent  of  juveniles  in  detention  facilities  have  a  serious  emotional  disorder.  Prior 
to  adjudication  for  detainees,  and  pre-sentence  for  convicted  persons,  screening  for  mental  illness  and 
substance  abuse  disorders  will  be  conducted  to  measure  the  effectiveness  of  diversion  of  those  individuals 
in  need  of  services  rather  than  incarceration.   This  initiative  will  targpt  special  and  high  risk  populations 
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including  persons  who  may  be  homeless  and  mentally  ill,  juvenile  offenders  with  a  serious  emotional 
disturbance,  and  traditional  underserved  populations  in  both  rural  and  urban  settings.  This  initiative  will 
be  a  partnership  with  the  adult  and  juvenile  criminal  justice  systems  at  the  State,  local  and  Federal  levels. 

CMHS  also  proposes  to  develop  a  partnership  with  representatives  of  the  nation's  Native  American  tribes 
to  generate  and  disseminate  knowledge  about  effective  systems  of  care  for  this  traditionally  underserved 
population.  Little  has  been  done  to  systematically  address  the  serious  substance  abuse  and  mental  health 
services  issues  common  to  many  Native  American  communities.  This  initiative  will  be  designed  in  close 
collaboration  with  the  Indian  Health  Service  and  include  significant  input  about  cultural  dynamics  and 
cross  system  collaborations  between  mental  health  and  substance  abuse. 

Client  Oriented  Services:   In  FY  1996,  CMHS  proposes  the  following  new  activities: 

•  A  pre-adolescent  health  development  initiative  will  assess  the  cost  effectiveness  of  early  intervention 
services  for  children  ages  6  to  12  at  risk  for  serious  emotional,  behavioral  or  mental  disorders.  These 
demonstrations  will  evaluate  information  on  whether  early  intervention  with  a  broad  array  of  services 
may  help  these  children  avoid  the  emergence  of  negative  outcomes  such  as  violence  and  encounters 
with  the  juvenile  or  criminal  justice  system,  the  development  of  self  destructive  behaviors  including 
substance  abuse,  and  the  exacerbation  of  emotionally  dysfunctional  behaviors. 

•  A  collaborative  effort  with  the  National  Institute  of  Mental  Health,  National  Institutes  of  Health,  will 
conduct  a  preliminary  assessment  of  service  needs  of  neuropsychiatrically  impaired  children  ages  0-6. 
The  purpose  is  to  learn  what,  if  any,  acute  support  services  are  available  as  needed  and  to  plan  for 
the  development  of  new  models  of  providing  services  to  this  population. 

•  A  homeless  initiative  will  improve  prevention  interventions  for  at-risk  individuals  with  mental  illness 
and  substance  abuse  disorders  who  may  have  some  contact  with  other  health  care  social  service, 
criminal  justice  or  welfare  systems.  This  initiative  will  complement  the  systems  and  partnership 
activities  proposed  under  our  "Systems  and  Partnerships"  programs.  In  another  initiative,  selected 
results  from  the  Access  to  Community  Care  and  Effective  Services  Support's  (ACCESS)  integrated 
service  system  project  will  be  subjected  to  further  refmement  to  enable  wide  spread  dissemination  of 
the  results  to  States  and  consumer  organizations. 

•  An  initiative  will  demonstrate  effective  approaches  for  maintaining  elderly  persons  with  a  mental 
illness  in  family  and  community-based  systems.  This  rapidly  growing  segment  of  the  population  is 
quickly  creating  gaps  in  service  need  versus  supply,  particularly  for  trained  non-professional  providers 
such  as  pharmacists,  postal  service  employees,  etc.  to  help  identify  and  refer  elderly  individuals  to 
professionals  for  appropriate  treatment  and  care. 

All  results  of  these  "client  oriented"  demonstrations  will  be  widely  disseminated. 

Training:  Support  will  continue  to  be  provided  for  the  Minority  Fellowship  Program.  This  program 
provides  funds  to  public  nonprofit  institutions  to  train  racial/ethnic  minority  students  to  deliver  services 
to  specifically  designated  underserved  populations. 
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Funding  levels  for  last  five  fiscal  years  were  as  follows: 

Fundine  FTE 

1991  *   $68,841,000 

1992  *   66,030,000  — 

1993  •*    56,667,000  — 

1994  *•    87,764,000  — 

1995  ••    1 12,292,000  ~ 

•      Comparable  figure  based  on  the  ADAMHA  Reorganization  Act,  P.L.  102-321. 
*•      Comparable  figure  based  on  FY  1996  SAMHSA  reauthorization  proposal. 

Rationale  for  the  Budget  Request 


The  FY  1996  President's  Budget  request  is  for  $1 13,092,000,  which  is  an  increase  of  $800,000  over  the 
FY  1995  appropriation.  The  projection  for  the  mental  health  new  starts  totals  $16,748,000,  which 
includes  $16,248,000  for  new  grants  and  $500,000  for  new  contracts. 
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Protection  and  Advocacy 

Authorizing  Legislation  -  New  legislation  to  be  submitted. 


1994 

1995                              1996 

Increase  or 

Actual 

ADDrooriation                   Estimate 

Decrease 

FTE 

BA    FTE                     BA    FTE 

BA    FTE                    BA 

Protection  and 

Advocacy      ~       $21,957,000      —      $21,957,000      ~      $21,760,000      —         -$197,000 

1996  Authorization: 

Protection  and  Advocacy    To  be  submitted 

Purpose  and  Method  of  Operation 


The  Protection  and  Advocacy  Program  is  a  formula  grant  program  that  distributes  allotments  to  assist 
protection  and  advocacy  systems  in  each  State,  the  District  of  Columbia,  Puerto  Rico,  and  the  U.S. 
Territories.  The  Protection  and  Advocacy  for  Individuals  with  Mental  Illness  (PAIMI)  Act  broadly 
authorizes  State  systems  to  investigate  incidents  of  abuse  and  neglect  of  individuals  with  mental  illness 
if  the  incidents  are  reported  to  the  system  or  if  there  is  probable  cause  to  believe  the  incidents  occurred. 
Complaints  may  be  brought  by  individuals  residing  in,  or  recently  discharged  from,  a  mental  health  or 
correctional  facility  rendering  mental  health  care  or  treatment.  Major  categories  of  concern  are  abuse, 
neglect,  and  denial  of  rights.  There  are  56  Protection  and  Advocacy  Systems  (P&As).  Of  these,  43  are 
private,  not-for-profit  organizations;  the  rest  are  State  agencies  that  are  independent  of  the  State  mental 
health  services  delivery  systems. 

The  most  recent  program  data  indicate  that  in  FY  1 993,  PAIMI  programs  served  1 8,543  clients,  addressing 
28,353  complaints  concerning  abuse,  neglect,  and  rights  violations.  The  majority  of  clients  (53  percent) 
were  residents  of  public  psychiatric  hospitals.  Other  significant  categories  of  clients  included  those  living 
independently  in  the  community  (12  percent)  and  residents  of  private 

psychiatric  hospitals  or  treatment  facilities  (7  percent).  Allegations  of  abuse  comprised  30  percent  of  all 
complaints;  allegations  of  neglect  accounted  for  39  percent;  and  allegations  of  rights  violations  comprised 
the  remaining  31  percent.  In  addition,  23  class  action  suits  were  filed  with  41,662  clients  named,  and 
52,863  information/referral  requests  were  handled.  Public  education  and  training  efforts  targeted  104,949 
mental  health  administrators,  legislators,  P&A  staff,  clients  of  the  mental  health  systems  and  their  family 
members  and  community  groups. 

The  distribution  of  funds  by  State  and  Territory  is  set  forth  in  the  following  table.  Assurance  must  be 
provided  that  these  funds  will  be  used  to  supplement,  not  replace  existing  non-Federally  supported 
resources  or  programs  for  the  protection  and  advocacy  of  individuals  with  mental  illness. 
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Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 

Funding  FTE 

1991  •   $15,614,000  ~ 

1992  •   19,500,000  ~ 

1993    20,832,000  — 

1994    21,957,000  ~ 

1995    21,957,000  — 

*  Comparable  figure  based  on  the  ADAMHA  Reorganization  Act,  P.L.  102-321. 
Rationale  for  the  Budget  Request 


The  FY  1996  President's  Budget  proposes  $21,760,000,  a  reduction  of  $197,000  below  FY  1995.  This 
reduction  will  be  distributed  among  the  States  and  Territories  based  on  the  P&A  formula.  The  Protection 
and  Advocacy  program  will  remain  as  a  separate  program.  This  is  a  refinement  to  the  FY  1996 
President's  Budget. 
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State/Territoty 


1994 

1995 

1996 

Actual 

Appropriation 

Estimate  ^ 

$297,025 

$296,018 

$291,920 

259.782 

259.782 

259.782 

265.943 

269.227 

265.501 

259.782 

259.782 

259.782 

1.911.186 

1,926,579 

1,899.910 

259.782 

259,782 

259.782 

259.782 

259.782 

259.782 

259.782 

259.782 

259.782 

259,782 

259.782 

259.782 

875,480 

876.146 

864.018 

454.547 

459.932 

453.565 

259.782 

259,782 

259.782 

259,782 

259.782 

259.782 

719,584 

719.017 

709.064 

383.316 

381 .608 

376.326 

259.782 

259.782 

259.782 

259.782 

259.782 

259.782 

267.562 

268,976 

265.253 

314.443 

309,494 

305.209 

259.782 

259,782 

259.782 

294.153 

295.595 

291 .503 

360.271 

354.975 

350.061 

614,497 

610.569 

602.118 

287,610 

286.488 

282.522 

259,782 

259.782 

259,782 

344,286 

343,897 

339.136 

259,782 

259.782 

259.782 

259,782 

259.782 

259,782 

259,782 

259.782 

259.782 

259,782 

259.782 

259,782 

440,330 

447.280 

441 ,089 

259,782 

259.782 

259,782 

1 .079,728 

1.068.148 

1 .053.362 

468,866 

470.553 

464.040 

259,782 

259.782 

259.782 

734,228 

729.233 

719.139 

259,782 

259,782 

259,782 

259,782 

259,782 

259,782 

770,982 

760,145 

749,622 

259.782 

259,782 

259,782 

Alalsama 

Alaska 

Arizona 

Arkansas 

California 

Colorado 

Connecticut 

Delaware 

District  of  Columbia. 
Florida 

Georgia 

Hawaii 

Idaho 

Illinois 

Indiana 

Iowa 

Kansas 

Kentucky 

Louisiana 

Maine , 

Maryland 

Massachusetts 

Michigan 

Minnesota , 

Mississippi 

Missouri 

Montana 

Nebraska 

Nevada 

New  Hampshire 

New  Jersey 

New  Mexico 

New  York 

North  Carolina 

North  Dakota 

Ohio 

Oklahoma 

Oregon 

Pennsylvania 

Rhode  Island 
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Protection  and  Advocacy  ^' 


State/Territory 


1994 

1995 

1996 

Actual 

Appropriation 

Estimate  ^ 

$259,782 

$259,782 

$259,782 

259,782 

259.782 

259,782 

348,990 

348.208 

343.388 

1.197,661 

1.202.132 

1.185,492 

259,782 

259.782 

259,782 

259,782 

259.782 

259.782 

400,399 

406.345 

400,720 

325,836 

327.091 

322,563 

259,782 

259.782 

259,782 

331.872 

330.204 

325.633 

259.782 

259.782 

259.782 

139.242 

139,242 

139.242 

139.242 

139.242 

139,242 

139.242 

139,242 

139,242 

457.983 

458,919 

452.567 

South  Carolina 

South  Dakota „ 

Tennessee 

Texas 

Utah 

Vermont 

Virginia 

Washington 

West  Virginia 

Wisconsin 

Wyoming 

American  Samoa 

Guam 

Northern  Mariana  Islands.. 
Puerto  Rico 

Virgin  Islands 

Total  Intrastate/Territory 
Allotments , 

Set-aside 

Total 


139,242 


21,517.860 

439.140 

$21,957,000 


139.242 


21.517.861 

439.139 

$21 .957.000 


139.242 


21.324.803 

435.197 

$21,760,000 


^    Protection  and  Advocacy  will  remain  as  a  separate  program.  This  reflects  a  refinement  to  the  FY  1996 
President's  Budget. 

^    Estimates  are  based  on  current  State  minlmums. 
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Mental  Health  Performance  Partnerships 

Authorizing  Legislation  -  New  legislation  to  be  submitted. 

1994  1995  1996  Increase  or 

Actual Appropriation  Estimate  Decrease 

FTE  BA    FTE  BA    FTE  BA    FTE  BA 

Total    11     $307,381,000       11     $304,882,000       11     $304,617,000      ~  -$265,000 

1996  Authorization: 

Mental  Health  Performance  Partnerships To  be  submitted 

Note:  FY  1994  actual  for  the  Mental  Health  Block  Grant  excludes  transfers  by  the  States  from  the 
Substance  Abuse  Block  Grant  in  the  net  amount  of  $12,317,886,  as  allowed  by  Section  205  (b)  of  P.L. 
103-321. 

Protection  and  Advocacy  will  remain  as  a  separate  program.  This  reflects  a  refinement  to  the  FY  1996 
President's  Budget. 

Purpose  and  Method  of  Operation 


The  Mental  Health  Performance  Partnerships  is  a  new  legislative  proposal  to  incorporate  all  formula  grant 
programs  into  a  single  grant  to  States  and  Territories.  This  program  combines  the  funds  from  the  Block 
Grant  for  Community  Mental  Health  Services  and  the  Projects  for  Assistance  in  Transition  From 
Homelessness  (PATH)  program. 

TTie  proposed  Performance  Partnerships  will  emjjower  States  to  better  meet  the  unique  needs  of 
populations  in  their  States.  Consolidation  of  the  existing  mental  health  formula  grant  programs  would  also 
achieve  streamlining  goals,  generating  improved  efficiency  at  both  the  State  and  Federal  levels. 

Under  the  current  law  for  the  Mental  Health  Block  Grants,  States  must  submit,  as  part  of  their  grant 
application,  a  comprehensive  mental  health  services  plan  for  adults  and  children  which  meet  12  mandated 
criteria  for  specified  services.  The  proposed  legislative  would  eliminate  this  provision  and  require  the 
Secretary  and  the  States  to  negotiate  individual  performance  agreements  which  will  specify  the  program 
areas  the  States  will  focus  on,  identify  State-specific  performance  targets,  and  timeframes  for  achieving 
them.   The  10  percent  earmark  for  services  for  children  would  also  be  repealed. 

Funds  will  be  allocated  to  each  State  according  to  a  transitional  formula  in  fiscal  years  1996  and  1997. 
States  and  Territories  would  receive  an  amount  equal  to  the  total  amount  the  State  received  in  FY  1995 
under  the  CMHS  Block  Grant  and  PATH  program.  Where  the  appropriation  is  either  more  than  or  less 
than  an  amount  sufficient  to  provide  the  FY  1995  level,  the  allotments  for  the  States  would  be 
proportionately  increased  or  decreased. 

States  will  enjoy  more  flexibility  in  describing  plans  to  address  major  objectives  that  relate  to  national 
goals  established  by  the  Secretary  in  collaboration  with  the  States.  The  Governor  would  also  be  allowed 
to  transfer  up  to  1 0%  of  the  funds  allotted  from  this  block  grant  to  the  substance  abuse  performance 
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partnership  block  grant.  In  addition,  a  new  provision  has  been  added  to  permit  the  Secretary  to  reserve 
up  to  10  percent  of  the  funds  to  be  used  for  performance  incentive  awards  for  recipients  that  make 
exceptional  progress  toward  meeting  national  goals.  This  discretionary  authority  is  exf>ected  to  be 
implemented  in  the  outyears,  not  in  FY  1996. 

A  5  percent  set-aside  will  be  used  to  work  with  the  States  in  developing  performance  and  health  status 
measures,  as  well  as  provide  technical  assistance  and  data  collection.  In  FY  1996,  we  expect  needs  for 
technical  assistance,  data  collection,  evaluation,  and  standards  development  for  managed  care  to  be  a  top 
priority  for  the  States.  The  set-aside  funding  allows  a  partnership  to  be  established  with  the  States  to  help 
them:  1)  improve  the  effectiveness  and  cost  efficiency  of  mental  health  services  delivery;  2)  develop 
evaluation  activities  designed  to  assess  the  quality  and  efficiency  of  state  and  local  service  programs;  3) 
respond  to  changes  in  the  financing  and  delivery  of  mental  health  services  (i.e.,  transition  to  state-based 
mental  health  care  reform  and  managed  health  care);  and  4)  increase  involvement  of  consumers  and  family 
members  in  the  organizing  and  financing  of  mental  health  services.  Eleven  FTEs  associated  with  these 
activities  will  be  funded  from  the  set-aside. 


Data  Elements  Used  to  Calculate  State  Allotments 

In  FY  1994,  no  factors  were  required  to  compute  the  FY  1994  allotment  because  inadequate  fiinds  were 
appropriated  to  provide  20.6  percent  of  the  fiscal  1992  ADMS  allotments.  The  appropriation  provided 
an  amount  equal  to  .8%  below  the  "hold  harmless"  provision. 

In  FY  1995,  the  sunset  of  the  "hold  harmless"  provision  allowed  the  Block  Grant  formula  to  be  employed 
for  the  first  time.   The  following  data  elements  were  used  in  the  calculation: 

•  Total  Personal  Income  data  for  1991,  1992  and  1993  as  received  from  the  Economics  and 
Statistics  Administration,  Bureau  of  Economic  Analysis,  U.S.  Department  of  Commerce,  as 
published  in  Commerce  News  23,  August,  1994. 

•  Total  Taxable  Resources  data  for  1991,  1992  and  1993  as  received  from  the  Office  of  Economic 
Policy,  U.S.  Department  of  the  Treasury,  dated  August  24,  1994. 

•  Population  estimates  for  the  States  for  1993  as  received  from  the  Census  Bureau;  Estimates  of 
Resident  Population  of  States  by  Age,  as  of  July  1,  1993. 

•  Population  data  for  the  territories  based  on  1990  Census  Data  except  Micronesia  and  the  Marshall 
islands.  Population  data  for  Micronesia  and  Marshall  islands  based  on  1980  census  data  and  the 
average  rate  of  population  change  from  the  1980  to  the  1990  census.  (Because  Micronesia  and 
the  Marshall  Islands  had  entered  into  a  Compact  of  Free  Association  with  the  United  States,  they 
were  no  longer  considered  territories  in  1990  and  therefore  were  not  included  in  the  1990  census). 

A  cost  of  Services  Factor  which  includes  the  following:  FY  1995  proposed  Fair  Maricet  Rents 
as  received  from  the  U.  S.  Department  of  Housing  and  Urban  Development,  issued  June  23,  1994; 
1993  average  annualized  earnings  for  manufacturing  employees  as  received  from  the  Bureau  of 
Labor  Statistics,  U.  S.  Department  of  Labor. 


91-285    0—95 30 
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In  FY  1996,  a  new  calculation  is  proposed  for  the  Mental  Health  Performance  Partnership  Grants.  Under 
this  grant  program.  States  would  receive  an  amount  equal  to  the  total  amount  the  State  received  in  FY 
1995  under  the  CMHS  Block  Grant  and  PATH  program.  Where  the  appropriation  is  either  more  than  or 
less  than  an  amount  sufficient  to  ensure  this,  the  allotments  for  the  States  would  be  proportionately 
increased  or  decreased  accordingly. 

Calculations  for  territory  allotments  assume  that  the  three  former  territories  which  have  entered  in  a 
Compact  of  Free  Association  with  the  United  States  (Palau,  Micronesia  and  the  Marshall  Islands)  will 
continue  to  receive  allotments  under  the  Mental  Health  Partnership  Block  Grant  program. 

State  Governors  will  also  be  afforded  the  flexibility  of  transferring  an  amount  not  greater  than  1 0%  to  or 
from  the  Substance  Abuse  Performance  Partnerships. 

Funding  levels  for  last  five  fiscal  years  were  as  follows: 

Funding  FTE 

1991  ♦   $302,313,000  ~ 

1992  *   310,160,000  — 

1993  •*    307,381,000  5 

1994  ••    307,381,000  11 

1995  *•    304,882,000  1 1 

*      Comparable  figure  based  on  the  ADAMHA  Reorganization  Act,  P.L.  102-321. 
**      Comparable  figure  based  on  FY  1996  SAMHSA  reauthorization  proposal. 


Rationale  for  the  Budget  Request 


The  FY  1996  President's  Budget  proposes  $304,617,000,  a  reduction  of  $265,000  below  FY  1995.  The 
reduction  would  be  prorated  among  the  States  and  the  Territories.  Merging  of  the  two  block/formula 
grants  will  provide  enhanced  flexibility  to  both  State  and  Federal  governments.  States  will  have  greater 
latitude  in  directing  resources  to  meet  local  needs  and  in  supporting  future  projects  that  will  be  better 
tailored  to  meet  the  needs  of  client  populations.  Negotiated  program  goals  and  performance  measures  will 
ensure  that  State  needs  are  met  without  reliance  upon  restrictive  mandates  and  earmarks.  More  time  will 
be  devoted  to  working  with  partners  in  developing  the  national  agenda  for  mental  health,  and  evaluating 
progress  toward  health  status  goals;  fewer  resources  will  be  devoted  to  developing  and  administering 
multiple  programs,  ensuring  compliance  with  program  requirements,  and  conducting  activities  not 
inherently  Federal  in  nature. 
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Mental  Health  Performance  Partnerships  ^ 


State/Territory 


1994 

1994 

1995 

1996 

Actual  2^ 

Appropriation  * 

Appropriation  * 

Estimate  *' 

$6,622,305 

$4,131,940 

$4,068,401 

$4,052,481 

858.699 

858,699 

728,914 

726.062 

4,340.794 

4,340,794 

4,299,478 

4,282,654 

3.159,212 

2,124,266 

2,470,903 

2,461.234 

41.764.759 

41,764.759 

36,948.715 

36.804.130 

3.998,407 

3.998.407 

4,188,131 

4,171,742 

3.057,283 

3.744.342 

3,511,695 

3,497.953 

980,422 

980.422 

1.011,436 

1.007,478 

1,300.508 

1,300,508 

907.145 

903,595 

14,374,194 

14.374.194 

13.419,565 

13.367.053 

7.616,944 

6,274,170 

6,469,506 

6,444,190 

1,583,239 

1,583,239 

1,532,765 

1,526,767 

999,4,21 

999.421 

1.382,635 

1.377,225 

14.031.974 

14,031,974 

12,785,665 

12.735,633 

11,728.912 

6,228,912 

6,917.078 

6.890.011 

2,347,189 

2,347,189 

3.129.397 

3.117.151 

2,124,724 

2,124,724 

2.740.488 

2.729.764 

3.302.232 

3.30^232 

4.073.054 

4.057,116 

4,334,602 

4.334.602 

4,806,402 

4.787,594 

1,731,019 

1,417,096 

1,600,651 

1,594,387 

5,608,738 

5,608.738 

6,030,346 

6,006,749 

10,557,700 

8,046,519 

7,122,900 

7,095.027 

10,648,467 

10,648,467 

11,508,068 

11.463.036 

4,240,213 

4,240,213 

4,90a805 

4,883.620 

3.876.537 

2.387.560 

2,678,469 

2.667.988 

5,095,387 

5,095,387 

5.331,287 

5.310.425 

1,323,073 

1,019,954 

1,195.502 

1.190,824 

1.530.155 

1,530.155 

1.569.010 

1.56^870 

1.725.559 

1.725.559 

1.756.427 

1.749,554 

1.900.000 

1.381.167 

1.478.466 

1,472,681 

10,603.294 

10,603,294 

8.866.604 

8,831,908 

1,746,686 

1.746.686 

1,679,392 

1.672,820 

15,508,000 

23.233.676 

20.439,989 

20,360,005 

6.357.764 

5.932,132 

6,416,624 

6,391,515 

802,072 

802,072 

841.438 

838,145 

12,543,939 

12,543,939 

13.491.637 

13,438,843 

3,120.343 

3,120,343 

3.444,083 

3,430,606 

3,124,968 

3,124.968 

3,573,964 

3,559,979 

13,677,762 

13,677,762 

13,539.194 

13,486,214 

1,799,128 

1,799.128 

1.231.597 

1,226,778 

Alabama 

Alaska 

Arizona _... 

Arkansas 

Callfomia 

Colorado 

Connecticut 

Delaware 

District  of  Columbia.. 
Rorida 

Georgia 

Hawaii _ 

Idtfw _.. 

Illinois 

Indiana 

kjwa „ 

Kansas 

Kentucky 

Louisiana 

Maine 

Maryland 

Massachusetts 

Michigan 

Minnesota 

Mississippi 

Missouri 

Montana 

Nebraska 

Nevada , 

New  Hampshire 

New  Jersey 

New  Mexico 

New  York 

North  Carolina 

North  Dakota 

Ohio 

Oklahoma 

Oregon 

Pennsylvania 

Rhode  Island 
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Mental  Health  Performance  Partnerships  ^ 
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State/Territory 


1994 

1994 

1995 

1996 

Actual  2^ 

Approprialion  ^ 

Appropriation  * 

Estimate  *' 

$3,447,671 

$3,447,671 

$3,592,854 

$3,578,795 

1.616,877 

1,068,160 

868.503 

865.104 

6,087,054 

4.510.342 

4,815.233 

4.796.390 

18,041.925 

18.041.925 

18.243.402 

18.172.013 

2,487,719 

2,487,719 

1.919.117 

1.911.607 

2.250,719 

1,100,652 

921.961 

918.353 

6,254,964 

6,254.964 

6.870.774 

6.843.888 

6,043,588 

6,043,588 

6.251.752 

6.227,288 

2,88^975 

1,827,600 

2,319,566 

2,310,489 

4,491.598 

4.491,598 

5,507,677 

5.486,125 

623.876 

623.876 

688,600 

685,905 

99,600 

99.600 

100.000 

99,609 

179,179 

179.179 

178.389 

177,691 

99,600 

99.600 

100.000 

99,609 

3.61  a532 

3,61^532 

3.705.063 

3,690,565 

49.600 

49.600 

50.000 

49,804 

49.600 

49.600 

50.000 

49.804 

80,062 

80.062 

102.115 

101,715 

769.173 

299,173 

148.168 

147,588 

South  Carolina 

South  Dakota 

Tennessee 

Texas 

Ut* 

VecmonL 

Virginia 

Washington 

West  Virginia 

Wisconsin _ 

Wyoming 

American  Samoa 

Guam 

Northem  Mariana  Islands.. 
Puerto  Rico 

Marshall  Islands 

Pdau 

Micronesia 

Virgin  Islands 

Total  IntrastateH'erritory 
Allotments 

Set-aside „ , 

Total 


305,214,936 
14.483.950 

$319,698,886 


292,897.050 
14.483.950 

$307,381,000 


290,523,000 
14.359.000 

$304,882,000 


289.386.150 
15.230,850 

$304,617,000 


^  Protection  and  Advocacy  will  remain  as  a  separate  program.  This  reflects  a  refinement  to  the  FY  1996 
President's  Budget 

^  FY  1 994  Actual  reflects  net  transfers  by  the  States  of  $1 2,31 7,886  to  the  Blocl(  Graits  for  Community 
Mental  Health  Services  (MIHBG)  from  the  Blocic  Grants  for  Prevention  and  Treatment  of  Sutistance  Abuse 
(SABG),  as  allowed  by  Section  205  (b),  P.L  102-321 .  It  also  includes  the  funds  allocated  to  the  States 
for  the  PATH  formula  grant 

^  These  columns  reflect  V\e  sum  of  the  PATH  formula  grants  and  tfie  Mental  Health  Blocl(  Grant  excluding 
tfie  transfers  among  the  block  grants. 

*'  The  FY  1996  estimate  is  based  on  the  proposed  new  formula  for  the  Mental  Health  Performance  Partnerships. 
It  does  not  reflect  reservation  of  funds  for  the  proposed  Secretary's  perfromance  incentive  awards. 
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Substance  Abuse  Demonstration  and  Training  Cluster 

Authorizing  Legislation  -  New  Legislation  to  be  submitted. 

1994  1995  1996  Increase  or 

Actual Appropriation  Estimate  Decrease 

FTE  BA    EH  BA    FH  BA    FH  BA 

Total    —     $478,421,000       —     $454,263,000       —     $452,772,000       —       -$1,489,000 

1996  Authorization: 

Substance  Abuse  Demonstration  and  Training  Cluster    To  be  submitted 


The  narrative  description  of  the  Substance  Abuse  Demonstration  Program  is  divided  into  separate  sections 
for  prevention  and  treatment  activities. 


Purpose  and  Method  of  Operation/Prevention 

Continuing  Programs 


The  Center  for  Substance  Abuse  Prevention  (CSAP)  was  created  to  lead  the  Nation's  efforts  at  preventing 
substance  abuse  problems.  To  accomplish  this,  CSAP  has  implemented  a  multifaceted  program  of 
activities  that  address  substance  abuse  and  the  social  problems  that  contribute  to  and  sustain  it.  Among 
thes?  activities  are  client-oriented  demonstration  programs  that  address  the  prevention  needs  of  the 
individual;  systems-oriented  programs  that  address  the  development  of  comprehensive  prevention  systems 
within  communities;  and  dissemination  and  training  programs  that  provide  comprehensive  information  on 
program  findings  and  substance  abuse  information  to  the  field  and  the  public  at  large.  The  budget  request 
supports  continuation  of  all  ongoing  efforts. 

High  Risk  Youth:  CSAP's  client-oriented  programs  support  projects  which  serve  as  effective  models  in 
preventing  alcohol  and  other  drug  abuse  among  youth  and  specific  populations  at  risk  for  substance  abuse. 
The  High  Risk  Youth  (HRY)  program  provides  funding  to  public  and  nonprofit  private  entities  to 
demonstrate  and  evaluate  comprehensive  strategies  to  prevent  and/or  reduce  the  use  of  alcohol,  tobacco, 
and  other  drug  use  among  youth  at  high  risk  for  such  behavior.  Funded  projects  seek  to, identify  and 
enhance  resiliency  or  protective  factors  among  high  risk  youth  while  diminishing  the  risk  factors  for  using 
alcohol  and  other  drugs.  During  FY  1994,  CSAP  initiated  a  program  for  replicating  High  Risk  Youth 
demonstration  projects  that  have  demonstrated  promising  strategies  in  altering  the  behaviors  and  attitudes 
toward  prevention  and/or  reducing  substance  abuse  among  youth. 

A  component  of  the  HRY  program  includes  the  Substance  Abuse  and  Youth  Violence  program  which 
supports  projects  that  demonstrate  and  evaluate  comprehensive  strategies  to  prevent  substance  abuse-related 
violence  among  or  effecting  youth  aged  6-14.  Another  component  supports  prevention  programs 
specifically  tailored  to  the  prevention  needs  of  adolescent  females.  This  demonstration  effort  targets  the 
specific  needs  of  adolescent  (12-20  years  of  age)  females  whose  use  of  substances  is  often  accompanied 
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by  special  factors  that  underlie  or  contribute  to  women's  addictive  problems,  such  as  physical  or  sexual 
abuse  -  including  neglect,  battering,  rape,  and  child  abuse. 

Pregnant  Postpartum  Women  and  Their  Infants:  CSAP's  other  client-oriented  demonstration  program 
targets  the  substance  abuse  problems  of  pregnant  postpartum  women  and  their  infants.  This  effort  is 
intended  to  develop  innovative,  community-based  models  for  the  coordination  of  service  systems  for 
linking  health  promotion  and  treatment  services  for  substance  using  pregnant  women  and  their  small 
children.  Preliminary  evaluation  results  indicate  a  significant  reduction  in  substance  use  by  women  served 
in  this  program  and  that  most  infants  bom  to  women  in  the  program  were  healthy. 

Community  Prevention:  CSAP's  systems-oriented  efforts  are  implemented  through  the  Community 
Prevention  programs.  These  demonstration  efforts  are  designed  to  assist  communities  in  developing 
comprehensive,  coordinated  prevention  initiatives  that  include  the  formation  of  public/private  sector 
partnerships  and  are  responsive  to  local,  state,  and  multi-state  needs.  They  complement  the  client-oriented 
programs  by  supporting  community-wide,  locally  identified  programs  and  empowering  communities  to 
solve  their  alcohol  and  other  drug  problems. 

Over  250  community  partnership  grants  have  been  awarded  to  communities  to  establish  coalitions  of 
organizations  representing  parents,  schools,  academia,  business,  industry,  government,  and  professionals 
in  the  planning  and  implementation  of  comprehensive  prevention  efforts.  In  addition,  in  FY  1994,  CSAP 
began  funding  the  development  of  community  prevention  coalitions.  The  coalition  effort  is  intended  to 
demonstrate  effective  methods  of  providing  comprehensive  substance  abuse  prevention  services  through 
the  development  of  coalitions  and  partnerships  at  the  State,  regional,  and/or  local  level.  Efforts  are  efforts 
which  target  prevention  of  substance  abuse  within  the  woricplace  are  incorporated  into  both  the  community 
prevention  partnerships  and  coalitions. 

The  FY  1995  Grant  Funding  Announcement  for  both  client-  and  systems-oriented  programs  require 
comprehensive  evaluations  at  the  individual  grant  level.  These  requirements  will  enable  the  demonstration 
grants  to  document  measurable  reductions  in  alcohol  and  other  drug  (AOD)  incidence,  prevalence,  and 
related  consequences  such  as  AOD  related  health  problems,  violence,  deaths,  and  injuries  among  all  age 
and  ethnic  groups  within  a  community.  A  component  of  the  evaluation  process  includes  the  utilization 
of  comparison  communities  which  provides  a  rigorous  test  of  the  effectiveness  of  the  various  prevention 
interventions.  In  addition,  CSAP  supports  cross-site  and  nation-wide  evaluation  efforts  for  substance  abuse 
prevention  programs  serving  as  the  basis  for  disseminating  promising  prevention  strategies  to  the  field. 

Public  Education/Dissemination:  CSAP's  dissemination/public  education  and  training  efforts  serve  as  the 
critical  links  in  providing  alcohol  and  other  drug  information  and  training  to  the  field  and  individuals  in 
schools,  the  workplace,  and  the  community.  Public  education  initiatives  serve  a  special  need  by  both 
involving  the  public  and  building  and  maintaining  support  for  prevention.  The  mass  media  are 
instrumental  in  raising  public  awareness  and  facilitating  broad-based  mobilization.  CSAP  involves  the 
media  by  using  them  to  disseminate  well  designed  messages  to  help  communities,  particularly  high-risk 
communities,  prevent  alcohol  and  other  drug  problems.  These  efforts  play  a  critical  role  in  helping  to 
keep  substance  abuse  issues  on  the  public  agenda  and  to  sustain  momentum  toward  viable  solutions. 

The  National  Clearinghouse  for  Alcohol  and  Drug  Information  (NCADI)  is  the  primary  dissemination 
channel  for  CSAP.  NCADI,  the  comprehensive,  authoritative  federal  resource  for  information  on  alcohol 
and  other  drugs,  promotes  CSAP's  goals  and  programs  by  developing  and  distributing  printed  and  audio- 
visual materials,  publishing  a  bi-monthly  newsletter,  "Prevention  Pipeline,"  maintaining  a  national  database 
of  relevant  published  literature,  and  providing  technical  support.  Currently,  NCADI  responds  to  more  than 
250,000  telephone  and  mail  requests  annually  with  approximately  20  million  resources  (e.g.  print. 
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electronic,  and  audio-visual  material).  The  largest  category  of  users  is  schools.  In  addition,  the  NCADI 
developed  and  maintains  Prevline,  a  national  electronic  communications  network  providing  state-of-the-art 
computerized  interactive  access  to  key  literature,  current  events,  and  other  information  to  prevention 
experts  in  the  field.  The  Regional  Alcohol  and  Drug  Avv-areness  Resource  (RADAR)  Network  Centers, 
in  conjunction  with  the  NCADI,  disseminates  information  and  promotes  networking  at  the  local.  State, 
national,  and  international  levels.  Currently  there  are  over  700  RADAR  centers  and  association  and 
specialty  centers,  including  the  recently  established  Center  on  Inhalant  Abuse  and  the  Center  on  Substance 
Abuse  Prevention  and  Disability. 

Training:  CSAP's  comprehensive  training  and  capacity  building  programs  meet  the  continuing  training 
needs  of  health  and  other  allied  professionals  in  the  substance  abuse  prevention  and  early  intervention 
field.  CSAP  seeks  to  increase  the  applied  prevention  expertise  in  communities,  local  and  national 
organizations,  and  state  agencies.  Preliminary  evaluation  data  indicates  73%  of  all  CSAP  training  program 
participants  modify  actions  to  become  more  proactive  regarding  AOD  prevention.  This  compares  with 
a  national  average  of  15%  -  25%  modification  of  norms  for  similar  social  service  training  programs. 
Major  components  of  CSAP's  training  system  are  community  prevention  training,  health  systems  and 
professionals  training,  and  medical  education. 

Community  prevention  training  programs  provide  specialized  skills  and  strategies  to  Partnership  grantees, 
other  prevention  coalitions  and  communities,  state  and  territorial  and  native  american  tribal  agencies 
working  to  reduce  AOD  problems.  Community  resource  building,  violence  prevention,  and  cultural 
diversity  serve  as  the  primary  focus  for  these  training  programs.  These  programs  are  designed  to  teach 
processes  that  empower  community  residents  to  develop  solutions  to  their  substance  abuse  problems.  To 
date,  approximately  17,000  grassroots  community  residents  and  professionals,  including  mayors,  city 
council  members,  police,  clergy  and  social  service  providers  received  training  in  new  prevention  skills  and 
approaches.  In  FY  1994  alone  121  course  offerings  provided  training  and  field  experience  to  nearly  8,000 
participants. 

The  CSAP  Training  System  has  integrated  health  systems  and  professions  into  its  effort  to  impact 
communities.  Health  care  professionals,  although  most  frequently  mentioned  by  the  public  as  the  "ideal" 
source  of  credible  information  about  alcohol  and  other  drugs,  are  least  frequently  mentioned  as  the  "actual" 
source  of  information  about  AOD.  CSAP  seeks  to  unlock  this  vast  potential  for  helping  people  avoid  the 
problems  of  alcohol  and  other  drugs  by  developing  the  functional  expertise  of  health  care  professionals 
and  making  primary  prevention  a  part  of  patient  care.  To  date,  CSAP  has  developed  more  than  25 
curricula  and  in  FY  1994  trained  approximately  1,800  health  professionals,  including  physicians,  physician 
assistants,  dentists,  nurses,  social  workers,  mental  health  counselors,  and  those  in  health  maintenance 
organizations  and  Community  Migrant  Health  Centers  on  primary  prevention  of  alcohol  and  other  drug 
problems.  CSAP  estimates  that  these  health  professionals  have  the  potential  to  impact  an  additional 
90,000  persons. 

Finally,  through  medical  education  grants  to  schools  of  medicine,  nursing,  and  social  work,  CSAP 
provides  appropriate  clinical  prevention  training  for  health  professionals  in  advanced  degree  training 
programs.    Currently,  CSAP  supports  26  active  grants  throughout  the  nation. 
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Activity  Table 


1994 

1995 

1996 

Actual 

ADDTODriation 

Estimate 

Current  Proerams: 

Prevention  Demonstrations 

$113,378,000 

$94,304,000 

$73,299,000 

Community  Prevention 

114,741,000 

114,741,000 

64,139,000 

Public  Educ.  &  Dissem.  .  . 

10,840,000 

13,465,000 

12,399,000 

Prevention  Training 

14,512,000 

16,049,000 

16.049.000 

Subtotal,  Continuations  . 

165.886,000 

Consolidated  ProDOsal: 

Consolidated  Demonstration 

and  Training    





50.194.000 

Total  Prevention 

$253,471,000 

$238,559,000 

$216,080,000 

New  Activities 

The  FY  1996  request  reflects  a  new  legislative  proposal  to  consolidate  the  multiple  substance  abuse 
prevention  and  treatment  demonstrations  into  a  single  consolidated  demonstration  program.  Major 
program  lines  have  been  redefmed  and  consolidated  into  three  generic  program  categories.  The 
consolidated  demonstration  program  is  intended  to  reduce  the  number  of  discrete  grant  announcements 
to  be  issued  by  SAMHSA  while  simplifying  application  procedures  and  providing  more  flexibility  to 
prospective  grantees  in  the  structure  of  demonstration  projects  they  propose. 

The  FY  1996  request  expects  to  support  the  following: 

Managed  Care:  A  driving  force  behind  community,  state,  and  national  health  care  reform  efforts  is  a 
desire  to  control  and/or  reduce  health  care  costs.  Substance  abuse  prevention  and  health  promotion 
programs  significantly  reduce  such  costs.  Currently,  there  is  an  increasing  awareness  of  the  importance 
of  incorporating  substance  abuse  prevention  and  health  promotion  programs  within  a  managed  care  system. 
In  response  to  an  expected  increase  in  the  number  of  Medicaid  patients  enrolling  in  managed  care  plans, 
many  community  health  centers  and  other  community  providers  are  becoming  part  of  a  managed  care 
system. 

CSAP  will  provide  funds  to  demonstrate  the  cost  effectiveness  of  integrating  substance  abuse  prevention 
activities  within  the  framework  of  a  managed  care  health  services  delivery  system.  Integrated  service 
systems  or  networks  are  effective  ways  of  providing  care  and  ensuring  accessible  provision  of  all  needed 
services.  CSAP  will  support  community-based  organizations  which  will  work  cooperatively  in  such 
systems  and  demonstrate  the  different  models  for  linking  substance  abuse  prevention  efforts  in  a  managed 
care  system. 

Systems  and  Partnerships:  Comprehensive  partnerships  are  based  on  the  recognition  that  many  of  the 
human  resources  and  structures  needed  to  deal  with  community  problems  related  to  addictive  and  mental 
disorders,  as  well  as  other  social  problems,  that  are  already  within  the  community.  CSAP  initiatives  will 
support  demonstrations  to  test  the  stability  of  community/environmental  interventions  and  to  measure  the 
effects  of  these  interventions  at  the  State,  regional,  or  local  level. 
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CSAP  proposes  to  provide  new  funds  to  implement: 


•  multi-site  demonstrations  across  States,  regions,  and  local  communities  in  order  to  develop  a 
uniform  system  to  systematically  gather  health,  behavioral,  and  other  relevant  statistics  on 
participating  and  companion  sites; 

•  assessment  of  the  cost  savings  of  community/environment  intervention  approaches  achieved  by 
the  health  care  delivery  system  and/or  to  the  social  service/criminal  justice  system;  and, 

•  a  national  system  to  evaluate  the  effectiveness  of  multiple  community  partnerships  and  to 
disseminate  knowledge  regarding  effective  prevention  approaches. 

With  the  establishment  of  this  initiative,  CSAP  can  assess  health  status  outcomes  and  establish 
performance  indicators,  thereby  furthering  the  objectives  of  the  Healthy  People  2000.  CSAP  will  provide 
the  federal  leadership  necessary  to  foster  the  development  of  effective  and  cost  efficient  prevention 
programs  and/or  methodologies  across  the  Nation. 


Client-Oriented  Services:  Client-oriented  prevention  programs  are  designed  to  develop  and  test  the 
effectiveness  of  approaches  for  individuals  at  heightened  risk  for  serious  emotional,  behavioral,  mental, 
or  substance  abuse  disorders  or  HTV/AIDS.  Such  approaches  need  to  take  into  account  both  the 
developmental  level  and  the  history  of  the  individual  as  well  as  social  and  environmental  factors. 
Programs  should  custom  design  interventions  which  yield  cost  effective  health  outcomes. 

Based  on  its  experience  with  demonstration  programs,  CSAP  will  use  new  funds  to  support  the  following 
activities: 

•  replications,  based  on  prior  evaluations,  to  test  the  generalizabilty  of  promising  strategies.  These 
programs  will  select  individuals  in  specific  age  groups  as  targets  (pre-adolescent,  early  adolescent, 
or  late  adolescent)  and  use  program  evaluation  and  appropriate  behavioral  outcome  measures  to 
modify  programs  to  maximize  behavioral  health  outcomes; 

•  a  new  initiative  to  follow  samples  of  high  risk  youth  involved  in  successful  programs  in  order  to 
assess  the  long-term  health  outcomes,  status,  and  cost-benefit  implications  of  exposure  to  the 
prevention  intervention;  and, 

•  a  small  grant  program  for  community  based  organizations  for  developmental  work  preparatory  to 
proposing  and  being  able  to  implement  well  conceptualized  prevention  strategies  which  target 
youth.  This  program  is  designed  to  increase  the  scope  of  knowledge  in  the  substance  abuse 
prevention  field. 


Purpose  and  Method  of  Operation/Treatment . 

Continuing  Programs 


Target  Cities:  The  Target  Cities  initiative  is  a  series  of  intergovernmental  cooperative  agreements 
designed  to  improve  treatment  systems  in  metropolitan  areas  and  to  link  and  integrate  alcohol  and  other 
drug  services  with  disease  prevention,  primary  health,  mental  health,  labor,  education,  and  the  justice 
system.    Through  the  establishment  of  central  intake,  assessment,  and  referral  systems,  this  initiative 
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facilitates  better  treatment-patient  matching  and  more  rapid  referral  to  treatment  services.  Common  intake 
instruments  are  utilized  to  enable  an  intake  worker  to  make  a  more  accurate  initial  assessment  of  the 
patient  and  consequently,  a  more  appropriate  referral.  The  installation  of  management  information  systems 
will  better  enable  the  intake  units  to  match  patients  to  treatment  as  well  as  to  track  their  progress.  In  FY 
1995,  eleven  continuation  awards  will  be  made.  The  data  from  these  projects  as  well  as  the  first  eight 
Target  Cities  projects,  which  received  their  final  year  of  funding  in  FY  1994,  indicate  that  nearly  80,000 
people  per  year  went  through  the  central  intake  system  with  subsequent  referrals  being  made  for  a  majority 
of  those  people.  By  January  of  FY  1995,  the  eleven  ftinded  projects  will  be  fiilly  operational.  As  a  result, 
these  projects,  in  addition  to  the  original  eight  Target  Cities,  will  serve  more  than  1 60,000  people  per  year. 
This  is  a  100%  increase  over  FY  1994.  In  FY  1995,  CSAT  is  working  with  these  projects  to  assist  the 
community-based  organizations  which  are  part  of  this  system,  to  organize  into  networks.  The  focus  is  on 
identifying  barriers  faced  by  the  community-based  organizations  and  helping  these  organizations  to 
overcome  obstacles  in  an  effort  to  integrate  these  systems  into  managed  care  initiatives  in  their  respective 
States.  FY  1996  fiinding  will  support  expansion  to  full  operational  capability  and  refinement  of  in-place 
systems  in  the  remaining  eleven  projects. 

Women/Children:  Residential  Treatment  programs  for  Pregnant  and  Postpartum  Women  (PPW)  and  for 
Women  with  children  (RWC)  support  comprehensive  treatment  services  in  residential  settings  that  permits 
infants  and  children  to  live  with  their  mothers.  Elements  of  these  initiatives  include  assessment,  crisis 
stabilization,  substance  abuse  treatment  and  treatment  for  children  perinatally  exposed  to  alcohol  and  other 
drugs,  primary  health  care,  prenatal  and  postnatal  health  care,  and  education  and  counseling  related  to 
AIDS,  STDs,  domestic  violence,  sexual  abuse,  psychological,  legal,  and  employment  issues,  and  parenting 
skills.  Services  for  children  include  developmental  assessments,  day  care,  pediatric  health  care,  and  age 
and  developmentally  appropriate  therapeutic  services.  Matching  fimds  are  required  for  the  PPW  service 
grants  and  must  not  be  less  than  $1  for  each  $9  of  Federal  funds  provided  in  years  one  and  two,  and  not 
less  than  $1  for  each  $3  of  Federal  funds  provided  in  all  subsequent  years  for  each  new  award.  The  RWC 
grants  are  demonstrations  designed  to  develop  and  test  the  effectiveness  of  various  models  of  care  and 
lengths  of  stay  for  specific  populations  of  women  and  children.  There  are  currently  65  projects  in  total 
which  provided  services  to  nearly  2300  women  and  2800  children  in  the  first  year.  In  FY  1993,  specific 
financial  support  was  targeted  to  programs  to  serve  an  additional  60  women  each  year  to  reduce  fetal 
alcohol  syndrome  among  Native  American  and  Alaskan  Native  women.  It  is  fully  expected  that  these 
numbers  will  increase  in  FY  1995  since  all  of  the  projects  will  have  been  fijlly  operational  for  a  complete 
twelve-month  cycle.  Approximately  15  new  projects  will  be  funded  in  FY  1995  from  Special  Forfeiture 
Funds,  bringing  the  total  number  of  people  served  to  approximately  2,800  women  and  3,000  children. 

Campus  Projects:  In  an  effort  to  determine  the  most  effective  substance  abuse  treatment  methods,  CSAT 
established  the  Campus  demonstration  initiative  in  1991 .  The  two  campus  projects,  one  in  Secaucus,  New 
Jersey,  and  the  other  in  Houston,  Texas,  provide  a  range  of  state-of-the-art  treatment  methods  and 
associated  social  services  in  settings  where  several  treatment  providers  jointly  utilize  central  intake,  food, 
recreational  and  commissary  facilities.  This  demonstration  model  allowed  for  the  provision  of  treatment 
services  in  an  atmosphere  that  permitted  the  comparison  and  evaluation  of  alternative  approaches  to 
treatment.  While  Federal  funding  of  the  Campus  program  ended  in  FY  1994,  both  sites  have  sufficient 
funds  to  carry  them  through  FY  1995. 

Criminal  Justice:  The  Criminal  Justice  initiative  supports  and  evaluates  projects  which  provide  substance 
abuse  treatment  to  incarcerated  and  non-incarcerated  populations.  Criminal  Justice  demonstration  projects 
offer  a  wide  range  of  diversion-to-treatment  concepts,  and  treatment  for  "high-risk"  probation/parole 
clients.  Innovative  projects  involve  intensive  day  treatment  centers  and  case  management/supervision 
models.  Under  these  models,  linkages  are  developed  to  critical  community  resources  including  family 
involvement,  education/job  placement,  mental  health  services,  housing  and  related  social  services.  In  FY 
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1994,  76  projects  were  funded  serving  approximately  16,000  people.  This  includes  services  to  jail-based 
populations,  incarcerated  juveniles,  and  non-incarcerated  juveniles.  Funds  for  FY  1995  are  being  utilized 
to  increase  services  including  physical  screenings,  psychiatric  assessments  and  services,  and  AIDS 
screening.  Funds  are  also  provided  to  Target  Cities  projects  for  the  purpose  of  integrating  jail-based 
treatment  services  into  the  centralized  intake  and  referral  system.  As  a  result,  when  this  population  is 
released  from  a  criminal  justice  facility,  they  are  able  to  access  the  community-based  services  through  the 
centralized  referral  system.  Criminal  Justice  funds  are  also  used  to  supplement  the  Addiction  Treatment 
Training  projects.  A  criminal  justice  component  is  integrated  into  training  activities  to  reach 
probation/parole  and  correctional  officers  as  well  as  treatment  providers  that  work  within  the  criminal 
Justice  system.  Approximately  10  new  projects,  intended  to  demonstrate  Criminal  Justice-Treatment 
networks  that  will  support  effective  coordination  and  collaboration  among  existing  State  and  local  criminal 
justice  or  juvenile  justice  agencies  and  community  treatment  providers  involved  in  the  supervision  and 
treatment  of  substance  abusing  offenders,  will  be  funded  in  FY  1995.  The  FY  1996  funding  level  will 
allow  approximately  25  Criminal  Justice  projects  to  continue  at  the  same  level  as  FY  1995.  In  FY  1996, 
CSAT  will  support  continuation  of  all  ongoing  efforts.  The  new  funds  available  from  expiring 
demonstration  grants  will  support  demonstration  efforts  under  the  new  consolidated  Substance  Abuse 
Demonstration  and  training  Cluster. 

Critical  Populations:  Treatment  initiatives  for  Critical  Populations  target  outpatient  treatment  services  for 
a  variety  of  populations  including  women  and  their  children,  such  as  those  in  or  at-risk  of  being  in  the 
child  welfare  system,  adolescents,  racial  and  ethnic  minorities,  and  persons  in  rural  areas.  In  providing 
substance  abuse  treatment  services,  these  demonstrations  improve  physical,  emotional,  and  social 
functioning,  increase  educational  levels  and  vocational  development,  and  reduce  relapse  rates.  In  FY 
1994,  61  projects  were  funded.  During  this  period  approximately  26,000  initial  contacts  were  made.  Of 
the  initial  contacts  made,  nearly  90  percent,  23,000  people,  entered  treatment  programs.  Some  of  these 
projects  spent  the  first  few  months  planning  and  beginning  the  programs.  As  a  result,  the  numbers  for 
FY  1995  should  reflect  a  higher  percentage  of  people  served.  In  FY  1996,  new  funds  available  from 
expiring  demonstration  grants  will  support  demonstration  efforts  under  the  new  consolidated  Substance 
Abuse  Demonstration  and  Training  Cluster. 

Comprehensive  Community  Treatment  Programs:  The  Comprehensive  Community  Treatment  Programs 
(CCTP)  offer  a  wide  array  of  substance  abuse  treatment  initiatives  designed  to  improve  the  effectiveness 
and  comprehensiveness  of  treatment  services.  The  Rural,  Remote  and  Culturally  Distinct  Populations 
initiative  supports  systems  of  substance  abuse  and/or  dependence  intervention,  treatment  and  recovery 
services  for  individuals  with  culturally  distinct  characteristics.  There  are  currently  6  projects,  3  with 
Native  American  tribal  governments,  1  focusing  on  Alaskan  natives,  1  serving  migrant  workers  and  Native 
Americans,  and  1  serving  Native  Hawaiians.  Five  of  these  projects  were  funded  at  the  end  of  FY  1993, 
with  the  first  year.  Phase  I,  being  intended  as  a  planning  year.  By  the  end  of  FY  1994  the  plans  were 
approved  and  all  of  the  projects  began  Phase  II,  project  implementation.  These  five  projects  have 
submitted  plans  for  a  program  management  information  system  which  will  be  used  to  track  client  data 
from  intake  through  assessment  and  referral.  All  of  the  management  information  systems  plans  have  been 
approved.  In  addition,  these  projects  have  submitted  evaluation  plans  (for  data  collection  and  program 
evaluation)  which  have  been  approved.  At  the  end  of  FY  1995  a  new  project  was  funded  in  Hawaii  which 
will  follow  the  same  path  as  those  projects  awarded  in  FY  1993.  CSAT  is  also  collaborating  with  the 
Centers  for  Disease  Control  and  Prevention,  the  Department  of  Housing  and  Urban  Development,  and  the 
Indian  Health  Service  to  strengthen  delivery  of  health  care  and  substance  abuse  treatment  services  in  rural 


In  conjunction  with  the  Department  of  Labor,  CSAT  supports  eiuiched  substance  abuse  treatment  at  four 
Job  Corps  Centers  across  the  country.    These  Centers,  and  four  matched  control  Centers  without  the 
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enhanced  services,  form  the  core  of  a  project  dedicated  to  examining  the  long-term  effects  of  early 
identification  and  treatment  of  adolescents  in  a  vocational  setting.  To  date,  this  project  has  screened  over 
6,800  adolescents  at  entry  to  Job  Corps  and  over  4,000  adolescents  at  termination.  Early  analyses  of  data 
show  that  substance-abusing  students  are  beginning  to  have  lengths  of  stay  equivalent  to  those  of  non- 
substance  using  adolescents  and  are  able  to  successfully  complete  a  treatment  program.  Follow-up  data 
at  one  year  are  also  starting  to  become  available.  While  tentative,  the  small,  early  sample  suggests  that 
long-term  positive  effects  (higher  employment,  lower  involvement  with  both  crime  and  drugs)  are 
associated  with  the  enriched  program. 

In  collaboration  with  the  Center  for  Mental  Health  Services,  CSAT  funded  16  projects,  each  of  which 
developed  a  manual  on  a  specific  clinical  intervention  for  treating  homeless  individuals  with  co-occurring 
mental  health  and  substance  abuse  disorders.  In  FY  1994,  six  of  the  16  projects  were  funded  for  Phase 
II,  implementation  of  clinical  intervention  documented  in  the  Phase  I  manual.  These  sites  will  evaluate 
the  intervention  process  as  well  as  client  outcome.  The  six  sites  will  receive  continued  funding  in  FY 
199S,  becoming  operational  and  providing  data  at  that  time.  No  continuation  funds  are  requested  for  this 
initiative  in  FY  1996. 

The  National  Capital  Area  Demonstration  program,  originally  funded  in  FY  1993,  is  a  cooperative 
agreement  with  the  Metropolitan  Washington  Council  of  Governments  to  design  and  implement  a 
comprehensive  model  of  substance  abuse  treatment  for  the  greater  Washington  region  that  can  be  applied 
to  all  critical  populations.  There  are  eight  local  govenmients  participating  in  the  Metropolitan  Area 
Treatment  Enrichment  Systems  (MATES).  Phase  I  of  the  project  included  administrators  and  staff  from 
all  participating  agencies  designing  and  developing  outreach  and  case  management  systems.  The  project 
was  implemented  during  FY  1994  and  will  be  fiilly  operational  by  the  end  of  the  year.  No  continuation 
funds  are  requested  for  this  initiative  in  FY  1996. 

In  conjunction  with  the  Social  Security  Administration,  CSAT  has  funded  the  Models  of  Managed  Care 
for  Supplemental  Security  Income  (SSI)  Beneficiaries  program.  Begun  in  FY  1993,  this  program  is 
designed  to  provide  outreach  to  SSI  recipients,  build  referral  and  monitoring  capabilities  for  those  disabled 
due  to  drug  and  alcohol  abuse,  and  test  the  effectiveness  of  intensive  case  management  and  the  use  of 
organizational  representative  payees  for  SSI  recipients.  The  first  year  of  the  project  was  intended  as  a 
planning  and  implementation  year.  The  two  sites  are  proceeding  with  establishing  outreach,  case 
management,  representative  payees,  and  linkages  with  other  health  and  social  service  activities.  Both  sites 
should  be  fully  operational  early  in  FY  1995,  during  which  time  evaluation  of  the  activities  will  be 
conducted.  In  addition,  a  new  award  is  planned  in  FY  1995,  bringing  the  total  number  of  test  sites  to 
three. 

Several  other  CCTP  initiatives  include  disaster  assistance  to  bolster  relief  efforts  following  the  Los 
Angeles  earthquake;  a  collaborative  effort  with  the  National  Institute  of  Child  Health  And  Human 
Development  to  study  the  acute  and  long-term  neurodevelopmental  consequences  of  intrauterine  exposure 
of  low  birth  weight  infants  to  substance  abuse,  especially  cocaine;  a  collaborative  effort  with  the  Office 
of  Population  Affairs  to  support  training  to  improve  assessment,  referral,  and  case  management  for 
pregnant  and  postpartum  women  in  OPA  clinics;  a  collaborative  effort  with  the  National  Institute  on  Drug 
Abuse  for  the  demonstration  of  cost-effective  linkage  programs;  support  for  the  State  Needs  Assessments; 
a  comprehensive  outpatient  treatment  program  for  Amity,  Inc.,  in  cooperation  with  the  Adult  Probation 
Department  of  the  Pima  County  (AZ)  superior  Court  for  drug-using  offenders  diverted  from  incarceration 
to  treatment;  and  a  comprehensive  treatment  and  prevention  program  administered  by  CODAC  Behavioral 
Services  for  substance-abusing  mothers  and  their  infants.  The  last  two  projects  are  pursuant  to  directives 
in  the  appropriations  language  for  the  Special  Forfeiture  Fund. 


939 


53 

Addiction  Treatment  Training:  In  FY  1993,  CSAT  initiated  an  institutional  training  cooperative  agreement 
program.  The  eleven  Addiction  Training  Centers  (ATCs)  funded  by  CSAT  are  designed  to  develop  and 
maintain  a  network  responsible  for  cultivating  a  cadre  of  health  and  allied  health  practitioners  devoted  to 
the  practice  of  addiction  treatment  and  recovery.  The  ATCs  provide  training  in  addiction  treatment  to  a 
wide  range  of  health  care  workers  (nurses,  social  workers,  psychologists  and  physicians,  addiction 
treatment  counselors).  It  allows  coordination  among  universities,  State  and  local  government  programs, 
and  the  non-profit  addiction  treatment  field  to  link  publicly-funded  addiction  treatment  and  recovery 
programs  with  institutions  that  train  health  and  allied  health  care  practitioners.  The  ATCs  were  established 
in  FY  1993  to  prepare  students  and  trainees  for  careers  in  addiction  treatment,  to  train  health  care  workers 
to  identify  and  refer  to  treatment  drug  users  who  make  contact  with  the  health  care  system,  and  to  provide 
continuing  education  programs  that  permit  health  care  and  treatment  personnel  to  stay  abreast  of  new 
developments.  The  first  year  was  intended  as  a  planning  and  phase-in  year.  While  some  of  the  sites  have 
begun  training  activities,  no  data  is  yet  available  on  the  numbers  of  participants.  All  of  the  eleven  training 
sites  will  be  fully  operational  in  FY  1995.  A  twelfth  training  center,  focusing  on  training  needs  for 
practitioners  in  rural  areas,  will  be  funded  in  FY  1995.  The  performance  measures  for  each  ATC  will  be 
the  number  of  trainees  who  participate  and  the  number  of  clock  hours  of  training  being  provided.  The 
FY  1996  funding  level  will  allow  these  projects  to  continue  at  the  same  level  as  FY  1995. 

In  addition  to  the  Addiction  Training  Centers,  CSAT  operates  the  Project  for  Addiction  Counselor 
Training  (PACT).  This  project  provides  career  development  opportunities  to  increase  the  number  of 
credentialed  counselors  nationwide.  It  also  increases  skills  in  practicing  entry-level  alcohol  and  other  drug 
abuse  counselors  by  providing  training  to  help  them  meet  requirements  for  certification.  Between  200  and 
300  internship  opportunities  are  provided  for  each  year.  In  addition,  PACT  has  provided  more  than 
250,000  contract  hours  of  classroom  instruction  for  more  5,600  trainees.  CSAT  will  extend  the  PACT 
contract  through  FY  1995  to  allow  for  an  orderly  phaseout  of  this  program  and  consolidate  CSAT  training 
activities  through  the  Addiction  Training  Centers. 

AIDS  Demonstrations  and  Training:  The  AIDS  Health  Care  Worker  Training  initiative  increases  the  focus 
on  the  relationship  between  substance  abuse,  HTV/AIDS,  tuberculosis  and  sexually  transmitted  disease  in 
an  effort  to  support  knowledge  development  and  competency-based  training  in  the  provision  of  treatment 
services.  The  Center  for  HTV/Substance  Abuse  Training,  initiated  in  FY  1992,  is  designed  to  improve  the 
HIV  skills  of  alcohol  and  drug  abuse  treatment  staff  and  health  care  service  providers,  as  well  as  to 
nurture  the  development  of  a  centralized  approach  to  HTV  and  substance  abuse  training  services  by  State 
alcohol  and  drug  abuse  agencies.  To  date,  the  program  has  made  97  offerings  of  1 1  courses  in  33  States 
to  more  than  3,000  substance  abuse  treatment  staff  and  conducted  69  Training  of  Trainer  workshops  in 
24  States.  In  FY  1 994,  these  components  were  incorporated  into  the  Addiction  Training  Centers.  Funds 
requested  in  FY  1996  will  continue  to  support  these  efforts  at  the  current  level. 

CSAT  is  collaborating  with  the  Health  Resources  and  Services  Administration's  Bureau  of  Primary  Health 
Care  to  implement  an  AIDS  Linkage  demonstration  designed  to  strengthen  the  linkages  and  integration 
between  the  primary  health  care,  alcohol,  substance  abuse,  HIV/AIDS,  and  mental  health  treatment 
systems.  This  initiative  supports  activities  to  create  comprehensive,  community-based  model  programs 
to  better  serve  the  needs  of  injecting  drug  users,  other  high  risk  substance  abusers,  their  sexual  partners, 
and  particularly  substance  abusers  who  are  members  of  critical  populations.  In  FY  1995,  there  are  18 
projects  which  include  substance  abuse  treatment  programs,  community  health  care  centers,  hospitals,  and 
community-based  organizations.  Each  project  has  four  components:  provision  of  substance  abuse 
treatment;  primary  health  care;  mental  health  services;  and,  screening  and  treatment  for  communicable 
diseases  (HTV/STDs/TB).  In  FY  1996,  the  new  funds  available  from  expiring  demonstration  grants  will 
support  demonstration  efforts  under  the  new  consolidated  Substance  Abuse  Demonstration  and  Training 
Cluster. 
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AIDS  Outreach  Demonstrations  support  outreach  and  appropriate  service  linkages  for  the  target  population: 
injecting  drug  users,  their  sexual  partners,  and  other  high  risk  substance  abusers.  The  goal  of  this  program 
is  fourfold:  (1)  demonstrate  replicability  and  cost-effectiveness  of  community-based  risk  reduction  and 
strategies  (models);  (2)  determine  if  these  behavior  modification  efforts  produce  changes  in  the  incidence 
of  HTV,  STDs  and  TB  in  the  targeted  populations  and  communities;  (3)  provide  medical  diagnostic 
services  for  HIV/AIDS  and  related  diseases;  and,  (4)  encourage  early  entry  into  treatment  and  make 
appropriate  arrangements  for  treatment  of  chemical  dependence.  This  community-based  initiative  is 
intended  to  help  communities  establish  outreach  and  intervention  services,  organize  existing  resources,  and 
add  basic  components  that  do  not  currently  exist  for  substance  abusers  and  other  target  populations  who 
are  at  risk  for  HTV/AIDS.  In  FY  1994,  there  were  33  projects  run  through  a  variety  of  organizations 
including  hospitals,  universities,  and  local  govenunent  mental  health  and  substance  abuse  agencies.  From 
April,  1993  through  March,  1994,  outreach  projects  reported  approximately  280,000  contacts,  defmed  as 
brief  encounters  with  (totential  clients  which  include  distribution  of  educational  materials  and  brief  risk 
reduction  interventions.  From  those  contacts,  33,736  clients  were  seen.  Clients  received  various 
interventions  designed  to  assess  and  reduce  their  risk  for  HTV,  STDs,  TB,  and  other  drug  abuse.  Clients 
received  HTV  referrals  and  testing,  TB  screening,  and  substance  abuse  treatment  referrals.  As  a  result  of 
the  AIDS  Outreach  program,  2,248  clients  entered  substance  abuse  treatment.  In  addition,  data  indicate 
that  condom  and  bleach  usage  increased  among  clients,  while  needle  sharing  and  incidence  of  STDs 
decreased.  All  of  the  existing  programs  received  their  final  year  of  funding  in  FY  1994.  CSAT  will 
award  approximately  14  new  awards  in  FY  1995. 

Activitv  Table 


1994 
Actual 

1995 
Appropriation 

$  35,520,000 

162,158,000 

18,026,000 

1996 
Estimate 

Current  Programs 
Target  Cities 

$   34,848,000 
168,946,000 
21,156,000 

$  34,536,000 

Treatment  Improvement  .  . 

AIDS  Demos  and  Training 

Subtotal,  Continuations  . 

Consolidated  Proposal 
Consolidated  Demonstration 
and  Training     

107,571,000 

10.287.000 

152,394,000 

84.300.000 

Total 

$  224,950.000 

$215,704,000 

$  236,694,000 
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New  Activities 


The  new  legislative  proposal  in  the  FY  1996  request  consolidates  multiple  substance  abuse  prevention  and 
treatment  demonstrations  into  a  single  consolidated  demonstration  program.  While  all  of  the  new 
demonstrations  will  support  development  and  assessment  of  quality  programs  that  meet  emerging  public 
health  needs  in  our  rapidly  changing  health  care  and  fiscal  environments,  major  treatment  programs  and 
projects  have  been  redefined  and  consolidated  into  three  generic  program  categories,  as  described  in  the 
following: 

Managed  Care:  A  portion  of  the  new  FY  1996  demonstrations  will  focus  on  health  care  partnerships  with 
managed  care  approaches.  Formation  of  community  and  provider  support  and  referral  networks  is  critical 
to  operating  in  managed  care  environments.  Publicly-fimded  treatment  programs  have  very  little  history 
of  developing  combined  managerial  and  clinical  partnerships.  Consumers  of  treatment  services  and 
providers  identify  a  number  of  problems  with  services  for  people  with  substance  abuse  disorders, 
particularly  for  people  in  need  of  treatment  through  publicly-fiinded  programs:  1 )  Access  to  treatment 
services:  gaps  in  services  and  eligibility,  2)  Difficulty  in  organizing  the  kind  and  amount  of  care  needed, 
and  3)  Fragmentation  of  services.  CSAT's  new  demonstration  programs  provide  an  opportunity  to  assess 
critical  managed  care  issues  such  as  coordination  between  substance  abuse  and  primary  care  case 
management  models,  development  of  provider  cost-centered  accounting  systems,  and  evaluation  of  network 
data  and  management  information  systems. 

The  goals  of  substance  abuse  treatment  extend  beyond  a  decrease  or  elimination  of  substance  use 
to  rehabilitation.  Vocational  and  social  rehabilitation  services,  residential  living  arrangements  with  varying 
degrees  of  supervision  and  support,  and  other  types  of  community  outreach  are  critical  for  individuals  with 
these  disorders.  Developing  an  efficient  mix  of  treatment  and  rehabilitative  services  along  a  continuum 
of  care  will  vary  under  different  managed  care  systems  depending  on  the  incentives  provided.  CSAT's 
new  demonstration  programs  provide  an  opportunity  to  assess  how  the  incentives  provided  in  different 
managed  care  environments  affect  the  development  of  a  continuum  of  care,  and  how  provider 
organizations  can  achieve  the  necessary  economies  of  scale  to  become  financially  sustainable  over  the  long 
term. 

The  current  interface  between  the  public  and  private  sectors  in  substance  abuse  treatment  is  unclear. 
Regardless  of  whether  substance  abuse  treatment  is  provided  through  public  or  private  channels,  the 
importance  of  revealing  the  total  costs  of  effective  treatment  cannot  be  underestimated.  Tlie  new 
demonstration  programs  in  CSAT  offer  the  potential  for  revealing  total  costs,  by  assessing  costs  of 
treatment  in  such  a  way  as  to  make  explicit  several  types  of  care  that  today  are  financed  either  indirectly 
or  not  at  all. 

CSAT's  current  demonstration  programs  are  operating  in  a  number  of  different  managed  care 
environments  that  have  an  impact  on  access  to  and  utilization  of  treatment.  The  absence  of  generally 
agreed-upon,  publicly  available  patient  placement  and  utilization  review  criteria  for  managed  care  seriously 
limits  accountability  for  patient  management  decisions.  The  new  demonstration  programs  in  CSAT  will 
provide  a  laboratory  within  which  several  patient  placement  criteria  algorithms  will  be  developed  and 
evaluated  following  assessment  of  social,  clinical,  and  rehabilitative  needs  of  patients. 

This  request  includes  funds  for  an  AIDS  Linkage  Initiative.  The  number  of  new  cases  is  rising  where  the 
source  of  transmission  is  injecting  drug  use  or  sexual  intercourse  with  an  injecting  drug  user.  This  patient 
population  is  among  the  least  served  and  the  most  in  need  of  integration  and  linkages  among  mental 
health,  substance  abuse,  primary  and  acute  care  and  public  health  systems.  With  this  initiative,  CSAT  will 
target  resources  for  injecting  drug  users  and  other  populations  at  high-risk  for  contracting  and  spreading 
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HIV/ AIDS.  It  fosters  the  development  of  new  approaches  to  the  delivery  of  more  cost-effective,  efficient, 
and  accessible  care  for  substance  abusers.  This  program  will  forge  new  demonstration  efforts  with 
managed  care  providers  such  as  HMO,  PPO  and  other  organized  care  settings  to  reduce  per  capita  costs 
and  facilitate  early  intervention  and  treatment. 

Systems/Partnerships:  The  FY  1996  request  will  also  support  programs  to  demonstrate  how  community- 
based  organizations  at  the  core  of  the  publicly-ftinded  substance  abuse  treatment  system  can  best  develop 
their  organizational  structures  and  management  capabilities  to  adapt  to,  and  thrive  in,  changing  economic 
and  clinical  environments. 

In  any  business  organization,  the  effective  expenditure  of  time  and  resources  on  developing  a  product  or 
service,  and  the  quality  of  the  results,  reflect  the  internal  capacity  of  the  organization.  The  ability  to  plan, 
organize,  staff,  direct  and  control  constitute  the  basic  elements  of  sound  management.  Organizational 
development—  developing  the  expertise  and  skills  to  manage  change  effectively—is  an  ongoing  process 
in  successfiil  businesses.  Among  community-based  organizations  and  other  not-for-profit  entities, 
however,  organizational  development  is  often  viewed  as  optional.  For  these  organizations,  including 
substance  abuse  treatment  providers,  available  resources,  which  are  often  insufficient,  are  triaged  into 
direct  services.  The  development  of  skills  and  systems  to  ensure  the  continued  viability  of  such 
organizations  is  often  neglected. 

The  goal  of  these  demonstrations  is  to  develop  new  models  of  entrepreneurship  that  community-based  and 
other  not-for-profit  substance  abuse  providers  can  employ  so  that  these  typically  totally  dependent 
organizations  will  be  able  to  control  their  destinies  rather  than  become  victims  of  changing  circumstances. 
Awards  would  be  available  to  test  and  evaluate  a  variety  of  capacity  building  options  such  as  expanded 
public/private  partnerships;  formation  of  provider  networks;  staff  development  and  training;  facilities 
improvement;  development  of  management  information  and  data  systems  (e.g.,  ccelerated  outcome  data; 
billing  and  collection  systems;  utilization,  cost  and  quality  assurance  information;  customer  satisfaction 
monitoring);  development  of  internal  research  capability  to  strengthen  evaluation,  learning  and  the  ability 
to  tap  research  funding  streams  for  product/service  R&D;  investment  strategies,  leveraging,  mergers  and 
acquisitions. 

Existing  publicly  funded  substance  abuse  treatment  programs  provide  a  solid  foundation  of  treatment 
capacity  and  expertise  which  the  nation  can  ill  afford  to  lose.  Yet  the  role  of  community-based  and  other 
not-for-profit  substance  abuse  treatment  providers  must  change  under  managed  care  and  other  ongoing 
state  health  care  reform  initiatives  if  such  organizations  are  to  survive.  With  managed  care's  emphasis 
on  referring  clients  to  and  paying  for  the  most  appropriate  placement,  these  providers  need  to  be  able  to 
treat  a  broad  range  of  clients  not  just  those  whose  care  is  subsidized  with  public  funds.  Without  help  in 
upgrading  their  programs,  many  publicly  funded  providers  will  not  be  able  to  meet  the  competitive 
demands  of  the  marketplace  and  will  not  be  able  to  attract  private  clients  and  private  health  insurers 
seeking  to  contract  for  treatment  services. 

The  proposed  demonstrations  will  develop  models  to  help  publicly  fiinded  programs  upgrade  their 
operations,  in  the  three  areas  where  such  help  is  most  needed:  improved  organizational  and  managerial 
competence;  upgraded  quality  of  services  and  staff;  and  facilities  improvement.  It  is  anticipated  that  the 
results  of  these  demonstrations  will  be  strategies  that  can  be  replicated  in  other  communities  including 
documentation  (e.g.,  policies  and  procedures  manuals)  that  can  be  disseminated  to  states,  local 
governments  and  providers.  These  demonstrations  fulfill  the  Federal  leadership  responsibility  to  protect 
the  substantial  Federal  investment  in  substance  abuse  services  for  underserved  populations  and  to  help  the 
field  prepare  to  meet  the  challenges  of  change. 
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Client  Oriented  Services:  CSAT  will  redirect  the  balance  of  its  new  demonstration  funding  in  FY  1996 
to  programs  for  women  and  children  who,  as  a  result  of  chronic  substance  abuse  issues  in  the  family,  are 
in  need  of  multiple  services,  including  welfare,  housing,  and  medical  care.  CSAT's  demonstrations  will 
develop  knowledge  about  cost-effective  ways  to  provide  client  and  family  oriented  treatment  services  and 
reduce  the  human  and  social  costs  of  intergenerational  substance  abuse.  In  addition,  these  funds  will 
provide  for  new  demonstrations  designed  to  develop  application-oriented  knowledge  about  how  to  improve 
the  quality,  outcomes,  and  cost-effectiveness  of  substance  abuse  treatment  and  related  services  for 
chronically  drug-abusing  and  severely  addicted  women  and  their  children.  A  primary  goal  of  this  effort 
is  to  demonstrate  the  implementation  of  approaches  in  a  variety  of  settings,  evaluating  the  outcomes  and 
providing  information  needed  to  develop  standards  of  intervention  and  care  for  this  hard  to  reach  and  ill- 
served  population.  Funds  will  also  be  used  as  an  incentive  for  pooling  public  and  private  resources  and 
service  systems  resources,  including  foundation  support,  non-profit  community-based  coalitions,  broad- 
based  indemnifiers,  and  managed  care  corporations.  These  pooled  resources  will  then  provide  support  and 
enabling  services  to  clients  and  their  families  as  part  of  the  comprehensive  treatment  plan.  Areas  showing 
the  most  preparedness  to  provide  holistic  services  to  the  chronic  substance  abusing  population  and 
participate  in  rigorous  demonstration  projects  will  be  selected,  to  gain  immediate  return  on  this  investment. 

Funding  levels  for  last  five  fiscal  years  were  as  follows: 

Funding  Mb 

1991  *  $377,155,000  — 

1992  •  401,699,000  — 

1993  •*  471,277,000  — 

1994  •♦  478,421,000  — 

1995  *♦  454,263,000  — 

*      Comparable  figure  based  on  the  ADAMHA  Reorganization  Act,  P.L.  102-321. 
**      Comparable  figure  based  on  FY  1996  SAMHSA  reauthorization  proposal. 


Rationale  for  the  Budget  Request 


The  FY  1996  President's  Budget  proposes  a  total  of  $452,774,000,  which  is  a  decrease  of  $1,489,000 
from  the  FY  1995  Appropriation.  The  projection  for  substance  abuse  treatment  new  starts  totals 
$84,300,000,  which  includes  $79,557,000  for  new  grants,  and  $4,743,000  for  new  contracts.  Substance 
abuse  prevention  new  starts  total  $50,194,000,  all  of  which  will  be  new  grants  and  cooperative  agreements. 
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Substance  Abuse  Performance  Partnerships 

Authorizing  Legislation  -  New  Legislation  to  be  submitied. 

1994  1995  1996  Increase  or 

Actual Appropriation  Estimate  Decrease 

FTE        BA  FTE        BA  FTE        BA  FTE        BA 

Total    28  $1,192,407,000       28  $1,240,808,000       28  $1,294,107,000       —    +$53,299,000 

1996  Authorization: 

Substance  Abuse  Performance  Partnerships To  be  submitted 


Note:    FY  1994  Actual  excludes  transfers  by  the  States  to  the  Mental  Health  Block  Grant  in  the  net 
amount  of  $12,317,886,  as  allowed  by  section  205  (b)  of  P.L.  102-321. 


Purpose  and  Method  of  Operation 


The  Substance  Abuse  Performance  Partnerships  consolidate  the  former  Capacity  Expansion  Program  and 
the  Substance  Abuse  Prevention  and  Treatment  Block  Grant  into  a  single  new  program.  The  Capacity 
Expansion  Program  (CEP)  was  designed  to  expand  the  availability  of  drug  treatment  services  in  areas  of 
need  as  identified  in  State  needs  assessment  data  and  State-wide  treatment  plans  being  developed  under 
the  SSDP.  The  program  was  specifically  authorized  by  the  1992  ADAMHA  Reorganization  Act  and 
fiinded  entirely  from  special  forfeiture  fiinds  in  FY  1992-93.  All  current  CEP  grants  will  expire  at  the 
end  of  FY  1995. 

Current  law  requires  that  States  comply  with  numerous  funding  agreements,  including  the  provision  of 
services  for  women  and  intravenous  drug  users,  the  provision  of  HTV  and  TB  screening,  counseling  and 
treatment  services,  and  the  submission  of  State-wide  needs  assessments.  In  order  for  States  to  qualify  for 
their  block  grant,  they  must  conduct  an  assessment  of  the  prevalence  of  substance  abuse  and  the  need  for 
treatment.  Beginning  with  FY  1994,  the  States  were  required  to  provide  this  information  in  the  State  Plan, 
which  is  submitted  as  part  of  the  uniform  Block  Grant  ^plication,  and  approval  of  the  plan  is  necessary 
before  a  grant  may  be  awarded. 

Within  the  5  percent  Federal  set-aside  for  technical  assistance,  data  collection,  and  program  evaluations, 
a  portion  is  to  be  used  to  support  the  State  Systems  Development  Program  (SSDP),  initially  implemented 
in  FY  1991.  SSDP  is  designed  to  develop  accountability  mechanisms  to  ensure  effective  delivery  of 
qualify  treatment  services.  This  program  is  the  key  to  Federal  efforts  to  guide  and  monitor  addiction 
treatment  services  on  a  national  scale,  while  still  allowing  the  States  latitude  to  design  solutions  to  local 
treatment  problems.  The  components  of  the  SSDP  are  the  Uniform  Block  Grant  application;  the  State 
Needs  Assessment  which  support  the  States  in  their  efforts  to  compile  consistent  epidemiologic  data;  State- 
wide technical  reviews  which  help  States  assess  their  performance  and  identify  technical  assistance  needs; 
and,  targeted  technical  assistance  to  address  needs  identified  in  the  technical  reviews.  CSAT's  Treatment 
Improvement  Protocols  (TIPs)  are  also  part  of  the  SSDP  initiative.  TIPs  are  guidelines  developed  by 
treatment  experts  that  provide  the  best  practice  standards  of  care  and  state-of-the-ait  information  for 
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establishing,  funding,  monitoring,  and  evaluating  addiction  programs.  All  approved  contract  proposals 
for  State  needs  assessments  will  be  funded  by  the  end  of  FY  1995. 

A  new  component  was  added  to  the  SSDP  in  FY  1 995,  the  Managed  Care/Treatment  Outcome  Evaluation 
Program.  This  program  provides  support  to  the  States  for:  1)  the  conduct  of  both  short  and  long  term 
studies  of  the  effects  of  managed  care  at  both  the  State  and  provider  levels  on  substance  abuse  treatment 
access,  cost  and  outcome;  and,  2)  design  and  implementation  of  outcome  monitoring  systems,  cost  studies, 
and  focused  treatment  outcome  studies.  States  would  be  supported  in  the  conduct  of  a  variety  of  study 
methods  including  actuarial  studies,  multivariate  outcome  studies,  cost  studies,  and  analyses  of  data  from 
State  financial,  provider,  and  client  databases. 

A  20  percent  prevention  set-aside  supports  the  development  of  comprehensive  State  prevention  systems 
in  six  strategy  areas:  information  dissemination;  education;  alternatives;  problem  identification  and  referral; 
community-based  process;  and,  environmental  strategies.  Since  1992,  CSAP  has  reviewed  54  States  and 
Jurisdictions  to  assess  the  functioning  of  their  prevention  systems  and  to  target  technical  assistance 
services.  CSAP  has  produced  the  Prevention  Enhancement  Protocols  (PEPS),  state-of-the  art  prevention 
practice  designs.  CSAP  also  supports  the  National  Center  for  the  Advancement  of  Prevention  (NCAP), 
the  focal  point  for  synthesizing  prevention  practice  findings  and  promoting  their  use  at  the  State  level. 

A  total  of  28  FTEs  are  supported  by  set-aside  funds.  Eighteen  of  these  personnel  are  in  CSAT,  with 
responsibilities  for  providing  direct  technical  assistance  to  the  States  regarding  treatment-related  needs  and 
requirements,  based  on  information  gained  from  State  needs  assessments,  and  as  identified  during  the 
conduct  of  compliance  (technical)  reviews.  The  other  ten  staff  are  assigned  to  CSAP  to  perform  various 
prevention-related  activities  in  support  of  State  prevention  efforts,  such  as  needs  assessments,  which  are 
designed  to  identify  and  isolate  prevention  needs  and  to  focus  planning  and  resource  allocations  at  the 
State  level. 

Key  elements  of  the  old  block  grant  law  that  have  been  proposed  for  repeal  by  the  new  legislation  are: 

1)  the  requirement  that  not  less  than  35  percent  of  the  funds  be  spent  on  prevention  and  treatment 
activities  for  drug  and  alcohol,  respectively;  2)  the  requirement  that  States  expend  not  less  than  the  amount 
spent  in  FY  1994  for  services  for  pregnant  women  and  women  with  dependent  children;  3)  the 
requirement  that  IV  drug  abusers  be  provided  treatment  within  14  days  of  individual  requests  for 
treatment,  when  capability  is  available,  otherwise  to  provide  treatment  within  120  days;  4)  the  requirement 
that  treatment  entities  receiving  funds  make  available  tuberculosis  services  to  each  individual  receiving 
treatment;  5)  the  requirement  that  States  establish  a  revolving  fund  of  not  less  than  $100,000,  in  order  to 
provide  loans  of  up  to  $4,000  for  costs  of  establishing  programs  that  provide  group  homes  for  recovering 
alcoholics  and  addicts;  and,  6)  the  requirement  for  States  to  ensure  that  pregnant  women  who  seek 
treatment  are  given  preference  in  admissions  and  publicize  the  availability  of  such  services. 

The  Substance  Abuse  Performance  Partnerships  fiinds  are  distributed  to  each  State  via  a  Congressional ly- 
mandated  formula  for  the  purposes  of  supporting  prevention  and  treatment  services  for  alcohol  and  other 
drug  abuse.  This  budget  assumes  maintenance  of  key  requirements,  earmarks,  and  set-asides  from  the  old 
law  as  follows:  1)  the  requirement  that  20  percent  of  the  Substance  Abuse  Partnership  fiinds  be  dedicated 
to  primary  prevention,  which  focuses  on  the  six  strategy  areas  of  information  dissemination,  education, 
alternatives,  problem  identification  and  referral,  community-based  process,  and,  environmental  strategies; 

2)  the  requirement  that  5  percent  of  the  Block  Grant  be  set-aside  for  Federal  data  collection,  technical 
assistance,  and  evaluation  activities;  3)  the  requirement  that  States  experiencing  at  least  fifteen  cases  [old 
law  threshold  was  ten  cases]  of  positive  HIV  per  one  hundred  thousand  population  increase  spending  from 
2-5  percent,  relative  to  current  levels  of  State  expenditures  for  HIV;  4)  that  States  spend  no  more  than  5 
percent  for  administrative  expenses;  5)  that  States  be  allowed  to  transfer  up  to  10  percent  to/from  the 
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Substance  Abuse  Perfonnance  Partnerships  to/from  the  Mental  Health  Performance  Partnerships;  and,  6) 
retention  of  the  requirement  that  States  enact  laws  against  the  sale  and  distribution  of  tobacco  products 
and  enforce  those  laws.  In  addition,  a  new  provision  has  been  added  to  permit  the  Secretary  to  reserve 
up  to  10  percent  of  the  Ainds  to  be  used  for  performance  incentive  awards  for  recipients  that  make 
exceptional  progress  towards  meeting  national  goals.  This  discretionary  authority  is  expected  to  be 
implemented  in  the  outyears,  not  in  FY  1996. 


Data  Elements  Used  to  Calculate  State  Allotments 

State  allotments  have  been  generated  for  FY  1995  and  FY  1996,  using  the  following  factors: 

•  Total  Personal  Income  data  for  1991,  1992  and  1993  as  received  from  the  Economics  and 
Statistics  Administration,  Bureau  of  Economic  Analysis,  U.S.  Department  of  Commerce,  as 
published  in  Commerce  News  23,  August  1994. 

Total  Taxable  Resources  data  for  1991,  1992  and  1993  as  received  from  the  Office  of  Economic 
Policy,  U.S.  Department  of  the  Treasury,  dated  August  24,  1994. 

•  Population  estimates  for  the  States  for  1993  as  received  from  the  Census  Bureau;  Estimates  of 
Resident  Population  of  States  by  Age,  as  of  July  1,  1993. 

Population  data  for  the  territories  based  on  1990  Census  Data  except  Micronesia  and  the  Marshall 
Islands;  Population  data  for  Micronesia  and  Marshall  Islands  bas^  on  1980  census  data  and  the 
average  rate  of  population  change  from  the  1980  to  the  1990  census.  (Because  Micronesia  and 
the  Marshall  Islands  had  entered  into  a  Compact  of  Free  Association  with  the  United  States,  they 
were  no  longer  considered  territories  in  1990  and  therefore  were  not  included  in  the  1990  census). 

•  A  cost  of  Services  Factor  which  includes  the  following:  FY  1995  proposed  Fair  Market  Rents 
as  received  from  the  U.S.  E>epartment  of  Housing  and  Urban  Development,  issued  June  23,  1994; 
1993  average  annualized  earnings  for  manufacturing  employees  as  received  from  the  Bureau  of 
Labor  Statistics,  U.S.  Department  of  Labor. 

Funding  levels  for  last  five  fiscal  years  were  as  follows: 

Funding  FTE 

1991  •    $1,058,103,000  ~ 

1992  *    1,098,747,000  ~ 

1993  **    1,123,575,000  — 

1994  *•    1,192,407,000  -- 

1995  **    1,240,808,000 

*      Comparable  figure  based  on  the  ADAMHA  Reorganization  Act,  P.L.  102-321. 
**      Comparable  figure  based  on  FY  1996  SAMHSA  reauthorization  proposal. 

Rationale  for  the  Budget  Request  ^____^_ 


The  FY  1996  President's  Budget  proposes  $1,294,107,000,  an  increase  of  $53,299,000  over  the  FY  1995 
comparable  level.    Included  within  the  FY  1996  proposal  is  an  increase  of  $60,000,000  to  encourage 
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States  to  focus  on  hard  to  treat,  chronic  substance  abusers.  As  State  systems  are  unique  and  the  size  and 
characteristics  of  chronic  substance  abusing  populations  vary  from  State  to  State,  funding  increases  within 
the  Substance  Abuse  Performance  Partnerships  will  give  States  maximum  flexibility  in  program  design, 
target  population,  and  program  implementation.  States  will  have  greater  latitude  in  directing  resources 
to  meet  local  needs  and  in  supporting  future  projects  that  will  be  better  tailored  to  meet  the  needs  of  client 
populations.  Negotiated  program  goals  and  performance  measures  will  ensure  that  State  needs  are  met 
without  reliance  upon  restrictive  mandates  and  earmarks.  More  time  will  be  devoted  to  working  with 
partners  in  developing  the  national  agenda  for  substance  abuse  prevention  and  treatment,  and  evaluating 
progress  toward  health  status  goals;  fewer  resources  will  be  devoted  to  developing  and  administering 
multiple  programs,  ensuring  compliance  with  program  requirements,  and  conducting  activities  not 
inherently  Federal  in  nature. 
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State/TeiTltofy 


1994 

1994 

1995 

1996 

Actud*' 

Appropristion 

AppropriaUon  ^ 

Estimate^ 

$13,083,374 

$15373,739 

$16333.558 

$17.337389 

2.170.796 

2.170.796 

1.716.152 

1.799388 

16.034.641 

16.034.641 

18,19132 

19.075.656 

7.450.981 

731231 

8350,119 

8.651325 

158.833.851 

158.833.851 

164,135303 

172,115387 

15,732^44 

15.732344 

17.784.752 

18,649,414 

13355.083 

13.168.024 

13.401,696 

14,053362 

3.372347 

3372347 

3.364.645 

3328327 

3.887,424 

3387.424 

3.155.075 

3,308,469 

50.095.842 

50.095342 

49.150.388 

51339,989 

23.619.081 

24321.154 

26.669366 

27366,191 

5310,235 

5.665304 

5,690.381 

5.967,037 

434834 

3.860.116 

4.341.003 

4352.054 

513236 

513236 

53,633,438 

56340.996 

21.027.406 

26304397 

29316,032 

30.636.461 

11.136379 

10315.738 

11.190.416 

11.734.473 

9.485328 

8,755.783 

9,73,322 

10.195,003 

14368397 

13358.725 

15388.733 

16,032.043 

18343369 

18.773,887 

20.378,379 

21369.138 

4,061,011 

4340.420 

4,798,475 

5.031.768 

22389.174 

22389.174 

2431345 

25,451373 

26.079.966 

28391.146 

29,893350 

31346,919 

46.177.047 

46.177.047 

48,701,101 

51,068,858 

17.325.488 

16375.490 

18.479318 

19,377.644 

427310 

418384 

455,445 

477388 

8.308.352 

9396.888 

9,825319 

10,303.322 

18,487.928 

18.487328 

20.651,348 

21.655,378 

2.927394 

3,046,537 

3,376.780 

3,540,952 

5353.672 

5,12231 

531.685 

5338,471 

5.679374 

5.679374 

6316.824 

6,623,936 

3.681386 

4300319 

4,438326 

4,654,004 

37.452380 

37.452.980 

35380.864 

36.996.154 

5.621,023 

5.621.023 

5.805.151 

6.087,387 

90318.218 

82392342 

84.714,155 

88,832,801 

24399365 

25316.302 

25.959.431 

2731331 

2374.445 

2.176314 

2347,022 

2,356368 

53.151.494 

53,085.411 

55310334 

57,999315 

12.784318 

12305.698 

13386,732 

13,932,708 

12350.658 

11392.734 

13,144367 

13,783317 

49.158,719 

49.158.719 

52346,450 

55,101.161 

Alabama 

Alaska..........^.....^ 

Arizona..................... 

Aricansas.. 

Canfbmia .... 

Colorado — 

CormecdcuL 

OelawaiB 

District  o(  Columbia.. 
Florida 

Qeorgia ........ 

Hawad ............. 

Idaho 

Illinois 

Indiana 

Iowa i 

Kansas 

Kentucky 

LjQuisiana 

Maine 

Maryland 

Massachusetts 

Michigan 

Minnesota 

Minnesota  Indians..... 

Mississippi 

Missouri 

Montana 

Netiraska 

Nevada 

New  Hampshire 

New  Jersey 

New  Mextoo 

New  York 

North  Carolina 

North  Dakota 

Ohio 

Oklahoma 

Oregon 

Pennsylvania 
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Substance  Abuse  Performance  Partnerships 


1994 
StateA'enltofy Actual  ^^ 

Rhode  Island $5,824,784 

South  Cvolina. 14,053,850 

South  Dakota 2,435,929 

Tennessea 16,883,598 

Texas 75.181 ,608 

Utah 8,562,656 

Vermont 1 ,960,825 

Virginia 25.632,420 

Washingtoa 24,807,591 

West  Virginia 6,177,804 

WBConsia 19,956,963 

Wyoming 1,625,869 

American  Samoa 188,749 

Guam 537,326 

N.  Mariana  Islands. 174,916 

Puerto  Rico 14,212,957 

Patau 61 ,024 

Marshall  Islands. 180.525 

Micronesia 427.365 

Virgin  Islands. 520.912 

Total  Intrastate/Territory 

Allotments 1.113,465,829 

Set-Aside 51,323,285 

Total $1,164,789,114 

^'  FY  1994  Actual  reflects  net  transfers  by  the  States  of  $12,317,886  to  the  Block  Grants  for  Community 
Mental  l-lealth  Services  (MIHBG)  from  ttie  Block  Grants  for  Prevention  and  Treatment  of  Substance 
Abuse  (SABG),  as  alkiwed  by  Sectkm  205  (b),  P.L  102-321 .  Additionally,  in  1994,  a  State  Earmark  of 
$7,532,065  was  distributed  from  the  SABG  Set-aside  to  selected  States,  in  compliance  with  Senate 
Report  103-143  to  H.R.  2518  (enacted  as  Publk:  Law  103-112). 

"  FY  1994-95  do  not  include  the  Capacity  Expansion  Program  (CEP)  funcfng  of  $15,300,000  and 
$6,701 ,000,  respectively.  These  arrKxints  have  been  included  in  ether  Partnership  grant  totals,  for 
comparability  purposes. 

^'  FY  1 996  includes  an  increase  of  $60,000,000  to  encourage  States  to  focus  on  hard  to  treat  chronic 
sutjstance  abusers.  FY  1 996  does  not  include  reservation  of  funcfng  for  the  proposed  Secretary's 
performance  incentive  awards. 


1994 

1995 

1996 

Appropriation^ 

Appropriatton  ^ 

Estimate^ 

$5,824,784 

$4,486,642 

$4,704,774 

13,886,098 

14,472,835 

15,176,477 

2,984,646 

2.054,868 

2.154,772 

18.140,637 

19,018,923 

19,943,588 

75,181,608 

80,986,252 

84,923,654 

8,562,656 

9,783,755 

10,259,424 

3,110,892 

2,428.248 

2.546,305 

25,632,420 

28.854.552 

30,257,407 

24,807.591 

2533.792 

26.513.043 

7.036.752 

7.558.586 

7.926.070 

19,761,129 

21.838,831 

22.900.594 

1.391,414 

1,450,631 

1,521,158 

188.749 

204,978 

214,944 

537.326 

583,525 

611,895 

174.916 

189,955 

199,190 

14,212.957 

15,434,972 

16,185,392 

61,024 

66,271 

69,493 

180.525 

196,047 

205,578 

427.365 

464,109 

486,673 

990.912 

446,168 

467,860 

1.118,251.650 

1.172,401,650 

1,229,401,650 

58.855,350 

61.705.350 

64,705,350 

$1,177,107,000 

$1,234,107,000 

$1,294,107,000 
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Buildings  and  Facilities 

Authorizing  Legislation:   Section  301  of  the  Public  Health  Service  Act. 


1994  1995  1996  Increase  or 

Actual  Appropriation Estimate  Decrease 

FTE  BA    £21  BA    FH  BA    FJE  BA 

Total    —  $952,000      —  _      _  _      _  _ 

1996  Authorization: 

PHSA  Section  301 Indefinite 


Purpose  and  Method  of  Operation _ 


The  District  of  Columbia  was  required  to  prepare  a  master  plan  for  the  St.  Elizabeths  Hospital  real 
property,  buildings,  improvements,  and  personal  property  not  transferred  to  the  District  on  October  1, 
1987.  The  District  Government  has  submitted  its  proposed  master  plan  required  by  P.L.  98-621  and  is 
awaiting  Congressional  action  on  that  proposal.  The  reduction  of  $952,000  in  FY  1995  for  buildings  and 
facilities  reflects  the  impact  of  the  legislative  proposal  to  transfer  to  the  District  of  Columbia  all  buildings 
on  the  Saint  Elizabeths  Campus  other  than  those  required  by  the  Federal  Government  for  continuing 
mental  health  research. 

Funding  levels  for  last  five  fiscal  years  were  as  follows: 

Fundine  FTE 

1991  ♦   —  — 

1992  *   —  — 

1993  ♦*    $952,000  — 

1994  ♦♦    952,000  ~ 

1995  ♦•    —  — 

*      Comparable  figure  based  on  the  ADAMHA  Reorganization  Act,  P.L.  102-321. 
**      Comparable  figure  based  on  FY  1996  SAMHSA  reauthorization  proposal. 


Rationaiefor  the  Budget  Request_ 


The  FY  1996  request  does  not  include  any  funding  for  this  program. 
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Program  Management 

Authorizing  Legislation:   Section  301  of  the  Public  Health  Service  Act  and  P.L.  98-621. 


1994  1995  1996  Increase  or 

Actual  Appropriation  Estimate  Decrease 

FTE                     BA  FTE                     BA  FTE                     BA  FTE                     BA 

Prog.  Mgmt  .    699       $61,296,000  617       $61,128,000  567       $58,042,000  -50       -$3,086,000 


1996  Authorization: 

Program  Management  -  PHSA  Section  301 Indefinite 

S.E.H.  Workers'  Compensation  Fund  -  P.L.  98-621 Indefinite 


Purpose  and  Method  of  Operation 


Funding  for  direct  operations  for  each  of  the  Centers  and  for  the  Office  of  the  Administrator  (OA)  is 
consolidated  within  tiiis  single  line  item.  This  activity  includes  support  for  all  agency  staff  except  those 
positions  providing  data  collection,  evaluation,  and  direct  technical  assistance  to  the  States,  which  are 
supported  by  set-aside  funds  of  the  Perfonnance  Partnerships. 

The  Program  Management  activity  includes  resources  for  coordinating,  directing,  and  managing  the 
agency's  programs.  Program  Management  funds  support  salaries,  benefits,  space,  supplies,  equipment, 
and  overhead  required  to  plan,  supervise,  and  administer  the  programs  of  the  Center  for  Mental  Health 
Services,  the  Center  for  Substance  Abuse  Prevention,  the  Center  for  Substance  Abuse  Treatment,  and  the 
Office  of  the  Administrator.  Also  included  in  the  Program  Management  funds  are  the  costs  of 
accommodating  employees  with  disabilities. 

Funds  are  also  required  for  direct  support  of  certain  program  activities,  including  the  neuropsychiatric  care 
and  treatment  of  merchant  seamen;  the  monitoring  of  the  Community  Mental  Health  Centers  obligations; 
the  Disaster  Assistance  Program;  comprehensive  technical  performance  reviews  for  the  Substance  Abuse 
Performance  Partnerships,  which  are  a  critical  component  of  the  State  Systems  Development  Program 
(SSDP);  and  the  reviews  of  States'  program  perfonnance  and  plans  for  the  Performance  Partnerships. 

Program  Management  funds  also  support  the  Office  of  Applied  Studies  (OAS),  which  is  part  of  the  Office 
of  the  Administrator.  It  serves  as  a  focal  point  for  SAMHSA's  data  collection  activities.  The  OAS 
conducts  analysis  and  disseminates  data.  OAS  is  also  responsible  for  coordinating  evaluation  and  program 
activities  for  the  agency.  The  Office  coordinates,  interprets  policy,  and  provides  general  oversight  of  all 
SAMHSA  data  activities.   It  also  conducts  several  major  national  surveys. 

Activities  in  the  Office  of  the  Administrator  provide  overall  management  and  leadership  for  agency-wide 
policy  concerning  substance  abuse  and  mental  health  services  to  more  effectively  meet  the  needs  of 
people,  through  improvement  in  treatment  service  systems.  The  OA  responds  to  policy  and  data  requests 
from  outside  organizations  and  provides  administrative  and  management  support  to  the  entire  agency 
through  its  centralized  services.  These  include  personnel  services,  equal  employment  opportunity,  space 
and  property  management,  and  telecommunications  and  ADP  activities.  The  latter  includes  support  for 
the  Agency's  Local  Area  Network  (LAN)  system  and  personal  computer  support  for  all  SAMHSA 
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employees.  Included  within  the  OA  are  staff  who  coordinate  contract  and  grant  review  and  award 
policies,  agency  program  planning,  and  other  administrative  and  technical  staff. 

The  OfUce  of  the  Administrator  provides  leadership  and  guidance  in  developing  and  implementing  the 
agency  plans  to  meet  women's  substance  and  mental  health  services  needs  among  the  three  SAMHSA 
components  and  provides  overall  direction  for  the  SAMHSA  HIV/AIDS  programs.  The  OA  also  provides 
support  and  overall  direction  for  the  Agency's  role  in  alcohol  prevention  and  treatment  which  includes 
special  emphasis  on  fetal  alcohol  syndrome/fetal  alcohol  effect. 

Funding  levels  for  last  five  fiscal  years  were  as  follows: 

Funding  FTE 

1991  • $49,477,000  638 

1992  ♦    54,61 1,000  690 

1993  •*    57,820,000  739 

1994  ••    61,296,000  699 

1995  ♦♦    61,128,000  617 

*  Comparable  figure  based  on  the  ADAMHA  Reorganization  Act,  P.L.  102-321. 

**         Comparable  fimding  levels  based  on  FY  1996  SAMHSA  reauthorization  proposal. 


Rationale  for  the  Budget  Request , 


Implementation  of  the  consolidation  proposal  will  pennit  SAMHSA  to  streamline  its  program  management 
responsibilities,  conserving  resources  in  the  process.  The  request  of  $58,042,000  for  program  management 
activities  reflects  a  decrease  of  $3,086,000.  This  includes  reductions  of  $3,000,000  and  50  FTEs  (7.6 
percent  reduction  in  staffmg)  due  to  program  consolidation,  $75,000  for  FTS  costs,  and  $1 1,000  for  the 
Working  Capital  Fund. 


Ceiling  Full-Time  Equivalent  Table 


1994 

1995 

1996 

Increase  or 

Actual 

Appropriation 

Estimate 

Decrease 

FTEs: 

Direct 

615 

615 

565 

-50 

Reimbursable  .... 

84 

_2 

Jl 

— 

Total,  FTEs*  .  .  . 

699 

617 

567 

-50 

*  Excludes  FTEs  fiinded  finm  the  set-asides  of  the  Performance  Partnerships. 
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Increases: 


Built-in: 

Annualization  of  January  1995  locality  pay    +$166,000 

Within  grade  pay  increases +747,000 

January  1996  pay  raise  at  2.4% +747,000 

One  extra  day  of  pay +159,000 

Increased  rental  payments  to  GSA +81,000 

Increased  PHS  Service  and  Supply  Fund   +136.000 

Subtotal,  Built-in  increases +2,036,000 


Decreases: 


Built-in: 

FTS  Costs -75,000 

Working  Capital  Fund -11.000 

Subtotal,  Built-in  decreases    -86,000 


Program: 

Absorption  of  built-in  costs  through  program  reductions    -2,036,000 

Reduction  of  50  direct  funded  FTEs   -3.000.000 

Total,  Decreases -5.122.000 

Net  Change   -3,086,000 
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1994 
Actual 

1995 
Appropriation 

$430,520 
942.303 

1996 
Estimate 

$435,557 
927^17 

$415,687 
990.020 

1.362.774 

1.372.823 

1.405.708 
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SUBSTANCE  ABUSE  JWD  MENTAL  HEALTH  SERVICES  ADMINISTRATION 

DRUG  BUDGET  SUMMARY  -   CROSSWALK 

(dollars  in  thousands) 

IQSeVRSOMBOSF 

ACnVITY 
Drug  Resources 
bvFwiction 

Prevention  (AH  Program^ 

Treatment    (AB  Program^ 

Total  

Drug  Resources 

t>v  Budget  Program 

1.  SulMtance  AtMise  Demonstration 

arwl  Tralnirm  Cluster  : 

Substartce  AlMJse  Prevention 

High  Risi(  Youth 

Pregnant  Women  &  Infants. 

Other  Demonstrations 

Community  Preventioa 

Forfeiture  Fund  Transfer. „ 

Public  Education  and  Dissemination. 

Training 

Subtotal,  Preventioa 

Sutwtance  AtHise  Treatment 

Target  Cities  (Crisis  Area^  Demonstrations 

Treatment  lmpro\«ment  Demonstrations: 
Women/Chiidren  Demonstrations 

Forfeiture  Fund  Transfer. 

Campus  Projects 

Criminal  Justice  Program 

Critical  Populations 

Comprehensive  Community  Treatment  Program., 

Forfeiture  Furxi  Trattsfer. 

Addiction  Treatment  Training 

AIDS  Training 

AIDS  Linkage 

AIDS  Outreach 

Subtotal,  Treatment 


2.  Sut>stance  Abuse  Pertormarice  Partnerships  :  ^ 

Treatment  Capacity  Expansion  Program 

Forfeiture  Fund  Transfer. 

Performance  Parlnersh^  (SAPP)  ". 

Forfeiture  Fund  Transfer.... 

Program  Martagement 

TOTAL  SAMHSA. 

Forfeiture  Fund. 


Drug  Only  Funding 

Alcohol  Primary/Drug  Secondary  (SAPP).. 

Alcohol  Under  Age  21  (SAPP) 

Total,  Sutjstance  Abuse 


Total  Agency  Budget. 
Drug  Percentage 


452.774 


63.295 

65,160 



43,440 

22,501 



6,643 

6,643 



114.741 

114.741 



(10.000) 

Co; 



10,840 

13,465 



14,512 

16,049 



253,471 

238,559 



34,848 

35,520 



54,228 

64,228 

___ 

(S.000) 

(10.000) 

_ 

4,095 

0 

___ 

33,990 

37,502 



43,681 

23,561 



27,523 

31,277 



(0) 

(4.000) 



5,429 

5,590 

___ 

2,812 

2,787 



7,828 

7,739 

_  — 

10.516 

7,500 



224,950 

215,704 







919.754 

15,300 

6.701 



(0) 

(0) 



834,306 

877.111 



(10.000) 

(0) 



34.748 

34.748 

33.179 

$1,362,774 

$1,372,823 

$1,405,708 

($25,000) 

($14,000) 

($0) 

1,142,683 

1,143,618 

1,165,360 

168,868 

175.860 

184,410 

51,223 

53,344 

55.938 

1,362.774 

1,372,823 

1.405.708 

$2,150,178 

$2,195,330 

$2,244,392 

63.38% 

62.53% 

62.63% 

V  The  Sut>stance  Abuse  Performance  Partrterships  reflected  in  this  tat>le  do  rtot  include 
Alcohol-only  data.  Also,  the  FY  1994  net  trartsfers  by  the  States  from  the  Sut>stance  AtMJse 
Bioci(  Grant  to  the  Mental  Health  Blodc  Grant  are  not  reflected  in  this  tat>le. 


TOTALS  HAY  NOT  ADO  DUE  TO  ROUNOINQ 
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SUBSTANCE  ABUSE  AND  MENTAL  HEALTH  SERVICES  ADMINISTRATION 

DRUG  BUDGFT  SUMMARY  -    CONSOUDATION 

(dollars  in  thousands) 


19M\RSOMB06E  ,g^  ,995                         1996 

ACnvrTY  Actui  ADoropriation         £«««"««• 
Drug  Resources 
by  Function 

...„       ^,  $435,557  $430,520             $415,887 

Prevention  (A«Proor«,s ^-^  ^ 

Treatment    (AM  Programs) ^"^^  ^!~"Z          ,        ',na 

^_^.                                                                   1.362.774  1.372.823           1.405.708 

Total  

Drug  Resources 
Iw  Budoet  Program 

'■  fS^SSJ^^S^T""^  «.«i  «-■»'        «^™ 

FortaOunFundTnnsler/CCTP. «9  ««^ 

2.  Sul»tance  Abuse  Performance  Partnerships :«  849.606  883.812              919.754 

FortUlun  Fund  Tnnsfer/SAPP. ^'0.00?'  <°) 

"iAJAR  34.748       33.179 

Program  Management 34,748  ^,i-^ 

TnTAi    <%AMHSA                                          $1,362,774  $1,372,823         $1,405,708 

'°;ii^^"^i;->iii;^::=ZZl.........  ^*25.oaa;  ($u.ooo,               m 

pv       ^x^e-^^  1142.683  1,143,618             1,165.360 

sss:K£»i-^iii^^  iS^  1--     ^-ss 

^;^r^Lr:!z::::zz:::=  -^i^  -iJ^  -m^ 

Total  Agency  Budget S2.150.178  $2,195,330        $2.2M.^ 

Drug  P^^Sage «.38%  62.53%               62.63% 

w  Tl»  Su»»tance  AtHise  Perfonnance  Partnerships  reflected  hjthls  tot>le  do  ««>«  »n<^"d« 
juwho^-onlydata.  Also,  the  FY  1994  net  transfers  by  the  Stales  from  the  Substance  Abuse 
Block  Grant  to  the  Mental  Health  Block  Grant  are  not  reflected  in  this  table. 


TOTALS  HAY  NOT  ADO  DUE  TO  ROUNDING 
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SUBSTANCE  ABUSE  AND  MENTAL  HEALTH  SERVICES  ADMINISTRATION 
1996  DRUG  BUDGET  SUMMARY 

Program  Summary 

•  All  programs  administered  by  the  Center  for  Substance  Abuse  Treatment  (CSAT)  and  the  Center 
for  Substance  Abuse  Prevention  (CSAP)  are  considered  drug-related  activities.  Approximately 
71.1  percent  of  the  current  block  grant  and  the  new  performance  parmerships  is  considered  drug- 
related.  This  is  based  on  current  statute  which  requires  a  minimum  expenditure  for  alcohol-only 
activities  for  FY  1995.  The  President's  Budget  currently  proposes  the  elimination  of  this  earmark 
in  FY  1996.  This  budget  assumes  historical  spending  patterns  for  drug-related  prevention  and 
treatment  activities  in  FY  19%  pending  data  on  actual  State  experience  under  the  proposed 
legislation. 

•  SAMHSA  Prevention  Programs  in  FY  1995  are  :  High  Risk  Youth,  Pregnant  and  Postpartum 
Women  and  Infants  program  (PPWI),  and  Other  (Women's)  programs;  Community  Prevention 
Programs;  Public  Education  and  Dissemination  Programs;  and.  Training  programs. 

•  SAMHSA  Treatment  Programs  in  FY  1995  are:  Target  Cities  (Crisis  Areas);  Treatment 
Improvement  Demonstrations,  consisting  of:  Pregnant  and  Postpartum  Women  and  Infants 
(PPWI)  Residetttial  Programs,  Residential  Programs  for  Women  and  Children,  Can^us  Projects 
(FY  1994  is  last  year  of  Federal  support).  Criminal  Justice  Programs,  Critical  Populations 
Programs,  Conq)rehensive  Community  Treatment  Programs  (which  includes  the  National  Capital 
Demonstration),  and  Addiction  Treatment  Training;  AIDS  programs,  including  Training, 
Linkage,  and  Outreach. 

•  In  FY  1996,  all  of  SAMHSA's  current  prevention  and  treatment  demonstrations  will  be  combined 
to  form  the  consolidated  Substance  Abuse  Demonstration  and  Training  Cluster. 

•  In  FY  1995,  additional  capacity-related  treatment  programs  include  the  Capacity  Expansion 
Program  (CEP,  expiring  in  FY  1995)  and  overall  administration  of  the  Substance  Abuse 
Prevention  and  Treatment  Block  Grant  (SAPT).  For  FY  1996,  the  SAPT  is  proposed  for 
restructuring  into  Substance  Abuse  Performance  Partnerships.  Key  elements  of  the  old  block 
grant  law  that  have  been  proposed  for  repeal  by  the  new  legislation  are:  1)  the  requirement  that 
not  less  than  35  percent  of  the  funds  be  spent  on  prevention  and  treatment  activities  for  drug  and 
alcohol,  respectively;  2)  the  requirement  that  States  expend  not  less  than  the  amount  spent  in  FY 
1994  for  services  for  pregnant  women  and  women  with  dependent  children;  3)  the  requirement 
that  IV  drug  abusers  be  provided  treatment  within  14  days  of  individual  requests  for  treatment, 
when  capability  is  available,  otherwise  to  provide  treatment  within  120  days;  4)  the  requirement 
that  treatment  entities  receiving  funds  make  available  tuberculosis  services  to  each  individual 
receiving  treatment;  5)  the  requirement  that  States  establish  a  revolving  fund  of  not  less  than 
$1(X),000,  in  order  to  provide  loans  of  up  to  $4,000  for  costs  of  establishing  programs  that 
provide  group  homes  for  recovering  alcoholics  and  addicts;  and,  6)  the  requirement  for  States 
to  ensure  that  pregnant  women  who  seek  treatment  are  given  preference  in  admissions  and 
publicize  the  availability  of  such  services. 
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SAMHSA's  Office  of  Applied  Studies  (OAS)  is  responsible  for  data  collection  and  policy  analysis 
for  substance  abuse  surveys  and  studies,  including  the  Drug  Abuse  Warning  Network  (DAWN), 
National  Household  Survey  on  Drug  Abuse  (NHSDA),  National  Drug  and  Alcoholism  Treatment 
Unit  Survey  (NDATUS),  Alcohol  and  Drug  Services  Survey  (ADSS),  State  Alcohol  and  Drug 
Abuse  Profile  (SADAP),  and  the  Client  Data  System  (CDS).  Most  of  these  activities  are 
supported  from  the  SAPT  Block  Grant  Set-aside.  In  addition,  OAS  provides  oversight  to  the 
SAMHSA  service  systems  evaluation  program. 


1996  Highlights 


Consolidated  Substance  Abuse  Demonstration  and  Training  Cluster 

•  The  1996  budget  proposes  to  consolidate  all  former  SAMHSA  prevention  and  treatment 
demonstrations  and  training  programs  into  a  single  Substance  Abuse  Demonstration  and  training 
Cluster.  The  total  request  of  $452.8  million  for  the  substance  abuse  demonstration  program  is 
approximately  the  same  as  the  1995  appropriation  levels.  However,  it  is  the  Administration's 
intention  to  phase  these  programs  down  over  the  next  two  fiscal  years.  As  current  demonstration 
projects  that  have  major  service  con^nents  are  ended,  the  Administration  plans  to  transfer 
demonstration  savings  to  the  Substance  Abuse  Performance  Partnerships.  In  total,  the  reductions 
in  demonstration  programs  will  reach  approximately  47  percent  by  FY  1998. 

•  Although  consolidated  under  a  single  program  authority,  projects  initiated  under  the  former 
demonstration  programs  will  receive  continuation  funding  in  1996.  This  includes,  for  example. 
Target  Cities,  Criminal  Justice,  High  Risk  Youth,  and  Community  Prevention  Partnerships. 
Significant  changes  will  be  made  in  the  nature  of  SAMHSA's  demonstration  work  which  go 
beyond  the  elimination  of  discrete  sub-program  categories.  Projects  will  focus  on  the 
development  of  timely,  relevant  knowledge  of  immediate  use  to  service  providers  and  policy 
makers.  For  example,  areas  of  study  might  be  how  best  to  integrate  services  to  meet  the  needs 
of  individuals  and  their  families  or  the  effectiveness  of  different  service  financing  models.  Each 
project  will  be  required  to  have  a  strong  evaluation  component  and  to  compare  outcomes  against 
anticipated  results.  The  average  cost  of  projects  is  expected  to  increase  as  there  is  more  of  a 
systems  focus,  and  the  average  length  of  projects  will  be  shortened.  Outcomes  will  be  reported 
on  an  ongoing  basis  throughout  projects,  and  results  will  be  quickly  accomplished.  The  1996 
budget  projects  an  increase  of  about  18  percent  for  new  substance  abuse  projects. 

New  Programs 

•  Development  of  a  targeted  demonstration  agenda  will  be  key  to  the  success  of 

SAMHSA's  programs.  Representatives  of  State  agencies,  community  groups,  and  other 
public  and  private  service  providers  will  participate  in  an  annual  agenda-setting  process 
designed  to  identify  and  prioritize  major  issues  facing  the  prevention  and  treatment  fields. 
Proposed  new  demonstration  funds  will  be  used  for  projects  in  one  or  more  of  six  new 
areas  of  emphasis.  Resources  dedicated  to  each  will  be  adjusted  once  the  demonstration 
agenda  is  developed  and  project  proposals  are  assessed.  These  areas  are: 

-  Managed  Care 

-  Systems  and  Parmerships 

-  Evaluation/Technology  Development  and  Transfer 


958 


74 

•    Client-oriented  Services 

-  Training 

-  Public  and  Consumer  Education 

•  One  issue  to  be  addressed  in  FY  1996  is  a  systematic  approach  to  delivering  services  to 
individuals  and  families  affected  by  chronic  substance  abuse,  defmed  as  abuse  of  illicit 
substances  alone  or  in  tandem  with  alcohol  at  levels  sufficient  to  cause  functional 
impairment.  These  individuals  are  at  greatest  risk  of  incarceration,  infectious  disease, 
abuse,  unemployment,  and  a  host  of  other  health  and  social  problems.  Any  effective 
solution  to  the  problem  of  chronic  abuse  must  focus  not  only  on  the  abuser  him  or 
herself,  but  on  a  "circle  of  services"  involving  the  family  and  the  community  as  a  whole 
as  well  as  other  Federal  sources  which  flow  into  commiuiities.  The  domino  effect  of 
substance  abuse  impacts  on  the  family  system.  This  funding  focus  addresses  children  and 
women  who,  as  a  result  of  the  chronic  substance  abuse  issue  in  the  family,  are  in  need 
of  multiple  services,  e.g.,  welfare,  housing,  medical,  including  mental  health. 
Demonstrations  will  develop  knowledge  about  cost-elective  ways  to  provide  client  and 
family  oriented  services  and  reduce  the  human  and  social  costs  of  intergenerational 
substance  abuse. 

•  An  estimated  $40  million  in  Substance  Abuse  Demonstration  and  Training  Cluster  funds 
will  be  redirected  to  demonstrate  more  effective  ways  of  achieving  treatment  success  with 
the  populations  described  above.  Also,  with  the  $60  million  increase  in  the  Substance 
Abuse  Performance  Partnerships,  States  will  be  encouraged,  but  not  required,  to  support 
treatment  initiatives  for  this  same  underserved  population. 

•  SAMHSA  will  support  extensive  service  evaluations,  working  in  concert  with  States 
interested  in  dedicating  a  portion  of  their  Performance  Parmership  funds  to  creating  and 
improving  systems  of  services  targeted  to  individuals  and  families  affected  by  chronic 
substance  abuse.  Funds  will  also  be  used  as  an  incentive  for  pooling  public  and  private 
resources  and  service  systems  resources,  including  foundation  support,  non-profit 
conununity-based  coalitions,  broad-based  indemnifiers,  and  managed  care  corporations. 
These  pooled  resources  will  then  provide  support  and  enabling  services  to  clients  and 
their  families  as  part  of  the  comprehensive  treatment  plan. 

Substance  Abuse  Performance  Partnerships 

•  The  1996  President's  Budget  proposes  to  replace  the  Substance  Abuse  Prevention  and  Treatment 
Block  Grant  with  Substance  Abuse  Performance  Partnerships.  While  similar  in  concept,  the 
partnerships  will  differ  from  the  former  block  grant  in  several  important  ways.  States  will  have 
increased  flexibility  to  direct  resources  to  areas  of  highest  need.  States  will  be  encouraged  to 
develop  service  goals  and  system  performance  measures  for  inclusion  in  their  State  plan  using 
data  standards,  measures  and  goals  determined  by  SAMHSA  in  parmership  with  them.  Progress 
will  be  assessed  against  these  measures.  State  allotments  would  be  available  to  develop  and 
operate  an  ituegrated  health  information  network  to  support  the  operation  and  performance 
measurements  of  this  and  other  health  programs. 

•  Resources  dedicated  to  the  Substance  Abuse  Performance  Partnerships  in  FY  19%  will  include 
a  $60  million  increase.  However,  substantial  increases  will  be  recommended  for  the  Performance 
Parmerships  over  the  following  two  fiscal  years  as  current  demonstration  projects  expire  and 
some  of  the  funds  are  transferred. 
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The  proposed  budget  assumes  maintenance  of  key  requirements,  eannarks,  and  set-asides  from 
the  old  law  as  follows:  1)  the  requirement  that  20  percent  of  the  Substance  Abuse  Performance 
Parmerships  fimds  be  dedicated  to  primary  prevention  (which  will  focus  on  the  six  strategy  areas 
of  information  dissemination,  education,  alternatives,  problem  identification  and  referral, 
community-based  process,  and,  environmental  strategies);  2)  the  requirement  that  5  percent  of 
each  of  the  Performance  Partnerships  be  set-aside  for  Federal  data  collection,  technical  assistance, 
and  evaluation  activities;  3)  the  requirement  that  States  experiencing  at  least  fifteen  cases  [old  law 
threshold  was  ten  cases]  of  positive  HIV  per  one  hundred  thousand  population  increase  spending 
from  2-5  percent,  relative  to  current  levels  of  State  expenditures  for  HIV;  4)  that  States  spend 
no  more  than  5  percent  for  administrative  expenses;  S)  that  States  be  allowed  to  transfer  up  to 
10  percent  to/from  the  Substance  Abuse  Performance  Partnerships  to/from  the  Mental  Health 
Performance  Partnerships;  and,  6)  retention  of  the  requirement  that  States  enact  laws  against  the 
sale  and  distribution  of  tobacco  products  to  minors,  and  that  the  laws  be  enforced.  Also,  a  new 
provision  has  been  proposed  to  permit  the  Secretary  to  reserve  up  to  10  percent  of  the  fimds  to 
be  used  for  performance  incentive  awards  for  recipients  that  make  exceptional  progress  towards 
meeting  national  goals.  This  discretionary  authority  is  expected  to  be  implemented  in  the 
outyears,  not  in  FY  1996 


Treatment  Slots 


Over  the  past  four  fiscal  years,  the  Congress  has  appropriated  fimding  for  a  Capacity  Expansion 
Program  (CEP).  Grants  awarded  under  this  program  have  supported  an  estimated  8,000  drug 
treatment  slots,  providing  services  to  almost  21,000  persons  with  drug  abuse  problems.  The 
singular  intent  of  this  program  was  to  expand  treatment  capacity,  therefore,  in  this  submission, 
CEP  has  been  combined  with  the  Substance  Abuse  Performance  Partnerships. 

All  CEP  awards  will  expire  at  the  end  of  1995.  However,  the  loss  of  these  slots  is  more  than 
offset  by  the  following  net  gains:  slots  created  by  the  increase  of  $60,(X)0,000  in  the  Substance 
Abuse  Performance  Partnerships;  and,  slots  that  will  be  created  by  the  redirection  of  $76,300,0(X) 
from  expiring  1995  treatment  and  prevention  demonstrations.  The  total  projected  net  increase 
of  over  5,100  slots  will  provide  additional  treatment  capacity  for  approximately  13,000  persons. 


SAMHSA  Treatmoit  Slot  Simuiiary 

1994  1995  1996  Increase/ 

Actual  Appropriation          Estimate  Decrease 

Drug  Abuse  Slots: 

Performance  Parmerships    .           74.649  75,549  76,990  -I-    1,441 

Demonstrations     14.057  12.851  16.559  -f    3.708 

Subtoul    88.706  88,400  93.549  -I-   5,149 

Persons  Served 224,426  223,653  236,678  + 13.025 


TOTALS  MAY  NOT  ADD  DUE  TO  ROUNDING 
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SUBSTANCE  ABUSE  AND  MENTAL  HEALTH  SERVICES  ADMINISTRATION 

Anti-Drua  Abuse  Activities 

(dollars  in  ttiousant/s) 


1996  \  DTOUBOSD 


1994 
Actual 


1995  1996 

Appropriation        EsMmate 


250.651 

238.559 

$216,080 

124.349 

129.581 

135.881 

16.539 

16.539 

15.656 

1.  Substance  Abuse  Demonstration 

and  Traininfl  Cluster : 

Substance  Abuse  Prevention 

High  Ftek  Youth $63,295               $65,160 

Pregnant  Women  &  Infants 40,620                22,501 

Other  Demonstrations 6,643                  6,643 

Community  Prevention 114.741               114,741 

Foriettun  Fund  Transfer. (10,000)                      (0) 

Public  Education  and  Dissemination 10,840                13,465 

Training 14,512 16,049 

Subtotal.  Demoitstration  &  Training  Cluster.. 

Performance  Partnerships  /  Prevention  ^ 

Program  Management 

Total.  Prevention 391 ,539 

Substance  Abuse  Treatment 

Target  Cities  (Crisis  Areas)  Demonstrations 34,848 

Women/Children  Demonstrations 54.228 

Forfeiture  Fund  Transfer. (5.00(9 

Campus  Projects 4,095 

Criminal  Justice  Program 33,990 

Critical  Populations 43,681 

Comprehensive  Community  Treatment  Program 27.523 

Forfeiture  Furxl  Transfer. (0) 

Addiction  Treatment  Training 5,429 

AIDS  Training 2,812 

AIDS  Linkage 7,828 

AIDS  Outreach 10,516 

Subtotal.  Demonstration  &  Training  Cluster...  224.950 

2.  Substance  Abuse  Performance  Partnerships  :  ^  

Treatment  Capacity  Expansion  Program 15,300 

Perfonnance  Partrterships  /  Treatment 466,675 

Forfeiture  Fund  Transfer. (10,000) 

Office  of  Applied  Studies  (SAPP  Set-Aside  Funds)...  23.1 90 

CSAP  PPWI  Treatment  Programs 2.820 

Program  Management 18.209 

Subtotal,  Treatment 751 .144              758.939 

TOTAL  DRUG  ABUSE 1.142,683           1.143.618 

Alcohol  Primary  /  Drug  Secondary  (SAPP) 1 68.868             1 75.860 

Alcohol  Under  Age  21  (SAPP) 51.223               53.344 

TOTAL  SAMHSA. $1,362,774         $1,372,823 

Forfeiture  Fund. ($25,000)           ($14,000) 


384.679 

35,520 

64.228 

(10,000) 

0 

37,502 

23,561 

31.277 

(4.000) 

5,590 

2,787 

7,739 

7,500 


215.704 

6,701 

492,635 

(0) 

25.690 

0 

18.209 


367.618 


236,694 
543,525 


17,523 


797.742 


1,165,360 

184,410 

55.938 


$1,405,708 
(fO) 


^  The  Substance  Abuse  Performance  Partnerships  reflected  in  this  tat>le  do  not  include 
Alcotwl-only  data.  Also,  the  FY  1994  net  transfers  by  the  States  from  the  Sut>stance  Abuse 
Block  Grant  to  the  Mental  Health  Block  Grant  are  not  reflected  in  this  table. 


TOTALS  MAY  NOT  ADO  DUE  TO  ROUNOINQ 
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Substance  Abuse  and  Mental  Health  Services  Administration 
HIV/AIDS  Activities 

(Dollars  In  thousands) 
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Mamal  HeaWi: 

M.  H.  Demonstration  and  Training: 

AIDS  Demonstrations..^ ~ — ..~. 

AIDS  Training ~... 

Consolidated  Demortstration  and  Training 

Total.  Mental  Health 

Sut>stance  Atiuse: 

Sutistance  Alxjse  Prevention 
Prevention  Demonstration  and  Training: 

High  Risk  Youth -.. 

Consolidated  Activities ~. 

Total,  Prevention  Demonstrations  (A) 

Sut)stance  Abuse  Treatment 

Treatment  Demonstration  and  Training: 
AIDS  Training  and  Demonstrations: 

AIDS  Training 

AIDS  Linkage _ 

AIDS  Outreach ~ 

Consolidated  Activities 

Total,  Treatment  Demonstrations  (B) , 

Consolidated  Demonstration  and  Training  for 
Prevention  and  Treatment  (A-f  B) 

Total,  Sut)stance  Abuse 

Program  Management 

TOTAL  SAMHSA 

Total  FTEs  (non-add) 


1994 
Actual 

1995 
Appropriation 

1996 
Estimate 

$1,500 
2,943 
(4,443> 

$1,487 
2,943 
(4.430) 

$4,217 

4.443 

mMmjm. 

4;217 

1.000 
(1.000) 

1.000 
(1.000) 

1.000 

1.000 

1.000 

1,000 

2,812 

7,828 

10,516 

(21,156) 

2.787 

7.739 

7.500 

(18.026) 

18,287 

21.156 

18.026 

18.287 

(22.156) 

(19,026) 

19.287 

22,156 

19.026 

19.287 

721 

721 

721 

$27,320 

$24,177 

$24,?25 

(8) 

(8) 

(8) 
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Substance  Abuse  and  Mental  Health  Services  Administration 
HIV/AIDS  by  Functional  Category 

(Dollars  In  thousands) 


Functional  Categories 

II.  Risk  Assessment  and  Prevention: 

C.  Information  and  Education/Preventive  Services: 
1.  IHigh  risk  or  infected  persons: 
a.  Health  education/risk  reduction „ , 

Subtotal.  High  Risk  or  Infected  Persons 

5.  Health-care  workers  and  providers 

Subtotal,  Information  and  EducTPreventive  Servs.. 
Total,  Risk  Assessment  and  Prevention 


1994 
Actual 


$2.500 


2,500 
2,943 


5.443 


5,443 


i99o  1996 

Appropriation    Estimate 


$2.487 


»2.415 


2.487 
2.943 


5.430 


5,430 


2,415 
2.802 


5.217 


5.217 


IV.  Clinical  Health  Servk:es  Research  and  Delivery: 
A.  Servces: 

3.  Sutjstance  abuse  treatment  Improvement  program..  21.877  18.747  19.008 

Subtotjy.  Servtees 21.877  18.747  19.008 

Total.  Clincal  Health  ServKes  Res.  and  Delivery 21.877  18,747  19,008 

Total.  SAMHSA. $27,320  $24,177  $24,225 
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mV/AIDS  Activities 

1994  1995  1996  Increase  or 

Actual  Appropriation  Estimate  Decrease 

Mental  Health   .    $4,443,000  $4,430,000  $4,217,000                      -$213,000 
Substance 

Abuse 22,156,000  19,026,000  19,287,000                       +261,000 

Prog.  Mgmt  .  .  .         721.000  721.000  721.000  — 

Total    $27,320,000  $24,177,000  $24,225,000                       +$48,000 

(FTEs) (8)  (8)  (8)                                 (-) 


The  relationship  between  substance  abuse  and  the  mental  health  consequences  of  HIV  infection  and  the 
transmission  of  HTV  infection  continue  to  be  of  critical  concern  for  SAMHSA.  It  is  estimated  that  there 
are  approximately  1.5  million  injecting  drug  users  in  the  United  States,  most  of  whom  are  multiple  drug 
users.  In  total,  it  is  estimated  that  there  are  more  than  21  million  alcohol  and  other  drug  (AOD)  abusers. 
Many  of  the  sexual  partners  of  these  substance  abusers  are  at  risk  of  exposure  to  HTV  infection. 

The  Substance  Abuse  and  Mental  Health  Services  Administration  (SAMHSA)  supports  a  portfolio  of 
programs  designed  to  train  mental  health  and  substance  abuse  service  providers  and  to  address  the 
treatment  and  prevention  needs  of  HTV  infected  persons  and  those  at  risk  of  HTV  infection.  The  AIDS 
Professional/Medical  Training  program  provides  training  in  HTV  neuropsychiatric  assessment  and 
intervention  for  health  and  moital  health  care  providers. 


Mental  Health 


In  FY  1996,  the  Mental  Health  Demonstration  Program  will  continue  to  support  grants  and  cooperative 
agreements  previously  funded  by  the  HIV/AIDS  Demonstration  Program  and  the  AIDS  Mental  Health 
Care  Provider  Education  Program.   No  new  activities  are  plaimed  for  FY  1996. 

The  HIV/ AIDS  demonstrations  address  the  needs  of  individuals,  their  families,  and  others  who  experience 
severe  psychological  distress  as  a  result  of  being  told  that  they  are  HTV  positive  and  who  experience  the 
possible  psychological  and  neuropsychiatric  sequelae  of  their  HTV/ AIDS  illness.  Awards  to  public  and 
nonprofit  private  entities  are  for  the  development,  establishment,  or  expansion  of  programs  to  provide 
counseling  and  mental  health  treatment  to  such  individuals,  their  families,  and  others. 

The  HIV/AIDS  demonstrations  identify  workable  models  to  promote  new  methods  and  organization 
structures  for  State  and  community  services  systems.  The  demonstrations  also  support  vital  services  to 
populations  in  need,  such  as  seriously  mentally  ill  individuals,  homeless  individuals  and  families,  minority 
communities,  rural  residents,  and  children  and  adolescents. 

Mental  disorders  related  to  HTV  infection,  such  as  dementia  and  major  depressive  illness  are  challenging 
the  nation's  mental  health  care  provider  educational  system  in  new  and  complex  ways.  Because  the 
infection  has  had  a  major  impact  on  already  stigmatized  populations  and  disproportionately  effects 
minority  persons  and  conmiunities,  the  challenge  is  especially  difficult.  The  CMHS  AIDS  Mental  Health 
Care  Provider  Education  program  provides  education  and  training  for  mental  health  care  providers  in  the 
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neuropsychiatric  and  psychosocial  aspects  of  HTV  spectrum  infection.  For  many  providers,  HTV  infection 
is  their  first  experience  with  otherwise  healthy  young  people  who  are  dying.  Increased  knowledge  about 
human  sexuality  is  essential  to  enhance  the  skills  of  other  providers.  CMHS's  training  program  is  based 
on  the  premise  that  education  and  prevention  are  currently  the  most  effective  methods  to  respond  to 
HIV/AIDS. 

Trainees  include  the  traditional  mental  health  care  provider  groups:  psychiatrists,  psychiatric  nurses, 
psychiatric  social  workers,  psychologists,  and  marriage  and  family  counselors.  In  addition,  training  is 
provided  to  medical  students,  primary  care  residents,  and  nontraditional  mental  health  care  providers  such 
as  clergy,  police,  and  alternative  health  care  providers.  CMHS's  training  program  has  placed  special 
emphasis  on  meeting  the  needs  of  minorities,  women,  and  children. 


Substance  Abuse  Prevention 


The  passage  through  adolescence  includes  a  new  and  dangerous  challenge:  avoiding  infection  with  the 
human  immunodeficiency  virus  (HTV).  Adolescents  represent  an  age  population  seriously  impacted  by 
the  epidemic.  While  youngsters  13  to  19  years  of  age  account  for  less  than  two  percent  of  AIDS  cases, 
the  number  of  infected  individuals  is  doubling  every  year. 

Additionally,  over  35  percent  of  AIDS  cases  reported  to  date,  were  diagnosed  when  the  patients  were  20 
to  29  years  old.  Given  the  10  year  median  incubation  period,  many  of  these  individuals  were  infected 
with  the  vims  as  teenagers.  Adolescents  who  use  alcohol  and  other  drugs  are  more  likely  to  become 
sexually  active  at  an  earlier  age  than  their  non-using  counterparts.  Many  factors  that  increase  the  risk  of 
adolescent  use  of  illicit  substances  are  similar  to  those  favoring  the  transmission  of  HIV/AIDS. 

The  Center  for  Substance  Abuse  Prevention  (CSAP)  will  continue  support  for  active  outreach  and  risk 

reduction  activities  within  select  High  Risk  Youth  grants  for  HTV/ AIDS  in  FY  1995. 

FY  1995  is  the  final  year  of  support  for  the  HIV/ AIDS  supplements  in  the  High  Risk  Youth  program. 

New  Prevention  Initiative 

In  FY  1996,  CSAP  proposes  to  support  active  HTV/ AIDS  outreach  and  risk  reduction  activities  within  the 
proposed  consolidated  demonstration  grant  program  and  require  that  evaluation  of  these  components  be 
included  in  their  overall  program  evaluations.  These  efforts  will  support  skills  development  including, 
pre/post  HIV  test  counseling,  outreach  to  resistant  populations,  and  provision  of  services  to  those  who 
have  experienced  loss  due  to  AIDS.  Through  in-house  efforts,  CSAP  would  promote  knowledge  transfer 
which  includes  the  interrelatedness  of  alcohol  and  other  drugs  and  the  spread  of  HIV/ AIDS  and  the  role 
of  gender,  age,  and  culture/socioeconomic  factors  and  HIV/AIDS. 

The  extent  to  which  participants  have  developed  increased  knowledge  about  HTV/AIDS  will  be  assessed 
as  will  behavioral  intentions  to  change  high  risk  sexual  practices.  A  long  term  follow  up  will  be 
conducted  to  assess  differences  in  the  rate  of  HTV  incidence  between  those  participating  in  the  prevention 
program  and  those  not  participating  in  the  program. 
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Substance  Abuse  Treatment 


Data  indicate  that  over  32.4  percent  of  adult  cases  of  AIDS  are  linked  directly  or  indirectly  to  drug  use. 
Among  women,  approximately  71  percent  of  all  female  transmission  of  AIDS  can  be  attributed  to  injecting 
drag  use  or  heterosexual  contact  with  an  injecting  drag  user.  Forty-six  percent  of  all  cases  of  AIDS  in 
children  less  than  age  13  are  due  to  injecting  maternal  drag  use  or  sexual  contact  with  an  injecting  drag 
user.  These  indicators  confirm  the  alarming  fact  that  the  epidemiology  of  the  HFV  epidemic  has  changed 
and  that  both  injecting  and  non-injecting  drag  use  constitutes  a  major  factor  in  the  alarming  rates  of  HTV 
infection,  especially  women  and  adolescents. 

SAMHSA  is  the  focal  point  in  the  Department  for  substance  abuse  treatment  through  statutorily  mandated 
service  programs.  The  substance  abuse  treatment  system  represents  some  8,000  service  providers.  For 
those  who  use  drags,  except  within  the  criminal  justice  system,  these  programs  represent  the  initial  and 
perhaps  only  point  of  contact  with  the  drag  abuser  who  is  at  risk  for  HTV  infection.  These  community- 
based  treatment  programs  are  and  have  been  uniquely  positioned  to  provide  prevention  education  and  harm 
reduction  services,  HTV  counseling  and  testing,  and  prophylactic  treatment  for  AIDS  and  AIDS-related 
opportunistic  infections.  More  importantly,  these  programs  do  not  require  unusually  protracted  phase-in 
timeframes  to  become  fully  operational  as  frontline  providers.  They  already  exist  within  the  broader 
community  infrastracture  and  have  had  well  documented  track  records  in  addressing  the  problems  of  the 
substance  abuser.  These  programs  have  had  many  years  of  experience  in  working  with  these  populations 
and  have  become  adept  at  outreach  in  these  communities. 

For  the  substance  abuser,  prevention  education  and  the  adoption  of  risk-reducing  behaviors  represents  only 
one  facet  of  a  broader  strategy  to  reduce  HTV  exposure.  The  "Comprehensive  Treatment  Model"  ,  the 
cornerstone  of  substance  abuse  treatment,  assumes  that  one  vital  dimension  to  effective  treatment  lies  in 
providing  access  to  primary  care.  For  the  substance  abuser  seeking  treatment,  "one  stop  shopping"  is  a 
more  preferable  strategy  than  referral  to  multiple  sites  for  primary  care  screening  and  treatment.  A  key 
tenet  of  the  "one  stop  shopping  "  paradigm  is  that  these  comprehensive  components  are  integrated  and 
optimize  treatment  interventions/effects  on  patients.  Merely  offering  comprehensive  one  stop  shopping 
services  under  one  roof  is  not  always  advantageous.  For  those  who  are  HTV  positive  but  asymptomatic, 
substance  abuse  treatment  and  on-site  prophylaxis  are  critical  to  reduce  the  risk  of  transmission  to  others. 
For  those  symptomatic  with  AIDS  and  who  may  have  multiple  opportunistic  infections,  concurrent 
treatment  of  both  substance  abuse  and  HTV-related  disease  can  further  reduce  the  likelihood  of 
transmission  to  other  drag  users  and  collaterals. 

The  CSAT/HRSA  Linkage  initiative  was  transferred  from  NIDA  to  CSAT  in  1993.  The  current  program, 
which  will  continue  through  FY  1995,  is  a  cooperative  effort  involving  CSAT  and  the  Bureau  of  Primary 
Health  Care  in  the  Health  Resources  and  Services  Administration  (HRSA).  Grants  are  awarded  to  develop 
comprehensive  care  demonstrations  that  link  substance  abuse,  HTV/AIDS,  STD's  and  TB,  mental  health 
and  primary  health  care  systems.  The  goal  of  this  initiative  is  to  ensure  availability,  accessibility,  and 
affordability  of  comprehensive,  high-quality  treatment  for  those  individuals  at  risk  of  or  infected  with  HIV 
who  are  in  need  of  primary  health  care  and  ADM  services.  The  array  of  services  includes  screening  and 
treatment  for  infectious  disease,  HIV/AIDS  counseling,  primary  health  care,  primary  mental  health  care, 
outpatient  addiction  counseling,  and  family/collateral  counseling.  FY  1995  is  the  final  year  of  support  for 
this  collaborative  effort  with  HRSA. 

The  HIV/AIDS  Outreach  Demonstration  Program,  which  will  be  recompeted  in  FY  1995  and  fund 
approximately  14  awards,  is  designed  to  seek  out  injecting  drag  users  (IDUs),  other  high-risk  substance 
abusers,  and  their  sex  partners;  and  (1)  provide  information,  skills  and  other  prophylactic  means  to  effect 
behavior  changes  most  likely  to  decrease  the  risk  of  acquiring  or  transmitting  HFV  and  related  diseases; 
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(2)  provide  medical  diagnostic  services  for  HTV/AIDS  and  related  illnesses,  e.g.,  sexually  transmitted 
diseases  and  TB;  and  (3)  encourage  entry  into  and  arrange  for  treatment  of  chemical  dependency.  The 
goal  of  the  program  is  two-fold:  (1)  demonstrate  replicability  and  cost-effectiveness  of  community-based 
risk  reduction  and  strategies  (models)  and  (2)  determine  if  these  behavior  modification  efforts  produce 
changes  in  the  incidence  of  HIV  and  related  diseases  in  the  targeted  populations  and  communities.  This 
program  will  be  continued  in  FY  1996. 

The  AIDS  Health  Care  Worker  Training  Program  is  designed  to  increase  the  focus  on  the  relationship 
between  substance  abuse,  HTV/AIDS,  tuberculosis,  and  sexually  transmitted  disease  in  an  effort  to  support 
knowledge  development  and  competency-based  training  in  the  provision  of  treatment  services.  In  FY 
1994,  these  components  were  incorporated  into  the  Addiction  Treatment  Training  Centers.  This  program 
will  be  continued  in  FY  1996. 


New  Treatment  Initiative 

In  FY  1996,  CSAT  is  proposing  a  new  AIDS  Linkage  initiative  designed  to  forge  new  demonstration 
efforts  with  managed  care  providers  such  as  HMO,  PPO  and  other  organized  care  settings.  With  this 
initiative  CSAT  will  target  resources  for  injecting  drug  users  and  other  populations  at  high-risk  for 
contracting  and  spreading  HTV/AIDS.  It  fosters  the  development  of  new  approaches  to  the  delivery  of 
more  cost-effective,  efficient  and  accessible  care  for  substance  abusers. 

Funding  levels  for  last  five  fiscal  years  were  as  follows: 

Funding  FTE 

1991  *    $30,188,000  13 

1992  *    26,025,000  6 

1993    25,655,000  6 

1994    27,320,000  8 

1995    24,177,000  8 

♦      Comparable  figure  based  on  the  ADAMHA  Reorganization  Act,  P.L.  102-321. 
Rationale  for  the  Budget  Request 


The  FY  1996  HIV/AIDS  budget  estimate  of  $24,225,000  reflects  a  slight  increase  of  $48,000  above  the 
FY  1995  appropriation.  The  budget  includes  $9,000,000  for  two  new  AIDS  initiatives  —  a  new  AIDS 
Prevention  initiative  and  a  new  AIDS  Linkage  initiative. 
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Mental  Health  Performance  Partnerahips. > 

Substance  Abuse  Performarwe  Partnerships.... 

Program  MaruKjemert. 

Total.  SAMHSA. 


1094 

1995 

1996 

Actual 

Appropriation 
11 

Estimate 

11 

11 

28 

28 

28 

699 

617 

567 

738 


656 


606 


Average  QS/QM  Grade 

1992- " 

1 993 1 0.91 

1094 10.84 

1095 10.84 

1006 10.70 

1/  No  data  available  for  SAMHSA  prior  to  the  ADAMHA  reorganization. 
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Total  full-tim*  aqulvalant  •mploymant,  EOY  *....  650 

Ful-tfm*  aqulvalcnt  (FTE)  uaag*  *... 6S6 


$115,700 
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Subatane*  Abua*  and  Hairtal  HaaHh  Saivleaa  Admlnlatration 
Oatall  of  CalBng  Full-Tlma  Equlvalant  Einploymant 


1905 
ADDfopdaMon 


Exaeuliva  Laval  I _ _ _ 

ExaouMva  Laval  It 

Exaeuliva  Laval  III 

Exaeultva  Laval  IV 1 

Exaeuttva  Laval  V...- 

Subtotal - 1 

Total  -  Exao.  Lav.  8aL... $1 15.700 

E8-e. 1 

E8-6. 3 

E8-4 6 

E8-S. 3 

E8-2. 1 

E8-1 - 

Subtotal. 14 

Total-  ES Salary _ $1,561,053 

GM/QS- 1 5 65 

QM/08-14 85 

OM/QS-13. _ 147 

OS-12. 82 

08-11 _ _ 32 

GS-10. 2 

08-9 20 

08-8 22 

08-7. 71 

08-6. - - 39 

08-5 24 

OS-4 26 

08-3 7 

08-a 1 

08-1 J 1_ 

SubtotaL. - 604 

CC  -08/09 

CC-07 

CC-06 11 

CC-OS 16 

CC-04 7 

CC-03 3 

CC-02. 

CC-01 

Subtotal. _ 37 


656 
656 


1996 
Ettlmata 


$115,700 






14 

14 

$1,579,776 

$1,598,733 

66 

55 

94 

82 

148 

144 

81 

46 

32 

30 

2 

2 

20 

18 

22 

19 

71 

66 

39 

37 

24 

22 

26 

24 

7 

7 

1 

1 

37 
606 
606 


Avaraga  ES  Laval _ _ _ _  4  4  4 

Avaraga  ES  Salary.... $111,504  $112,641  $114,195 

Avaraga  OS/QM  grada 10.84  10.84  10.79 

Avaraga  QS/QM  aalary $39,340  $41,100  $41,424 


'  Deaa  notlneluda  ralmburaablo  datallaat  to  St  Elzabatha  Hoapkal. 
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